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When  there  is  a tendency  toward  hemorrhoids,  when  hemorrhoids 
are  present  or  after  hemorrhoidectomy  — when  avoidance  of  strain- 
ing is  desired  — Metamucil’s  smooth,  demulcent  action  conforms  to 
accepted  bowel  management. 

Metamucil  softens  the  fecal  content,  stimulates  peristalsis  by 
supplying  plastic,  bland  bulk  and  encourages  easy,  gentle,  reg- 
ular evacuation  without  irritation  or  straining. 

Metamucil  is  the  highly  refined  mucilloid  of  Plantago  ovata 
(50%),  a seed  of  the  psyllium  group,  combined  with  dextrose 
(50%)  as  a dispersing  agent. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


SEARLE  re 


SEARCH  IN  THE  SERVICE  OF  MEDICINE 


METAMUCIL 
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PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


Member  of  ihe  American  Hospital  Association 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH,  M.  D.,  Associate 
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HEALTH  LEGISLATION  TO  BE  PRESENTED  TO 
KENTUCKY  GENERAL  ASSEMBLY 


Several  bills  of  interest  and  importance 
to  physicians  will  be  introduced  in  the 
1950  General  Assembly  which  is  now  in 
session  in  Frankfort.  The  need  of  this  leg- 
islation has  been  felt  for  a long  time.  It 
is  in  the  public  interest  and  deserves  the 
cooperation  of  the  profession  in  its  pas- 
sage. All  of  the  bills  have  the  general  ap- 
proval of  the  Kentucky  State  Medical  As- 
sociation and  the  State  Board  of  Health. 
It  is  hoped  that  physicians  will  familiarize 
themselves  with  the  provisions  of  this 
proposed  legislation  and  explain  the  need 
for  it  to  their  state  senators  and  represen- 
tatives. None  of  these  bills  are  controver- 
sial. Much  thought  has  been  given  to  their 
preparation  by  several  different  groups 
composed  of  representatives  of  the  pro- 
fessions and  organizations  affected  by  the 
legislation. 

Licensing  of  Hospitals 

One  bill  provides  for  the  licensing  of 
hospitals  and  nursing  and  convalescent 
homes.  At  present  there  are  no  establish- 
ed standards  for  these  institutions  nor  is 
there  legal  provision  for  their  inspection. 
The  proposed  standards  will  be  minimal 
and  will  affect  only  those  hospitals  or 
homes  that  are  badly  in  need  of  corrective 
measures.  These  will  be  given  a generous 
amount  of  time  to  meet  the  standards. 
The  act,  which  is  similar  to  legislation  al- 
ready in  effect  in  30  states,  will  be  admin- 
istered by  the  State  Board  of  Health. 

Control  of  Barbiturates 

Another  bill  pertains  to  regulating  the 
sale  and  distribution  of  barbiturates.  Such 
legislation  is  essential  if  the  number  of 
barbiturate  suicides,  and  addictions  are 
to  be  decreased. 

This  act  requires  a prescription  for  the 
sale  of  barbiturates  but  the  physician  is 
not  required  to  keep  detailed  records  as 
in  the  case  of  narcotics.  Physicians  who 


dispense  their  own  medicines  will  be  re- 
quired to  write  the  patient’s  name,  the 
date,  and  directions,  on  the  label  which 
must  also  show  the  physician’s  name. 

Licensing  of  Practical  Nurses 

Due  to  the  fact  that  there  are,  at  present, 
about  500  practical  nurses  working  in 
Kentucky,  it  is  most  desirable  that  legal 
provision  be  made  for  their  recognition, 
training  and  licensure.  The  small  hospitals 
of  our  state  are  in  desperate  need  of  licens- 
ed practical  nurses  to  care  for  patients  un- 
der supervision  of  registered  nurses.  The 
Registered  Nurses  Association  and  the 
Practical  Nurses  Association  are  planning 
to  introduce  this  legislation  jointly. 

The  act  is  permissive  rather  than  manda- 
tory. It  will  apply  only  to  those  practical 
nurses  who  want  recognition.  The  legis- 
lation will  specifically  state  that  it  does 
not  apply  to  anyone  nursing  the  sick  either 
gratuitously  or  for  compensation  who 
does  not  assume  or  hold  himself  out  to  be 
a licensed  practical  nurse.  All  existing 
practicing  nurses  may  be  licensed  without 
examination  if  their  experience  and  quali- 
fications justify  such  action.  The  State 
Board  of  Nursing  Examiners  shall  write 
the  rules  and  regulations  and  have  full 
charge  of  the  administration  of  the  Act. 

There  will  be  an  assistant  Board  of  Ex- 
aminers of  three  members  to  assist  the 
State  Board  of  Nursing  Examiners  in 
carrying  out  the  provisions  of  the  Act  and 
is  to  be  under  their  direct  supervision  in 
all  they  may  do.  The  State  Board  of  Nurs- 
ing Examiners  shall  also  be  concerned 
with  the  standards  of  training  for  practi- 
cal nurses. 

It  is  generally  believed  that  this  act 
will  improve  the  quality  of  nursing  by 
practical  nurses  and  will  encourage  others 
to  enter  this  highly  important  field  of 
work. 
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A.  M.  A.  INTERIM  MEETING 


The  American  Medical  Association’s 
Third  Clinical  Session  was  held  in  Wash- 
ington, D.  C.,  December  6 to  9.  It  was  an 
outstanding  success.  The  attendance  broke 
all  previous  records.  Total  registration 
was  8,487.  Of  these,  4,258  were  physicians. 
5,497  registered  during  the  entire  4 day 
session  at  St.  Louis  last  year. 

The  Clinical  Sessions  were  remarkable 
for  the  high  quality  of  the  scientific  pro- 
gram which  was  designed  especially  for 
general  practitioners.  The  technical  and 
scientific  exhibits  practically  constitute  a 
postgraduate  course  in  medicine.  Televi- 
sion which  has  been  so  popular  at  the  last 
three  sessions  of  the  American  Medical 
Association  again  drew  the  largest  crowds. 
Its  use  was  greatly  amplified.  Through  the 
use  of  Remington-Rand’s  “Vericon”  sys- 
tem of  nonbroadcast  television,  an  unpre- 
cedented showing  of  detail  was  made  pos- 
sible on  the  eight  by  six  foot  screen.  Ob- 
serving physicians  witnessed  surgical  op- 
erations and  clinical  work  and  participat- 
ed in  a two-way  question  and  answer  ses- 
sion with  the  surgeons  and  clinicians  at 
work  in  the  Gallinger  Hospital.  A thou- 
sand physicians  at  the  time  could  observe 
operations  being  performed  30  miles  away 
in  the  Johns  Hookins  Hospital  which  were 
telecast  in  brilliant  color  and  shown  on 
fifteen  screens  simultaneously.  The  dem- 
onstration was  the  first  preview  of  the 
cross-country  potentialities  of  the  new 
medical  training  medium,  which  may 
bring  to  the  remotest  ar^as  the  newest 
surgical  and  medical  techniques  of  the 
top  men  in  the  profession. 

House  of  Delegates  Assesses  Dues 

The  House  of  Delegates,  without  a dis- 
senting vote,  passed  a recommendation 
which  was  included  in  the  report  of  the 
Board  of  Trustees  levving  dues  upon  all 
members  of  the1  American  Medical  Associa- 
tion. The  Constitution  and  Bv-Laws  of  the 
Association  were  changed  to  permit  the 
Board  of  Trustees  each  vear  to  levy  dues 
not  to  exceed  $25.00.  Following  this  action 
by  the  delegates  the  Board  of  Trustees 
announced  that  dues  for  1950  had  been 
set  at  the  maximum  of  $25.00.  Secretaries 
of  county  societies  will  be  reauested  to 
collect  A.M.A.  dues  at  the  same  time  that 
county  and  state  dues  are  collected.  The 
county  secretaries  are  to  forward  all 
A.M.A.  and  State  dues  to  the  secretary  of 
their  State  Association,  who  will  transmit 
the  A.M.A.  dues  to  Chicago. 


In  the  past  all  members  of  county  socie- 
ties have  automatically  been  members  of 
their  State  Medical  Association  and  of  the 
American  Medical  Association.  Under  this 
change  all  members  of  county  societies 
will  be  members  of  their  State  Associa- 
tion, but  will  become  members  of  the 
American  Medical  Association  only  upon 
payment  of  the  A.M.A.  dues.  A.M.A.  fel- 
lowship dues  were  not  affected  and  re- 
main at  $12.00,  which  is  in  excess  of  the 
$25.00  levied  upon  all  members.  Any  mem- 
ber of  A.M.A.  may  become  a Fellow  of  the 
Association  upon  application  and  payment 
of  the  additional  $12.00  fellowship  dues, 
which  will  entitle  him  to  receive  the  Jour- 
nal of  the  American  Medical  Association. 

The  dues  will  replace  the  voluntary  as- 
sessment of  a like  sum  which  was  levied 
by  the  House  of  Delegates  at  the  St.  Louis 
Interim  Session  a year  ago.  The  dues 
were  considered  necessary  to  defray  the 
tremendous  expense  incident  to  the  Na- 
tional Education  Campaign  which  is  the 
Association’s  bulwark  against  socialism  of 
the  profession.  It  was  pointed  out  as  a 
self-evident  fact  that  the  Association  can- 
not hope  to  wage  a successful  war  for  the 
preservation  of  our  American  way  of  life 
with  no  income  other  than  that  received 
from  its  publications  which  is  the  only 
other  source  of  revenue.  It  was  also  em- 
phasized that  since  the  association  is  carry- 
ing on  the  campaign  for  the  benefit  of  all 
of  its  members,  each  member  should  do 
his  part  in  paying  the  expense  of  the  fight. 

Other  Eusiness  Transacted 

Although  the  dues  levy  transcended  all 
other  matters  in  interest,  a large  number 
of  other  resolutions  were  introduced.  The 
House  of  Delegates  approved  and  urged 
the  formation  of  “Grievance  Committees” 
in  all  the  State  Medical  Associations  who 
do  not  already  have  them.  The  purpose  of 
these  committees  is  to  afford  an  oppor- 
tunity to  the  laity  to  submit  their  griev- 
ances against  physicians  to  a group  who 
will  study  each  complaint  and  attempt  to 
settle  them  amicably  when  possible.  A very 
high  percentage  of  complaints  received  by 
these  committees  have  proved  to  be  due 
to  misunderstandings  and  are  easily  clari- 
fied. A small  percentage  have  been  thor- 
oughly justified.  The  greatest  number  of 
these  have  been  due  to  overcharging  pa- 
tients by  some  physicians.  Other  cases 
have  been  more  serious  in  nature  and  have 
resulted  in  court  procedures  against  the 
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physician.  The  grievance  committees 
have  been  gratefully  received  by  the  pub- 
lic and  by  the  press,  which  has  resulted  in 
excellent  public  relations  by  showing  the 
people  that  the  profession  will  not  con- 
done the  unethical  practices  of  which  a 
small  percentage  of  physicians  are  guilty. 

This  resolution  was  introduced  by  Dr. 
J.  B.  Lukins,  delegate  from  Kentucky. 

The  delegates  went  on  record  in  opposi- 
tion to  House  Bill  5940  and  Senate  Bill 
1453  which  are  identical  bills  to  provide 
Federal  aid  to  medical  schools.  The  op- 
position was  based  on  the  fact  that  al- 
though the  bills  are  greatly  improved  over 
those  previously  introduced  into  Congress 
they  still  contain  objectionable  features, 
the  principal  one  being  that  they  make 
an  unfair  differentiation  in  the  amount  of 
aid  which  would  be  paid  to  new  schools. 
Newly  organized  schools  would  receive  a 
disproportionately  large  amount  of  their 
budget  from  this  source,  while  old  estab- 
lished institutions  would  receive  much  less. 

Other  transactions  of  the  House  of  Dele- 
gates of  general  interest  included  the  fol- 
lowing: hospitals  were  urged  to  establish 
General  Practice  Sections;  a lay  commit- 
tee was  authorized  to  implement  the  Na- 
tional Education  Campaign;  and  the  name 
of  “Hygiea”  was  changed  to  “Today’s 
Health.’” 

Editor  of  the  Journal  and  Other  Publications 

The  house  was  informed  that  Dr.  Morris 
Fishbein  has  officially  been  retired  and  has 
been  replaced  by  Dr.  Austin  Smith.  The 
delegates  were  very  impressively  remind- 
ed of  the  great  contribution  that  Dr.  Fish- 
bein has  made  to  the  American  Medical 
Association,  and  to  the  profession  at  large 
through  his  years  of  service,  which  in 
many  respects,  has  been  closely  akin  to 
genius. 

Report  of  Coordinating  Committee 

Dr.  Elmer  L.  Henderson,  Louisville, 
President-elect  and  Chairman  of  the  Co- 
ordinating Committee,  made  an  address 
in  which  was  embodied  the  report  of  the 
first  year’s  activities  of  the  National  Edu- 
cation Campaign.  The  following  excerpts 
are  quoted  from  Dr.  Henderson’s  remarks: 

“I  am  very  happy  to  report  to  you  to- 
day that  American  medicine  no  longer  is 
on  the  defensive.  We  are  conducting  a 
hard-hitting,  affirmative  campaign — and 
te.ns  of  thousands  of  doctors  all  over  A- 
merica  have  enlisted  for  the  duration. 

“American  medicine,  during  1949,  has 
become  a well-organized,  powerful  fight- 
ing force  for  freedom. 


“We  have  met  our  enemies,  in  open  con- 
test before  the  American  people,  and  our 
enemies  have  given  ground.” 

“We  have  come  a long  way  in  a short 
time.  American  medicine  is  stronger  to- 
day than  at  any  other  time  in  its  history, 
bulwarked  by  the  staunch  support  of  hun- 
dreds of  other  organizations  and  millions 
of  citizens.  Dissension  and  bickering  in 
the  profession  have  almost  disappeared: 
we  have  achieved  unity  of  purpose;  we 
have  become  a powerful,  militant  force  in 
defense  of  sound  medical  practice,  and  in 
defense  of  the  fundamental  freedoms 
which  are  the  life-stream  of  our  country.” 

“But  we  would  be  foolish,  indeed,  if  w° 
assumed  that  the  final  victory  had  been 
won.” 

“The  Battle  of  Armageddon — the  deci- 
sive struggle  which  mav  determine  not  on- 
lv  medicine’s  fate,  but  whether  State  So- 
cialism is  to  engulf  all  America — is  still 
ahead  of  us.  That  fight  may  be  lost  or 
won  in  next  year’s  Congress,  or  in  the  1950 
Congressional  elections.” 

“The  strategy  of  our  A.M.A.  campaign, 
and  the  conduct  of  that  campaign,  have 
been  sound  and  successful,  in  the  opinion 
of  our  Committee,  and  even  the  tactics  of 
our  enemies  are  grudging  admission  of 
the  headway  we  are  making.” 

“The  tide  of  battle  actually  turned  when 
American  doctors,  to  the  astonishment  of 
their  critics,  refused  to  turn  away  from 
controversy — and,  instead,  embraced  it 
as  a means  of  getting  the  facts  before  thQ 
people.  We  are  going  forward.  We  are 
on  the  offensive  now — and  we  must  main- 
tain our  offensive  until  the  battle  is  won.” 

“American  medicine’s  fight  will  not  bo 
completely  won  until  we  have  mobilized 
overwhelming  support  from  the  American 
public — and  until  we  have  provided  the 
vast  majority  of  the  people  with  Volun- 
tary Health  Insurance  to  meet  their  needs. 
We  have  made  tremendous  strides  to- 
wards both  goals. 

“More  than  61,000,000  people  now  are  en- 
rolled in  the  hundreds  of  competing  Vol- 
untary Health  Insurance  Systems  through- 
out the  Nation.  But  we  must  help  to  im- 
prove and  extend  the  benefits  under  these 
systems,  as  well  as  expand  their  member- 
ships. That  is  one  of  our  primary  goals 
during  the  New  Year. 

“Let’s  reach  our  objectives  in  1950.  Let’s 
face  our  battle  of  Armageddon,  proud  to 
carry  the  banner  for  American  medicine — 
and  our  American  way  of  life.” 


4 


KENTUCKY  MEDICAL  JOURNAL 


[January,  1950 


Dr.  Andy  Hali,  Illinois,  "General  Practitioner 
of  The  Year" 

Dr.  Andy  Hall  of  Mt.  Vernon,  Illinois, 
was  chosen  as  the  recipient  of  the  Associ- 
ation’s gold  medal  “for  exceptional  serv- 
ice by  a general  practioner”  for  1949. 

Dr.  Hall  was  born  on  a farm  in  South- 
ern Illinois  in  1865.  He  was  graduated 
from  Northwestern  University  in  1890 
and  has  practiced  in  Mt.  Vernon  as  a typi- 
cal country  doctor  for  nearly  sixty  years. 
He  has  lived  a most  versatile  life.  He 
served  his  country  in  the  Spanish  Ameri- 
can War;  the  Philippine  Insurrection;  and 
during  World  War  I.  From  1929  to  1933 
he  was  Director  of  the  Illinois  State  De- 
partment of  Public  Health  and  his  per- 
formance in  that  office  was  outstanding. 
Dr.  Hall  is  a past  president  of  his  county 
society  and  was  its  secretary  for  fifteen 


years.  He  is  also  a past  president  of  the 
Southern  Illinois  and  was  a Councilor  of 
the  Illinois  Medical  Society  for  nineteen 
years. 

In  1946  the  Mt.  Vernon  Chamber  of 
Commerce  voted  him  its  Distinguished 
Service  Award  in  recognition  of  his  serv- 
ice to  his  community  of  which  he  had 
been  Mayor  and  for  eight  years  Chairman 
of  the  High  School  Board. 

Other  nominees  submitted  to  the  House 
of  Delegates  by  the  Board  of  Trustees  for 
this  honor  were  Dr.  Thomas  Edward 
Rhine  of  Thornton,  Arkansas,  and  Dr. 
Lyle  Hare,  Spearfish,  South  Dakota.  Dr. 
Hall  was  selected  on  the  second  ballot. 

The  AMA  award  went  to  Dr.  Archer 
Chester  Sudan,  Kremmling,  Colo.,  in  1947, 
and  in  1948,  Dr.  William  Lowry  (Buck) 
Pressly,  Due  West,  S.  C.  was  chosen. 


Vandenburg  County  (Indiana)  Medical  Society's 
Positive  Public  Relations  Program 


We  are  indebted  to  Mr.  J.  P.  Sanford  of 
The  Medical  Protective  Company  for 
sending  us  a brochure  printed  by  the 
Vandenburg  County  Medical  Society  en- 
titled, “We’re  Doing  Something  About 
Public  Relations  in  Vandenburg  County.” 
This  is  no  idle  boast  on  their  part.  The  so- 
ciety has  analyzed  the  public’s  criticism 
of  the  profession  and  in  those  instances 
where  the  public  has  been  justified  these 
phvsicians  mended  their  fences.  As  a re- 
sult of  genuine  service  to  the  community 
in  many  fields,  some  of  which  are  usuallv 
considered  foreign  to  the  profession,  they 
have  gained  a good  public  relations  pro- 
gram. The  motto  on  the  pamphlet  is 
“Good  Public  Relations  is  Good  Citizen- 
ship.” 

The  Vandenburg  County  Society  has  a- 
bout  180  members  and  a full  time  Execu- 
tive Secretary,  Mr.  Arthur  P.  Tiernan, 
with  offices  in  the  City-County  Health 
Building.  These  physicians  pay  annual  lo- 
cal dues  of  $35.00  plus  $35.00  state  dues. 

The  Journal  congratulates  the  Vander- 
burg  County  Medical  Society  on  its  splen- 
did program,  which  follows: 

“The  Vanderburg  County  Medical  So- 
ciety has  quit  talking  about  Public  Rela- 
tions and  is  doing  something  about  them. 

This  society  has  developed  an  active 
program  of  interest  in  community  affairs 
based  upon  the  obligations  and  responsi- 
bilities of  citizenship.  We  are  not  doing 


things  for  our  community  because  we  ex- 
pect to  get  back  a tangible  reward  in  good 
will.  We  are  contributing  our  time,  energy 
and  money  because  we  believe  it  is  our 
responsibility  as  citizens  to  do  everything 
we  can  to  make  Evansville  and  Vander- 
burgh County  a better  place  in  which  to 
live,  to  work  and  to  raise  our  families. 

We  have  shaken  off  the  old  ultra-con- 
servatism that  kept  medical  societies  from 
participating  in  community  progress.  We 
are  no  longer  aloof  and  indifferent  to 
everything  except  the  daily  care  of  the 
sick.  We  are  vitally  interested  in  what 
goes  on  in  Evansville  and  Vanderburgh 
County  and  we  are  taking  an  active  part 
in  making  a better  community.  We  are 
providing  the  leadership  and  guidance  in 
health  matters  which  is  our  responsibility 
as  citizens  and  which  our  community  ex- 
pects of  us. 

More  and  more  of  our  doctors  are  ac- 
cepting membership  on  boards  and  com- 
mittees of  community  organizations,  par- 
ticularly in  the  health  and  welfare  fields. 
Our  contributions  to  the  Community  Chest 
have  doubled  in  the  last  two  years.  By 
giving  generous  financial  support  to  com- 
munity enterprises  in  addition  to  our 
charity  services,  we  are  standing  on  our 
own  feet. 

We  are  constantly  on  the  alert  for  new 
and  better  ways  to  improve  medical  care 
and  community  health.  Society  officers. 
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committees  and  the  membership  are  work- 
ing harder  than  they  ever  worked.  The 
number  of  society  programs  and  projects 
for  community  betterment  are  growing. 

We  do  not  measure  what  we  do  by  the 
Public  Relations  yardstick.  We  don’t  use 
the  term  “Public  Relations”  too  often.  But 
we  do  know  that  there  is  developing  in 
our  county  an  attitude  of  growing  respect 
for  the  medical  profession  and  the  Medi- 
cal Society,  and  greater  confidence  in  our 
individual  members  as  physicians. 

Building  Public  Respect 

Civic  Cooperation 

The  Medical  Society  cooperates  and 
works  with  every  recognized  civic  group 
interested  in  the  health  and  well-being  of 
our  community.  The  Society  has  represen- 
tatives on  most  civic  organization  boards 
and  committees.  Our  voice  is  heard  in  the 
fields  of  health  and  welfare  and  our  lead- 
ership and  guidance  is  sought  and  respect- 
ed. 

Graduate  Education 

One-day-a-month  Medical  Society  pro- 
gram attended  by  physicians  from  Vander- 
burgh County  and  the  tri-state  area.  A 
sincere  demonstration  to  the  community 
of  our  desire  to  improve  our  knowledge 
and  skill  and  thereby  render  better  medi- 
cal service. 

Around-The-Clock  Service 

Makes  medical  service  available  on  a 
24-hour  basis  and  answers  the  complaint, 
‘I  can’t  get  a doctor’. 

Polio  Emergency 

Slashing  red  tape  and  delay,  the  Medi- 
cal Society  swiftly  organized  and  is  di- 
recting from  Evansville  an  emergency 
program  to  combat  polio  in  the  Tri-State 


area  of  Indiana,  Illinois  and  Kentucky. 

Efforts  of  physicians,  hospitals,  public 
health  officials,  the  Polio  Foundation,  Red 
Cross  and  all  other  interested  groups  have 
been  coordinated  into  a compact,  efficient, 
hard-hitting  unit  to  fight  polio  by  the 
most  efficient  use  of  all  available  resour- 
ces. 

Blue  Cross-Blue  Shield 

Community  enrollment  has  been  ac- 
complished in  Vanderburgh  County.  The 
Medical  Society  originated  the  idea,  laid 
the  groundwork  and  spearheaded  the  en- 
rollment campaign. 

Public  Health 

The  Medical  Society  joined  with  other 
groups  in  waging  a successful  fight  for  a 
City-County  Health  Department.  The  So- 
ciety led  and  won  the  fight  for  a sufficient 
health  budget  to  do  the  job. 

Health  Management 

A committee  of  the  Medical  Society  has 
been  granted  broad  powers  and  authority 
for  cooperating  with  the  Health  Depart- 
ment in  building  a modern  public  health 
program  and  developing  a plan  for  im- 
proved medical  care  for  the  indigent. 

Socialized  Medicine 

The  Medical  Society  is  conducting  an 
active  campaign  to  awaken  our  community 
to  the  dangers  of  a system  of  compulsory 
health  insurance.  Aid  of  the  druggists, 
dentists  and  other  outside  groups  has  been 
enlisted. 

Diabetes  Survey 

The  Medical  Society  will  conduct  an  in- 
tensive county-wide  survey  the  week  of 
October  10  to  16  for  detection  of  new  dia- 
betes cases.” 


EMERGENCY  TREATMENT  OF  VETERANS 


Veterans  Administration  recently  issued 
a news  release  which  emphasized  that 
Veterans  must  have  approval  of  their 
V-A  Regional  office  before  the  service  is 
rendered  if  V-A  is  expected  to  “foot-the- 
bill.” 

It  seems  that  there  has  been  consider- 
able misunderstanding  of  this  require- 
ment of  the  home-town  medical  case  pro- 
gram. This  is  evidenced  by  the  fact  that 
there  is  an  increasing  number  of  claims 
for  unauthorized  services.  Except  for  those 
cases  where  it  was  found  that  emergency 
treatment  for  a service-connected  disa- 
bility had  been  necessary,  the  claims  have 
been  disallowed.  Even  emergency  treat- 
ment is  required  to  have  prior  approval, 


although  there  is  some  leeway  allowed  for 
these  cases. 

Veterans  who  are  hospitalized  for  em- 
ergency treatment  with  a service-con- 
nected disability  are  required  to  request 
approval  within  72  hours  after  they  have 
been  hospitalized.  Those  given  emergency 
treatment  on  an  out-patient  basis  must 
have  their  request  in  writing  at  the  Re- 
gional Office  within  15  days  after  such 
treatment  is  begun. 

Approval  will  not  be  given  on  either 
emergency  or  non  emergency  requests  for 
home-town  medical  treatment  if  a V-A 
hospital  or  out-patient  clinic  is  “feasibly 
available.” 
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Presidents  Letter 


January 

1950 

Fellow  Physicians: 

At  the  last  annual  meeting  in  Owensboro  your  president  had  the  op- 
portunity and  privilege  of  making  a formal  visit  to  the  booths  of  the  scien- 
tific and  commercial  exhibitors.  He  was  surprised  to  find  that  this  recogni- 
tion had  not  been  extended  in  the  past  and  many  letters  from  these  people 
have  come  thanking  us  for  our  courtesy  and  interest  in  their  products. 

Gentlemen,  your  annual  meeting  is  financed  by  the  “booth  fees” 
charged  these  companies  to  exhibit  their  equipment,  drugs,  and  products 
to  you.  Are  you  showing  your  appreciation  by  studying  their  wares  and  by 
purchasing  your  equipment  and  et-cetera  from  them?  Your  association 
thinks  you  are  due  these  men  and  companies  careful  consideration.  They 
are  helping  us  advance  medicine  in  our  commonwealth. 

Your  Journal  is  a good  source  of  scientific  information,  outlet  for 
publications  by  our  members,  and  a medium  for  spread  of  organizational 
news  and  reports.  Do  you  know  who  advertises  in  your  Journal ? The  ad- 
vertisers accepted  by  the  Editor  are  the  best  and  most  ethical  in  their  fields. 
You  will  obtain  superior  merchandise  and  encourage  ethical  relations  be- 
tween these  businesses  and  our  profession  if  you  will  patronize  them. 

Please  look  about  you  and  see  “who”  is  doing  “what”  to  aid  medicine, 
and  our  philosophy  of  its  practice.  Lend  your  aid  and  comfort  to  those  that 
believe  in  private  enterprise,  individual  initiative  and  freedom  from  the 
“welfare  state.” 


Sincerely, 

Hugh  L.  Houston,  M.  D. 
President 
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COMMITTEE  APPOINTMENTS 


President  Hugh  L.  Houston  has  appoint- 
ed the  committees  named  below  to  serve 
the  Association  until  the  1950  annual 
meeting  or  until  the  expiration  of  the  ap- 
pointment as  shown.  It  will  be  noted  that 
the  name  of  the  Committee  which  was 
formerly  known  as  “Committee  for  Scien- 
tific Work”  has  been  changed  to  “Commit- 
tee for  Scientific  Assembly.”  The  Commit- 
tee on  Public  Relations  has  been  appointed 
in  such  a manner  that  the  term  of  one 
member  will  expire  each  year.  The  Chair- 
man of  the  Medico-Legal  Committee  is  ap- 
pointed by  the  Council  for  a five  year 
term.  These  changes  have  been  made  in 
accordance  with  new  by-laws  adopted  by 
the  House  of  Delegates  at  the  Owensboro 
meeting. 

Standing  Committees 

Committee  on  Arrangements 

Jefferson  County  Medical  Society 
Committee  on  Scientific  Assembly 

Dr.  Sam  A.  Overstreet,  Louisville,  Chair- 
man 

Dr.  Morris  Flexner,  Louisville,  (Term 
expires  1952) 

Dr.  J.  Duffy  Hancock,  Louisville,  (Term 
expires  1951) 

Dr.  G.  L.  Simpson,  Greenville,  (Term  em- 
pires 1950) 

Dr.  Bruce  Underwood,  Louisville,  Sec- 
retary 

Committee  on  Public  Relations 

Dr.  Hugh  L.  Houston,  Murray,  Chair- 
man 

Dr.  Haynes  Barr,  Owensboro  (Term  ex- 
pires 1952) 

Dr.  Oscar  O.  Miller,  Louisville  (Term 
expires  1951) 

Dr.  Charles  B.  Stacy,  Pineville  (Term 
expires  1950) 

Dr.  Bruce  Underwood,  Louisville,  Sec- 
retary 

Committee  on  Medical  Economics 

Dr.  Carl  C.  Howard,  Glasgow,  Chair- 
man 

Dr.  G.  L.  Simpson,  Greenville 

Dr.  J.  Robert  Hendon,  Louisville 

Dr.  Clark  Bailey,  Harlan 

Dr.  Carl  Norfleet,  Somerset 

Dr.  Raymond  G.  Culley,  Ashland 


Medico-Legal  Committee 
Dr.  J.  B.  Lukins,  Louisville,  Chairman 
(term  expires  1954) 

Dr.  W.  B.  Troutman,  Louisville,  Ex-Of- 
ficio 

Dr.  Bruce  Underwood,  Louisville,  Ex- 
Officio 

Dr.  Clark  Bailey,  Harlan,  Consultant 
Dr.  Lanier  Lukins,  Louisville,  Consul- 
tant 

Committee  on  Medical  Education 
Dr.  Herbert  Clay,  Louisville,  Chairman 
Dr.  James  C.  Hart,  Murray 
Dr.  Clyde  C.  Sparks,  Ashland 

Special  Committees 

Committee  for  Study  of  Re-districting  of 
State 

Dr.  Guy  Aud,  Louisville,  Chairman 
Dr.  Branham  B.  Baughman,  Frankfort 
Dr.  Robert  W.  Robertson,  Paducah 
Dr.  R.  J.  Rust,  Newport 
Dr.  Bruce  Underwood,  Secretary 
Committee  on  Hospitals 
Dr.  Sam  H.  Flowers,  Middlesboro, 
Chairman 

Dr.  Joseph  C.  Bell,  Louisville 
Dr.  Howell  J.  Davis,  Owensboro 
Dr.  Walter  L.  O’Nan,  Henderson 
Dr.  Shelby  G.  Carr,  Richmond 

Committee  on  Nurse  Training 

Dr.  Charles  B.  Stacy,  Pineville,  Chair- 
man 

Dr.  D.  G.  Miller,  Jr.,  Morgantown 
Dr.  Kenneth  L.  Barnes,  Princeton 
Committee  on  McDowell  Memorial 
Dr.  Charles  A.  Vance,  Lexington,  Chair- 
man 

Dr.  George  McClure,  Danville 
Dr.  Emil  Novak,  26  E.  Preston  St.,  Bal- 
timore, Md. 

Dr.  Laman  A.  Gray,  Louisville 
Dr.  Thomas  O.  Meredith,  Harrodsburg 
Dr.  Russell  R.  Starr,  Glasgow 
Dr.  J.  Rice  Cowan,  Danville 
Dr.  A.  J.  Whitehouse,  Lexington 
Committee  on  Emergency  Medical  Serv- 
ice 

Dr.  R.  Arnold  Griswold,  Louisville, 
Chairman 

Dr.  J.  E.  Johnson,  Stone 

Dr.  Guthrie  Y.  Graves,  Bowling  Green 

Dr.  Orion  L.  Higdon,  Paducah 

Dr.  Pat  R.  Imes,  Louisville 
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Committee  for  Education  Campaign 

(Sub-committee  of  Public  Relations  Committee) 

Dr.  R.  Haynes  Barr,  Owensboro,  Chair- 
man 

Dr.  Delmas  M.  Clardy,  Hopkinsville 
Dr.  Ralph  W.  Allen,  Pikeville 
Dr.  Donald  W.  Anderson,  Madisonville 
Dr.  Irvin  Abell,  Jr.,  Louisville 
Dr.  Clark  Bailey,  Harlan 
Dr.  Kenneth  L.  Barnes,  Princeton 
Dr.  B.  B.  Baughman,  Frankfort 
Dr.  W.  H.  Bernard,  Elizabethtown 
Dr.  Glen  F.  Bushart,  Fulton 
Dr.  A.  L.  Cooper,  Somerset 
Dr.  G.  Ward  Disbrow,  Owensboro 
Dr.  Paul  Hall,  Paintsville 
Dr.  C.  C.  Howard,  Glasgow 
Dr.  E.  M.  Howard,  Harlan 
Dr.  J.  Murray  Kinsman,  Louisville 
Dr.  W.  R.  McCormack,  Bowling  Green 
Dr.  George  McClure,  Danville 
Dr.  Tom  Meredith,  Harrodsburg 
Dr.  George  F.  Dwyer,  Louisville 
Dr.  Vincent  Pierce,  Covington 
Dr.  R.  J.  Rust,  Covington 
Dr.  Richard  P.  Slucher,  Buechel 
Dr.  Charles  B.  Stacy,  Pineville 
Dr.  Clyde  C.  Sparks,  Ashland 
Dr.  J.  Watts  Stovall,  Grayson 
Dr.  F.  Hays  Threlkel,  Owensboro 
Dr.  George  H.  Wilson,  Lexington 
Dr.  E.  C.  Yates,  Lexington 
Dr.  J.  Duffy  Hancock,  Louisville 
Dr.  F.  Guy  Aud,  Louisville 
Dr.  M.  J.  Henry,  Louisville 
Dr.  W.  O.  Johnson,  Louisville 
Dr.  Oscar  O.  Miller,  Louisville 
Dr.  J.  Leland  Tanner,  Henderson 
Dr.  Arthur  C.  McCarty,  Louisville 
Dr.  Dexter  Meyer,  Jr.,  Falmouth 
Dr.  Clarence  F.  Heley,  R.  No.  4,  Brooks- 
ville 

(All  Officers  of  the  Association  are  Ex-Officio  Members) 

Committee  on  Control  of  Sale  and  Distri- 
bution of  Barbiturates 

Dr.  E.  C.  Yates,  Lexington,  Chairman 
Dr.  B.  B.  Baughman,  Frankfort 
Dr.  T.  O.  Meredith,  Harrodsburg 
Dr.  Billy  K.  Keller,  Louisville 
Committee  to  Study  Revision  of  the  Con- 
stitution and  By-Laws 

Dr.  Guy  Aud,  Louisville,  Chairman 
Dr.  R.  Haynes  Barr,  Owensboro 
Dr.  Charles  B.  Stacy,  Pineville 
Dr.  Hugh  L.  Houston,  Murray 
Dr.  Bruce  Underwood,  Louisville 
Advisory  Committees  on  Medical  Care 
Advisory  Committee  on  Obstetrics 
Dr.  A.  J.  Whitehouse,  Lexington,  Chair- 
man 


Dr.  Rudolph  F.  Vogt,  Louisville 
Dr.  Coleman  J.  McDevitt,  Murray 

Advisory  Committee  on  Pediatrics 

Dr.  James  H.  Pritchett,  Louisville, 
Chairman 

Dr.  John  E.  Dunn,  Paducah 

Dr.  J.  Gay  Van  Dermark,  Covington 

Dr.  Cathryn  C.  Handelman,  Louisville 

Committee  on  Tuberculosis 

Dr.  Paul  A.  Turner,  Louisville,  Chair- 
man 

Dr.  John  B.  Floyd,  Outwood 
Dr.  John  S.  Harter,  Louisville 
Dr.  E.  J.  Murray,  Lexington 
Dr.  E.  R.  Gernert,  Louisville 

Committee  on  Industrial  Medicine  and 
Surgery 

Dr.  Gradie  R.  Rowntree,  Louisville, 
Chairman 

Dr.  J.  Gant  Gaither,  Hopkinsville 
Dr.  Ira  N.  Kerns,  Louisville 
Dr.  Cooley  L.  Combs,  Hazard 

Committee  on  General  Practice 
Dr.  Clark  Bailey,  Harlan,  Chairman 
Dr.  John  G.  Samuels,  Hickman 
Dr.  Charles  G.  Bryant,  Louisville 
Dr.  Travis  Pugh,  Bowling  Green 

Committee  on  Rural  Health 
Dr.  D.  G.  Miller,  Jr.,  Morgantown, 
Chairman 

Dr.  A.  D.  Butterworth,  Murray 
Dr.  Garnett  J.  Sweeney,  Liberty 
Committee  on  Syphilis  Control 

Dr.  Charles  G.  Baker,  Louisville,  Chair- 
man 

Dr.  Oscar  E.  Bloch,  Jr.,  Louisville 
Dr.  C.  C.  Barrett,  Lexington 

Committee  on  Crippled  Children 

Dr.  K.  Armand  Fischer,  Louisville, 
Chairman 

Dr.  Charles  C.  Garr,  Lexington 
Dr.  Charles  F.  Wood,  Louisville 
Dr.  Hal  E.  Houston,  Murray 
Committee  on  Cancer 

Dr.  Guy  Aud,  Louisville,  Chairman 
Dr.  Jesshill  Love,  Louisville 
Dr.  John  W.  Meredith,  Scottsville 
Dr.  J.  Farra  Van  Meter,  Lexington 

Committee  on  Mental  Hygiene  and  Mental 
Institutions 

Dr.  Spafford  Ackerly,  Louisville,  Chair- 
man 

Dr.  George  H.  Wilson,  Lexington 
Dr.  A.  M.  Lyon,  Frankfort 
Dr.  Billy  K.  Keller,  Louisville 
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Committee  on  Physical  Therapy 

Dr.  Charles  F.  Wood,  Lexington,  Chair- 
man 

Dr.  Owen  B.  Murphy,  Lexington 
Dr.  Richard  T.  Hudson,  Louisville 
Dr.  Robert  W.  Hahs,  Murray 
Dr.  Paul  Hall,  Paintsville 

Other  Advisory  Committees 

Advisory  Committee  to  Woman’s  Auxili- 
ary 

Dr.  R.  Haynes  Barr,  Owensboro,  Chair- 
man 

Dr.  George  McClure,  Danville 
Dr.  Bruce  Underwood,  Louisville 


Advisory  Committee  for  the  United  Mine 
Workers  Health  and  Welfare  Fund 

Dr.  Carl  H.  Fortune,  Lexington,  Chair- 
man 

Dr.  J.  Murray  Kinsman,  Louisville 
Dr.  A.  Flint  Finley,  Madisonville 
Dr.  Robert  S.  Howard,  Harlan 
Dr.  C.  D.  Snyder,  Hazard 
Committee  for  Centennial  Meeting 
Dr.  Sam  A.  Overstreet,  Louisville, 
Chairman 

Dr.  Richard  R.  Slucher,  Buechel 

Dr.  Clark  Bailey,  Harlan 

Dr.  Wm.  R.  McCormack,  Bowling  Green 

Dr.  Duffy  Hancock,  Louisville 

Dr.  Paul  York,  Glasgow 


SECOND  REPORT  OF  THE  COMMITTEE  TO  STUDY 
REVISION  OF  THE  CONSTITUTION  AND  BY-LAWS 


We  respectfully  submit  this  second  re- 
port and  recommendations  for  completing 
the  changes  in  the  Constitution  and  By- 
Laws  of  the  Kentucky  State  Medical  As- 
sociation as  presented  at  the  1949  meeting 
of  the  House  of  Delegates  in  Owensboro, 
Kentucky.  The  changes  in  the  Constitu- 
tion have  been  introduced  and  await  ac- 
tion at  the  1950  meeting  of  the  House  of 
Delegates  as  presented.  The  changes  in 
the  By-Laws,  which  could  not  be  made  at 
the  1949  meeting  because  of  a conflict 
with  the  Constitution,  are  also  listed  and 
await  the  action  at  the  1950  session  of  the 
House  of  Delegates. 

We  urge  every  member  of  the  associ- 
ation and  every  component  county  soci- 
ety to  study  this  report.  The  House  of 
Delegates  will  take  action  on  these  pro- 
posals in  accordance  with  the  views  of  the 
members  and  the  societies  which  they 
represent.  We  would  welcome  any  com- 
ments, constructive  criticism  or  sugges- 
tions that  anyone  may  care  to  make  con- 
cerning this  second  report. 

Respectfully  submitted, 

Guy  Aud,  Louisville,  Chairman 
R.  Haynes  Barr,  Owensboro,  Member 
Charles  B.  Stacy,  Pineville,  Member 
Hugh  L.  Houston,  Murray,  Member 
Bruce  Underwood,  Louisville,  Member 


CONSTITUTION  AND  BY-LAWS  OF  THE 
KENTUCKY  STATE  MEDICAL  ASSOCIA- 
TION ADOPTED  AT  PADUCAH  IN  1902 
AS  AMENDED  CONSTITUTION 


CONSTITUTION 

Article  I.  Name  of  the  Association 

The  name  and  title  of  this  organization 
shall  be  the  Kentucky  State  Medical  As- 
sociation. 

Article  II.  Purpose  of  the  Association 

The  purpose  of  the  Association  shall  be 
to  federate  and  bring  into  compact  or- 
ganization the  entire  medical  profession 
of  the  State  of  Kentucky  and  to  unite 
with  similar  associations  in  other  states  to 
form  the  American  Medical  Association, 
with  a view  to  the  extension  of  medical 
knowledge,  and  to  the  advancement  of 
medical  science,  to  the  elevation  of  the 
standard  of  medical  education  and  to  the 
enactment  and  enforcement  of  just  medi- 
cal laws;  to  the  promotion  of  friendly  inter- 
course among  physicians  and  to  the  guard- 
ing and  fostering  of  their  material  interest 
and  to  the  enlightenment  and  direction  of 
public  opinion  in  regard  to  the  great  prob- 
lem of  state  medicine  so  that  the  profession 
shall  become  more  capable  and  honorable 
within  itself  and  more  useful  to  the  pub- 
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lie  in  the  prevention  and  cure  of  disease 
and  in  prolonging  and  adding  comfort  to 
life. 

Arlicle  III.  Component  Societies 

Component  societies  shall  consist  of 
those  county  medical  societies  which  hold 
charters  from  this  Association. 

Article  IV.  Composition  of  the  Association 

Section  1.  This  Association  shall  con- 
sist of  Members,  Delegates  and  Guests. 

Section  2.  Members.  The  members  of 
this  Association  shall  be  the  members  of 
the  component  county  medical  societies. 

Section  3.  Delegates.  Delegates  shall 
be  those  members  who  are  elected  in  ac- 
cordance with  this  Constitution  and  By- 
Laws  to  represent  their  respective  com- 
ponent county  societies  in  the  House  of 
Delegates  of  this  Association. 

Section  4.  Guests.  Any  distinguished 
physician  not  a resident  of  this  State  may 
become  a guest  during  any  Annual  Ses- 
sion upon  invitation  of  the  Association  or 
its  Council,  and  shall  be  accorded  the 
privilege  of  participating  in  all  of  the  sci- 
entific work  of  that  session. 

Article  V.  House  of  Delegates 

The  House  of  Delegates  shall  be  the 
legislative  and  business  body  of  the  Asso- 
ciation, and  shall  consist  of  (1)  Delegates 
elected  by  the  component  county  societies, 
(2)  ex-officio,  the  officers  of  the  associa- 
tion as  defined  in  Article  VIII,  Section  1, 
of  this  Constitution  and  (3)  the  five  im- 
mediate past  presidents. 

Article  VI.  Sections  and  District  Societies 

The  House  of  Delegates  may  provide 
for  a division  of  the  scientific  work  of  the 
Association  into  appropriate  Sections  and 
for  the  organization  of  such  Councilor  Dis- 
trict Societies  as  will  promote  the  best  in- 
terest of  the  profession,  such  societies  to 
be  composed  exclusively  of  members  of 
component  county  societies. 

Article  VII.  Sessions  and  Meetings 

Section  1.  The  Association  shall  hold 
an  Annual  Session,  during  which  there 
shall  be  held  daily  not  less  than  two  Gen- 
eral Meetings,  which  shall  be  open  to  all 
registered  members,  delegates  and  guests. 

Section  2.  The  time  and  place  for  hold- 
ing each  annual  session  shall  be  fixed  by 
the  House  of  Delegates. 

Article  VIII.  Officers 

Section  1.  The  officers  of  this  Associ- 
ation shall  be  a President,  President-Elect, 
three  Vice-Presidents,  a Secretary,  a 
Treasurer,  and  eleven  Councilors. 

Section  2.  The  President-Elect  and  the 


Vice  Presidents  shall  be  elected  for  a term 
of  one  year.  The  Secretary,  Treasurer  and 
Councilors  shall  be  elected  for  terms  of 
five  years  each;  the  Councilors  being  di- 
vided into  classes  so  that  two  shall  be 
elected  each  year  except  for  each  fifth 
year  when  three  shall  be  elected.  All 
these  officers  shall  serve  until  their  suc- 
cessors have  been  elected  and  installed. 

Section  3.  The  officers  of  the  Associa- 
tion shall  be  elected  by  the  House  of  Dele- 
gates on  the  last  day  of  the  Annual  Ses- 
sion but  no  Delegates  shall  be  eligible  to 
any  office  named  in  the  preceding  section, 
except  that  of  Councilor  and  no  person 
shall  be  elected  to  any  such  office  who  is 
not  in  attendance  upon  the  Annual  Ses- 
sion, and  who  has  not  been  a member  of 
the  Association  for  the  past  two  years. 

Article  IX.  Funds  and  Expenses 

Funds  for  meeting  the  expenses  of  the 
Association  shall  be  arranged  for  by  the 
House  of  Delegates  by  an  equal  per  capita 
assessment  upon  each  county  society  to  be 
fixed  by  the  House  of  Delegates  by  volun- 
tary contribution  and  from  the  profits  of 
its  publication.  Funds  may  be  annrooriated 
by  the  House  of  Delegates  to  defray  the 
expenses  of  the  Annual  Session,  for  pub- 
lication and  for  such  other  purposes  as 
will  promote  the  welfare  of  the  Associa- 
tion and  profession. 

Article  X.  Referendum 

The  General  Meeting  of  the  Association 
may,  by  a two-thirds  vote,  order  a general 
referendum  upon  any  question  pending 
before  the  House  of  Delegates,  and  the 
House  of  Delegates  may,  bv  a similar  vote 
of  its  own  members  or  after  a like  vote 
of  the  General  Meeting,  submit  any  such 
auestion  to  the  membership  of  the  Asso- 
ciation for  a final  vote;  and  if  the  per- 
sons voting  shall  comprise  a majority  of 
all  the  members,  a majority  of  such  vote 
shall  determine  the  question  and  be  bind- 
ing upon  the  House  of  Delegates. 

Article  XI.  The  Seal 

The  Association  shall  have  a common 
Seal  with  power  to  break,  change  or  re- 
new the  same  at  pleasure. 

Article  XII.  Amendments 

The  House  of  Delegates  may  amend  any 
article  of  this  Constitution  by  a two- 
thirds  vote  of  the  delegates  registered  at 
that  Annual  Session,  provided  that  such 
amendment  shall  have  been  presented  in 
open  meeting  at  the  Previous  Annual  Ses- 
sion, and  that  it  shall  have  been  sent  of- 
ficially to  each  component  county  society 
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at  least  two  months  before  the  session  at 
which  final  action  is  to  be  taken. 

PROPOSED  CHANGES  IN  THE 
CONSTITUTION 

The  following  proposed  changes  were 
introduced  in  open  meeting  at  the  1949 
Session  of  the  House  of  Delegates.  They 
will  require  a two-thirds  vote  at  the  1950 
session  for  adoption. 

1.  Delete  Article  IV  of  the  present 
constitution  and  substitute  the  following: 
The  association  shall  consist  of  the  mem- 
bers of  the  component  societies  as  defined 
in  the  By-Laws. 

(Explanation:  We  feel  the  classifications  and  qualifications 
of  the  various  types  of  members  should  be  provided  in  the 
By-Laws  of  the  association.) 

2.  Delete  Article  V of  the  present  con- 
stitution and  substitute  the  following: 

Section  1.  The  House  of  Delegates  shall 
be  the  legislative  and  business  body  of 
the  association. 

Section  2.  Delegates  shall  be  members 
of  and  elected  by  Component  societies  in 
accordance  with  the  By-Laws.  Officers  of 
the  association  and  Delegates  to  the  A- 
merican  Medical  Association  and  the  five 
immediate  Past-Presidents  shall  be  ex- 
officio  members  of  the  House  of  Delegates 
and  entitled  to  a vote. 

Section  3.  The  Speaker  or  Vice-Speak- 
er shall  preside  during  the  meetings  of 
the  House  of  Delegates.  The  Presiding 
Officer  shall  not  be  entitled  to  a vote  ex- 
cept in  the  event  of  a tie  vote. 

Section  4.  The  House  of  Delegates  shall 
be  the  final  judge  as  to  the  qualification 
of  its  members. 

(Explanation:  The  presiding  officer  of  the  House  of  Dele- 
gates should  be  a Speaker  or  Vice-Speaker  in  line  with  cus- 
tomary procedure.  The  President  of  the  association  should 
not  be  expected  to  serve  in  this  capacity.) 

3.  Delete  Article  VII  of  the  present  con- 
stitution and  substitute  the  following: 

The  association  shall  hold  an  annual 
session  and  such  special  sessions  as  may 
be  desirable  in  accordance  with  the  By- 
Laws  of  the  association. 

(Explanation:  We  feel  the  By-Laws  can  specify  the  details 
pertaining  to  this  Section.) 

4.  Delete  Article  VIII  of  the  present 
constitution  and  substitute  the  following: 

Section  1.  The  Officers  of  this  associa- 
tion shall  be  a President,  a President-Elect, 
three  Vice-Presidents,  a Secretary,  a 
Treasurer,  a Speaker  and  Vice-Speaker  of 
the  House  of  Delegates,  and  a Councilor 
from  each  Councilor  District  that  may  be 
established  and  such  other  Officers  as  pro- 
vided for  in  the  By-Laws. 

(Explanation:  We  feel  there  is  a definite  need  for  a Speak- 
ei  and  a Vice-Speaker  of  the  House  of  Delegates.  We  do  not 
feel  the  constitution  should  set  the  exact  number  of  Coun- 
cilors) 


Section  2.  The  Officers  of  the  association 
shall  serve  for  the  term  of  office  and  sub- 
ject to  provisions  as  specified  in  the  By- 
Laws. 

Section  3.  All  Officers  shall  serve  until 
their  successors  have  been  elected  and  in- 
stalled. 

Section  4.  The  Officers  of  the  Association 
shall  be  elected  at  the  last  session  of  the 
House  of  Delegates  at  the  annual  session 
of  the  Association  and  shall  take  office  on 
that  day  unless  otherwise  specified. 

(Explanation:  We  feel  that  portions  of  Section  3 of  the 
old  constitution  should  be  deleted  as  not  only  unnecessary, 
but  definitely  undesirable.  We  feel  that  Delegates  should 
be  eligible  to  offices  in  the  Kentucky  State  Medical  Asso- 
ciation.) 


THE  PRESENT  BY-LAWS 
Chapter  I.  Membership 

Section  1.  A member  of  this  association 
must  be  a member  of  one  of  the  component 
societies  and  when  certified  to  the  Secre- 
tary of  the  association  as  a member  of  a 
component  society,  properly  classified  as 
to  type  of  membership,  and  when  the  dues 
pertaining  to  his  membership  classifi- 
cation have  been  received  by  the  Secretary 
of  the  association  the  name  of  the  mem- 
ber shall  be  included  in  the  official  roster 
of  the  association  and  the  member  shall  be 
entitled  to  all  the  privileges  of  his  class 
of  membership. 

Section  2.  Active  White  Members.  Ac- 
tive white  members  shall  comprise  the  ac- 
tive members  of  the  component  medical 
societies.  To  be  eligible  for  active  mem- 
bership in  any  component  county  society 
the  applicant  must  be; 

A.  A doctor  of  medicine  who  is  licensed 
to  practice  medicine  in  the  State  of  Ken- 
tucky and  who  is  of  good  moral  and  pro- 
fessional standing. 

B.  A medical  officer  of  the  United 
States  Army,  Navy,  Air  Force,  Veterans 
Administration,  Public  Health  Service,  or 
other  governmental  service  while  on  duty 
in  the  State. 

C.  Any  doctor  of  medicine  engaged  in 
scientific  or  professional  pursuits  whose 
principles  and  ethics  are  consonant  with 
those  of  the  State  Association. 

Section  3.  Associate  Members.  Com- 
ponent medical  societies  may  elect  as  an 
associate  member: 

A.  A doctor  of  medicine  who  is  a resi- 
dent of  Kentucky  for  the  period  of  time 
he  is  in  active  military  service  of  the 
United  States. 

B.  An  active  member  by  transfer  for 
the  period  of  time  he  is  temporarily  out  of 
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practice  on  account  of  protracted  illness 
or  other  reasons. 

C.  An  intern,  resident  or  teaching  Fel- 
low who  is  a doctor  of  medicine,  hut  is 
not  licensed  to  practice  in  the  State. 

D.  Any  person  not  a member  of  the  pro- 
fession but  engaged  in  scientific  or  pro- 
fessional pursuits  whose  principles  and 
ethics  are  consonant  with  those  of  the 
State  Association. 

E.  Any  student  in  an  accredited  medical 
school  in  Kentucky  or  any  resident  of 
Kentucky  who  is  a student  in  any  accredit- 
ed medical  school  in  the  United  States. 

F.  Any  member  who  is  certified  by  a 
component  society  as  having  retired  from 
active  practice  who  has  previously  main- 
tained active  membership  in  good  stand- 
ing in  his  society. 

G.  Component  societies  may  elect  as  an 
associate  member  any  doctor  of  medicine 
residing  and  practicing  outside  of  the  area 
covered  by  the  component  society. 

Associate  members  shall  not  have  the 
right  to  vote  nor  to  hold  office  in  either 
the  component  or  State  Society.  The  Coun- 
cil from  time  to  time  shall  determine  the 
amount  of  dues  to  be  charged  for  each 
class  of  associate  membership  including 
the  charge  for  receiving  the  Journal.  As- 
sociate members  shall  be  certified  to  the 
American  Medical  Association  as  mem- 
bers of  the  State  Association  in  accordance 
with  the  provisions  of  the  Constitution 
and  By-Laws  of  the  American  Medical 
Association. 

Section  4.  Honorary  Members.  Any 
physician  possessed  of  scientific  attain- 
ments who  is  a member  of  a constituent 
State  Medical  Association  and  who  has 
participated  in  the  program  of  the  Scienti- 
fic Session  and  who  is  not  a citizen  of 
Kentucky  may  by  unanimous  vote  of  the 
House  of  Delegates  be  elected  to  honorary 
membership.  Honorary  members  shall  be 
entitled  to  the  privilege  on  the  floor  in  all 
scientific  sessions. 

Section  5.  Guests  of  Honor.  Any  dis- 
tinguished physician  not  a resident  of 
this  State  may  become  a guest  of  honor 
during  any  annual  session  upon  invitation 
of  the  Association  or  its  Council  and  shall 
be  accorded  the  privilege  of  participating 
in  all  of  the  scientific  work  of  that  session. 

Section  6.  The  name  of  a physician  up- 
on the  properly  certified  roster  of  mem- 
bers or  list  of  delegates,  of  a chartered 
county  society  which  has  paid  its  annual 
assessment,  shall  be  prima  facie  evidence 
of  his  right  to  register  at  the  Annual  Ses- 
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sion  in  the  respective  bodies  of  this  Asso- 
ciation. 

Section  7.  No  persons  who  are  under 
sentence  of  suspension  or  expulsion  from 
any  component  society  of  this  Association, 
or  whose  name  has  been  dropped  from  its 
rolls  of  membership  shall  be  entitled  to 
any  of  the  rights  or  benefits  of  this  Asso- 
ciation, nor  its  proceedings  until  such  time 
as  he  has  been  relieved  of  such  liability. 

Section  8.  Each  member  in  attendance 
at  the  Annual  Session  shall  enter  his  name 
on  the  registration  book  indicating  the 
component  society  of  which  he  is  a mem- 
ber. When  his  right  to  membership  has 
been  verified  by  reference  to  the  roster 
of  the  society,  he  shall  receive  a badge 
which  shall  be  evidence  of  his  right  to  all 
the  privileges  of  membership  at  that  ses- 
sion. No  member  or  delegate  shall  take 
part  in  any  of  the  proceedings  of  an  annual 
session  until  he  has  complied  with  the 
provision  of  this  section. 

Chapter  II.  Annual  and  Special  Sessions  of 
The  Association 

The  Association  shall  hold  an  annual 
session  and  such  special  sessions  at  such 
time  and  place  as  may  be  determined  by 
the  House  of  Delegates. 

Chapter  III.  General  Meeting 

The  General  Meeting  shall  include  all 
registered  active  members,  associate 
members,  and  guests.  Associate  members 
and  guests  shall  not  have  the  right  to 
vote  on  pending  questions,  but  shall  have 
equal  rights  with  active  members  to  par- 
ticipate in  the  proceedings  and  discussions. 
Each  General  Meeting  shall  be  presided 
over  by  the  President  or  in  his  absence  or 
disability  or  upon  his  request,  by  one  of 
the  Vice-Presidents.  Before  it,  at  such  time 
and  place  as  may  have  been  arranged, 
shall  be  delivered  the  annual  address  of 
the  President,  and  the  annual  orations 
and  the  entire  time  of  the  sessions  as  far 
as  may  be,  shall  be  devoted  to  papers  and 
discussions  relating  to  scientific  medicine. 

Chapter  IV.  House  of  Delegates 

Section  1.  The  House  of  Delegates  shall 
meet  annually  at  the  time  and  place  of 
the  Annual  Session  of  the  Association  and 
shall  so  fix  its  hours  of  meeting  as  not  to 
conflict  with  the  first  General  Meeting  of 
the  Association,  or  with  the  meeting  held 
for  the  address  of  the  President  and  the 
annual  orations  so  as  to  give  delegates  an 
opportunity  to  attend  the  other  scientific 
proceedings  and  discussions  so  far  as  is 
consistent  with  their  duties.  But  if  the 
business  interest  of  the  association  and 


January,  19501 


KENTUCKY  MEDICAL  JOURNAL 


13 


profession  require,  it  may  meet  in  advance 
or  remain  in  session  after  the  final  ad- 
journment of  the  General  Meeting.  The 
House  of  Delegates  may  be  called  into 
special  session  by  the  President  with  the 
approval  of  the  Council  and  a special  ses- 
sion of  the  House  of  Delegates  shall  be 
called  by  the  President  on  a written  re- 
quest of  the  delegates  representing  fifty 
or  more  component  county  societies.  When 
such  special  session  is  called  the  Secretary 
shall  mail  a notice  of  the  time  and  place 
and  purpose  of  such  meeting  to  the  last 
known  address  of  each  member  of  the 
House  of  Delegates  at  least  ten  days  be- 
fore such  special  session. 

Section  2.  In  the  event  there  is  no  duly 
authorized  delegate  in  attendance  at  the 
regular  meeting  of  the  House  of  Delegates 
the  President  shall  consult  any  duly  elected 
officer  of  the  component  society  who  is 
in  attendance  and  with  the  approval  of  the 
Credentials  Committee  may  appoint  any 
active  member  of  the  component  society  in 
attendance  at  the  meeting  as  the  delegate. 
In  the  event  there  is  no  duly  elected  offi- 
cer of  the  component  society  in  attendance, 
the  President  may  make  the  said  appoint- 
ment with  the  approval  of  the  Credentials 
Committee.  All  appointments  made  shall 
also  be  with  the  approval  of  the  House  of 
Delegates. 

Section  3.  A majority  of  the  registered 
delegates  shall  constitute  a quorum  and 
all  of  the  meetings  of  the  House  of  Dele- 
gates shall  be  open  to  members  of  the  As- 
sociation. The  House  of  Delegates  shall 
have  the  right  to  go  into  executive  session 
whenever  such  action  is  indicated  in  the 
judgment  of  the  House  of  Delegates,  ex- 
cept that  active  members  of  the  Associa- 
tion shall  have  the  right  to  attend  all  ex- 
ecutive sessions. 

Section  4.  From  among  the  members  of 
the  House  of  Delegates  the  President  shall 
appoint  a Nominating  Committee,  a Com- 
mittee on  Credentials,  Rules  and  Order  of 
Business,  Report  of  Officers  and  the 
Council,  Report  of  Standing  Committees, 
Report  of  Special  Committees,  Report  of 
Advisory  Committees,  Resolutions,  Mis- 
cellaneous Business,  Revision  of  By-Laws 
and  Constitution,  and  such  other  commit- 
tees as  he  may  deem  necessary,  as  well  as 
Tellers  and  Sergeant-At-Arms.  All  ap- 
pointments by  the  President  are  subject 
to  approval  by  the  House  of  Delegates. 

Section  5.  Each  Resolution  introduced 
into  the  House  of  Delegates  shall  be  in 
writing  and  presented  to  the  Secretary. 


Immediately  after  the  Delegate  has  intro- 
duced the  Resolution  it  shall  be  referred 
to  the  proper  Reference  Committee  before 
action  thereon  is  taken. 

Section  6.  No  new  business  shall  be  in- 
troduced in  the  last  meeting  of  the  House 
of  Delegates  without  unanimous  consent  of 
the  Delegates  except  when  presented  by 
the  Council.  All  new  business  so  presented 
shall  require  three-fourths  affirmative 
vote  for  adoption. 

Section  7.  It  shall,  through  its  officers, 
Advisory  Council,  and  otherwise,  give 
diligent  attention  to  and  foster  the  scien- 
tific work  and  spirit  of  the  Association, 
and  shall  constantly  study  and  strive  to 
make  each  Annual  Session  a stepping 
stone  to  further  ones  of  higher  interest. 

Section  8.  It  shall  consider  and  advise 
as  to  material  interest  of  the  profession, 
and  of  the  public  in  those  important  mat- 
ters wherein  it  is  dependent  upon  the  pro- 
fession, and  shall  use  its  influence  to  se- 
cure and  enforce  all  proper  medical  and 
public  health  legislation  and  to  diffuse 
popular  information  in  relation  thereto. 

Section  9.  It  shall  make  careful  inquiry 
into  the  condition  of  the  profession  of 
each  county  in  the  State,  and  shall  have  au- 
thority to  adopt  such  methods  as  may  be 
deemed  most  efficient  for  building  up 
and  increasing  the  interest  in  such  county 
societies  as  already  exist  and  for  organ- 
izing the  profession  in  counties  where  soci- 
eties do  not  exist.  It  shall  especially  and 
systematically  endeavor  to  promote  friend- 
ly intercourse  between  physicians  of  the 
same  locality  and  shall  continue  these  ef- 
forts until  every  physician  in  every  coun- 
ty of  the  State  who  can  be  made  reputable, 
has  been  brought  under  medical  society 
influence. 

Section  10.  It  shall  encourage  post- 
graduate work  in  medical  centers  as  well 
as  home  study  and  research  and  shall  en- 
deavor to  have  the  results  of  the  same 
utilized  and  intelligently  discussed  in  the 
county  societies. 

Section  11.  It  shall  elect  representatives 
to  the  House  of  Delegates  of  the  American 
Medical  Association  in  accordance  with 
the  Constitution  and  By-Laws  of  that 
body. 

Section  12.  It  shall  upon  application 
provide  and  issue  charters  to  county  so- 
cieties organized  to  conform  to  the  spirit 
of  the  Constitution  and  By-Laws. 

Section  13.  In  sparsely  settled  sections 
two  or  more  County  Societies  may  join 
for  scientific  programs,  the  election  of  of- 
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ficers,  and  such  other  matters  as  they  may 
deem  advisable.  The  County  Society  thus 
combined  shall  not  lose  any  of  its  privi- 
leges and  representation.  The  active  mem- 
bers of  each  County  Society  shall  annual- 
ly elect  at  least  a Secretary  and  a Dele- 
gate for  the  transaction  of  its  business 
with  the  State  Association. 

Section  14.  It  may  divide  the  counties 
of  the  State  into  Councilor  Districts,  and, 
when  the  best  interests  of  the  Association 
and  profession  will  be  promoted  thereby, 
organize  in  each  district  a medical  society, 
to  meet  midway  between  the  annual  ses- 
sions of  the  Association,  and  members  of 
the  chartered  county  societies  and  none 
other  shall  be  members. 

Section  15.  It  shall  have  authority  to 
appoint  committees  for  special  purposes 
from  among  members  of  the  Association 
who  are  not  members  of  the  House  of 
Delegates  and  such  committees  may  re- 
port to  the  House  of  Delegates  in  person, 
and  may  participate  in  the  debate  thereon. 

Section  16.  It  shall  approve  all  memo- 
rials and  resolutions  issued  in  the  name  of 
the  Association  before  the  same  shall  be- 
come effective. 

Section  17.  The  complete  proceedings 
of  the  House  of  Delegates  shall  be  pub- 
lished in  the  Journal  of  the  Association. 

Chapter  V.  Election  of  Officers 

Section  1.  The  President-Elect  and  the 
Vice-Presidents  shall  be  elected  for  a 
term  of  one  year.  The  Secretary,  Treasur- 
er and  Councilors  shall  be  elected  for  a 
term  of  five  years.  No  member  shall  be 
eligible  for  the  office  of  President,  Presi- 
dent-Elect, Vice-President  or  Councilor 
who  has  not  been  an  active  member  of  the 
Association  for  at  least  five  years. 

Section  2.  All  elections  shall  be  by  se- 
cret ballot,  and  a majority  of  the  votes 
cast  shall  be  necessary  to  elect,  provided, 
however,  that  when  there  are  more  than 
two  nominees  the  nominee  receiving  the 
least  number  of  votes  on  the  first  ballot 
shall  be  dropped  and  the  balloting  con- 
tinue until  an  election  occurs  in  like  man- 
ner. 

Section  3.  Any  member  known  to  have 
directly  or  indirectly  solicited  votes  for, 
or  sought  any  office  within  the  gift  of 
this  Association  shall  be  ineligible  for  any 
office  for  two  years. 

Section  4.  The  election  of  officers  shall 
be  the  order  of  business  in  the  House  of 
Delegates  on  the  last  day  of  the  General 
Session. 


Section  5.  The  nominating  committee 
shall  nominate  candidates  for  all  offices 
except  that  of  Councilors  and  shall  make 
its  report  to  the  House  of  Delegates.  Ad- 
ditional nominations  may  then  be  made 
from  the  floor  by  any  member  of  the 
House  of  Delegates. 

Section  6.  The  Delegates  from  the  coun- 
ties in  each  Councilor  District  shall  form 
the  Nominating  Committee  for  the  pur- 
pose of  nominating  a Councilor  for  the 
Councilor  District  concerned.  This  com- 
mittee shall  hold  a meeting  open  to  all 
active  members  of  Councilor  District  con- 
cerned who  are  in  attendance  at  the  meet- 
ing for  the  purpose  of  discussing  the  nomi- 
nation for  the  Councilor  to  serve  the  Dis- 
trict. Additional  nominations  may  be 
made  from  the  floor  by  any  member  of 
the  House  of  Delegates  when  the  nominat- 
ing committee  makes  its  report  to  the 
House  of  Delegates. 

Chapter  VI.  Duties  of  Officers 

Section  1.  The  President  shall  preside 
at  all  general  meetings  of  the  Association 
and  shall  appoint  all  committees  not  other- 
wise provided  for.  He  shall  deliver  an  an- 
nual address  at  such  time  as  may  be  ar- 
ranged and  shall  perform  such  other  du- 
ties as  customary  and  parliamentary  usage 
may  require.  He  shall  be  the  real  head  of 
the  profession  of  the  State  during  his  term 
of  office  and  so  far  as  practicable,  shall 
visit  by  appointment,  the  various  sections 
of  the' State  and  assist  the  Councilors  in 
building  up  the  county  societies  and  in 
making  their  work  more  practical  and  use- 
ful. 

Section  2.  The  President-Elect  shall  be 
chairman  of  the  Committee  on  Scientific 
Work,  and  shall  appoint  one  active  mem- 
ber of  the  Association  to  serve  on  this 
Committee.  He  shall  become  President  of 
the  Association  at  the  next  annual  meet- 
ing of  the  Scientific  Session  following  his 
election  as  President-Elect.  He  shall  as- 
sist the  President  in  visitation  of  county 
and  other  meetings  and  shall  be  ex-officio 
a member  of  the  House  of  Delegates  with 
the  right  to  vote.  In  event  of  death,  resig- 
nation, or  if  he  becomes  permanently  dis- 
qualified, his  successor  shall  be  elected 
by  the  House  of  Delegates  and  shall  be  in- 
stalled as  President  of  the  Association  at 
the  next  annual  meeting  of  the  Scientific 
Session  of  the  Association. 

Section  3.  The  Vice-Presidents  shall  as- 
sist the  President  in  the  discharge  of  his 
duties.  In  the  event  of  his  death,  resigna- 
tion or  removal,  the  Council  shall  elect  one 
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of  the  Vice-Presidents  to  succeed  him. 

Section  4.  The  President  of  the  Associa- 
tion shall  preside  at  all  meetings  of  the 
House  of  Delegates.  He  shall  appoint  all 
committees  for  the  House  of  Delegates 
with  the  approval  of  the  House  of  Dele- 
gates. He  shall  be  an  ex-officio  member 
of  all  said  committees.  He  shall  perform 
such  other  duties  as  custom  and  parlia- 
mentary usage  may  require. 

Section  5.  The  Treasurer  shall  give  bond 
for  the  trust  imposed  in  him  whenever 
the  House  of  Delegates  shall  deem  it  re- 
quisite. He  shall  demand  and  receive  all 
funds  due  the  association,  together  with 
the  bequests  and  donations.  He  shall,  un- 
der the  direction  of  the  House  of  Dele- 
gates, sell  or  lease  any  real  estate  belong- 
ing to  the  Association  and  execute  the 
necessary  papers  and  shall  in  general  sub- 
ject to  such  direction  have  the  care  and 
management  of  the  fiscal  affairs  of  the 
Association.  He  shall  pay  money  out  of  the 
Treasury  only  on  written  order  of  the 
President,  countersigned  by  the  Secretary; 
he  shall  subject  his  accounts  to  such  ex- 
aminations as  the  House  of  Delegates  may 
order,  and  he  shall  annually  render  an  ac- 
count of  his  doings  and  of  the  state  of 
funds  in  his  hand. 

Section  6.  The  Secretary,  acting  with 
the  Committee  on  Scientific  Work,  shall 
prepare  and  issue  the  program  for  and  at- 
tend all  meetings  of  the  Association  and 
of  the  House  of  Delegates  and  he  shall 
keep  minutes  of  their  respective  proceed- 
ings in  separate  record  books.  He  shall 
charge  upon  his  books  the  assessments  a- 
gainst  each  component  county  society  at 
the  end  of  the  fiscal  year;  he  shall  collect 
and  make  proper  credits  for  the  same  and 
perform  such  other  duties  as  may  be  as- 
signed him.  He  shall  be  custodian  of  all 
record  books  and  papers  belonging  to  the 
Treasurer,  and  shall  keep  account  of  and 
promptly  turn  over  to  the  Treasurer  all 
funds  of  the  Association  which  may  come 
into  his  hands.  He  shall  provide  for  the 
registration  of  the  members  and  delegates 
at  the  Annual  Session.  He  shall  keep  a 
card  index  register  of  all  practitioners  of 
the  State  by  counties,  noting  on  each  his 
status  in  relation  to  his  county  society  and 
upon  request  shall  transmit  a copy  of  this 
list  to  the  American  Medical  Association 
for  publication.  In  so  far  as  it  is  in  his 
power  he  shall  use  the  printed  matter, 
correspondence  and  influence  of  his  of- 
fice to  aid  the  Councilors  in  the  organiza- 
tion and  improvement  of  the  county  socie- 
ties and  in  extension  of  the  power  and  use- 


fulness of  this  association.  He  shall  con- 
duct the  official  correspondence,  notify 
members  of  meetings,  officers  of  their 
election,  and  committees  of  their  appoint- 
ments and  duties.  He  shall  act  as  secre- 
tary of  the  Committee  on  Scientific  Work. 
He  shall  be  editor  of  the  Kentucky  Medi- 
cal Journal.  He  shall  employ  such  assis- 
tants as  may  be  ordered  by  the  Council  or 
the  House  of  Delegates.  He  shall  annual- 
ly make  a report  of  his  doings  to  the 
House  of  Delegates. 

In  order  that  the  Secretary  may  be  en- 
abled to  give  that  amount  of  his  time  to 
his  duties  which  will  permit  of  his  becom- 
coming  proficient  it  is  desirable  that  he 
shall  receive  some  compensation.  The  a- 
mount  of  his  salary  shall  be  fixed  by  the 
House  of  Delegates. 

Chapter  VII.  The  Council 

Section  1.  The  Council  shall  be  the  exec- 
utive body  of  the  House  of  Delegates  and 
between  sessions  shall  exercise  the  pow- 
ers conferred  on  the  House  of  Delegates 
by  the  Constitution  and  By-Laws. 

The  Council  shall  consist  of  the  duly 
elected  Councilors.  The  President,  the 
President-Elect,  the  Secretary  and  the 
Treasurer  shall  be  ex-officio  members  of 
the  Council  with  the  right  to  vote.  The 
Executive  Committee  of  the  Council  shall 
consist  of  the  President,  the  Chairman  of 
the  Council  and  the  Secretary.  The  Exec- 
utive Committee  shall  exercise  the  pow- 
ers of  the  Council  between  sessions  of  the 
Council  and  be  directly  responsible  to  the 
Council  for  all  their  actions. 

Section  2.  The  Council  shall  hold  daily 
meetings  during  the  annual  session  of  the 
Association  and  at  such  other  times  as 
necessity  may  require,  subject  to  the  call 
of  the  Chairman  or  on  petition  of  three 
councilors.  It  shall  meet  on  the  last  day 
of  the  Annual  Session  of  the  Association 
for  reorganization  and  for  the  outlining  of 
the  work  for  the  ensuing  year.  At  this 
meeting  it  shall  elect  a chairman  and  sec- 
retary and  it  shall  keep  a permanent 
record  of  its  proceedings.  It  shall,  through 
its  Chairman,  make  an  annual  report  to 
the  House  of  Delegates  at  such  time  as 
may  be  provided,  which  report  shall  in- 
clude an  audit  of  the  account  of  the  Sec- 
retary and  Treasurer  and  other  agents  of 
this  Association  and  shall  also  specify  the 
character  and  cost  of  all  the  publications 
of  the  Association  during  the  year,  and  the 
amounts  of  all  other  property  belonging 
to  the  Association,  or  under  its  control, 
with  such  suggestions  as  it  may  deem  nec- 
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essary.  In  the  event  of  a vacancy  in  any 
office  the  Council  may  fill  the  same  until 
the  annual  election. 

Section  3.  Each  Councilor  shall  be  or- 
ganizer, peacemaker  and  censor  for  his 
district.  He  shall  visit  each  county  in  his 
district  at  least  once  a year  for  the  purpose 
of  organizing  component  societies  where 
none  exist,  for  inquiring  into  the  condi- 
tion of  the  profession  and  for  improving 
and  increasing  the  zeal  of  the  county  so- 
cieties and  their  members.  He  shall  make 
an  annual  report  of  his  doings,  and  of  the 
condition  of  the  profession  of  each  county 
in  his  district  to  each  Annual  Session  of 
the  House  of  Delegates.  The  necessary 
traveling  expenses  incurred  by  Councilor 
in  the  line  of  his  duties  herein  imposed 
may  be  allowed  by  the  House  of  Delegates 
upon  a proper  itemized  statement,  but 
this  shall  not  be  construed  to  include  his 
expense  in  attending  ^he  Annual  Session 
of  the  Association. 

Section  4.  Collectively  the  Council  shall 
be  the  Board  of  Censors  of  the  Associa- 
tion. It  shall  consider  all  questions  involv- 
ing the  right  and  standing  of  members, 
whether  in  relation  to  other  members,  to 
the  component  societ'es  or  to  this  Asso- 
ciation. All  questions  of  an  ethical  nature 
brought  before  the  House  of  Delegates  of 
the  General  Meeting  shall  be  referred  to 
the  Council  without  discussion.  It  shall 
hear  and  decide  all  questions  of  discip- 
line affecting  the  conduct  of  members  or 
a county  society  upon  which  appeal  is 
taken  from  the  decision  of  an  individual 
Councilor.  Its  decision  in  all  such  cases 
shall  be  final 

Section  5.  The  Council  shall  have  the 
right  to  communicate  uhe  views  of  the  pro- 
fession and  of  the  Association  in  regard  to 
health,  sanitation  a d other  important 
matters  to  the  public  and  the  lay  press. 
Such  communications  shall  be  officially 
signed  by  the  chairmen  and  secretary  of 
the  Council  as  such. 

Section  6.  The  Council  shall  provide  for 
and  superintend  the  publication  and  dis- 
tribution of  all  proceedings,  transactions 
and  memoirs  of  the  Association  and  shall 
have  authority  to  appoint  such  assistants 
to  the  editors  as  it  deems  necessary.  It 
shall  manage  and  conduct  the  Kentucky 
Medical  Journal,  which  is  the  organ  of 
the  Association,  and  all  money  received 
by  the  Journal,  the  Council  or  any  officer 
of  the  Association,  shall  be  paid  to  the 
Treasurer  of  the  Association  on  the  first 
of  each  month. 


Section  7.  All  reports  on  scientific  sub- 
jects and  all  scientific  discussions  and 
papers  read  before  the  association  shall  !be 
referred  to  the  Kentucky  Medical  Jour- 
nal for  publication.  The  editor,  with  the 
consent  of  the  Councilor  for  the  District 
in  which  he  resides,  may  curtail  or  ab- 
stract papers  or  discussions,  and  the 
Council  may  return  any  paper  to  its  au- 
thor which  it  may  not  consider  suitable 
for  publication. 

Section  8.  All  commercial  exhibits  dur- 
ing the  Annual  Session  shall  be  within  the 
control  and  direction  of  the  Council. 

Chapter  VIII.  Committees 

Section  1.  The  Standing  Committees 
shall  be  as  follows: 

A Committee  on  Arrangements 
A Committee  on  Scientific  Assembly 
A Committee  on  Public  Relations 
A Committee  on  Medical  Economics 
A Medico-Legal  Committee 
and  such  other  committees  as  may  be 
necessary.  Such  committees  shall  be  ap- 
pointed by  the  President  of  the  Associa- 
tion in  conference  with  the  Secretary  un- 
less otherwise  specified.  The  President 
and  Secretary  shall  be  ex-officio  members 
of  all  committees  except  as  otherwise 
specified. 

Section  2.  The  Committee  on  Arrange- 
ments shall  consist  of  the  component  so- 
ciety in  the  territory  in  which  the  annual 
session  is  to  be  held.  It  shall  by  committees 
of  its  own  selection,  provide  suitable  ac- 
commodations for  the  meeting  places  of 
the  Association  and  of  the  House  of  Dele- 
gates, and  of  their  respective  committees 
and  shall  have  general  charge  of  all  ar- 
rangements. Its  Chairman  shall  report  an 
outline  of  the  arrangements  to  the  Secre- 
tary for  publication  in  the  program  and 
shall  make  additional  announcements 
during  the  session  as  occasion  may  require. 

Section  3.  The  Committee  on  Scientific 
Assembly  shall  consist  of  at  least  five 
members  of  which  the  President-Elect 
shall  be  a member  and  Chairman.  The 
secretary  of  the  Association  shall  be  a 
member  and  Secretary  of  the  Committee. 
The  President-Elect  " shall  appoint  one 
member  who  shall  serve  a three  year  term. 
The  Committee  shall  determine  the  charac- 
ter and  scope  of  the  scientific  proceedings 
of  the  Association,  subject  to  the  provisions 
or  the  instructions  of  the  House  of  Dele- 
gates or  of  the  Association  or  to  the  pro- 
visions of  the  Constitution  and  By-Laws. 
Thirty  days  previous  to  each  annual  session 
it  shall  prepare  and  issue  a program  an- 
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nouncing  the  order  in  which  papers,  dis- 
cussions and  other  business  shall  be  pre- 
sented which  shall  be  adhered  to  by  the  As- 
sociation as  nearly  as  practicable. 

Section  4.  The  Committee  on  Public  Re- 
lations shall  consist  of  at  least  five  mem- 
bers. The  President  shall  be  a member  and 
Chairman.  The  Secretary  of  the  Associa- 
tion shall  be  a member  and  Secretary  of  the 
Committee.  The  President  shall  appoint 
one  member  who  shall  serve  a three  year 
term.  Under  the  direction  of  the  House  of 
Delegates  it  shall  represent  the  Association 
in  securing  and  enforcing  legislation  in  the 
interest  of  the  public  health  and  scientific 
medicine.  It  shall  keep  in  touch  with  the 
profession  and  public  opinions,  shall  en- 
deavor to  shape  legislation  so  as  to  secure 
the  best  results  for  the  whole  people  and 
shall  utilize  every  organized  influence  in 
local,  state  and  national  affairs  and  elec- 
tions. Its  work  shall  be  done  with  dignity 
becoming  a great  profession  and  with  that 
wisdom  which  make  effective  its  work  and 
influence.  It  shall  have  authority  to  be 
heard  before  the  entire  Association  upon 
questions  of  great  concern  at  such  times  as 
may  be  arranged  during  the  annual  session. 

Section  5.  The  Medical  Economics  Com- 
mittee shall  consist  of  a Chairman  and 
such  members  as  may  be  appointed  by  the 
President.  It  shall  be  concerned  with  and 
responsible  for  all  matters  of  Medical  Edu- 
cation and  Medical  Economics  which  shall 
be  within  the  province  of  the  State  Medical 
Association.  It  shall  continually  strive  to 
serve  as  a liaison  between  the  public  and 
the  Medical  Association  in  these  matters. 

Section  6.  The  Medico-Legal  Committee 
shall  consist  of  three  members,  one  of 
whom,  the  Chairman,  shall  be  elected  by 
the  Council  for  five  years,  and  the  Secre- 
tary and  Treasurer  shall  be  the  other  two 
members  ex-officio.  This  Committee  shall 
select  and  fix  the  compensation  for  an  at- 
torney, who  shall  act  as  general  counsel, 
and  if  required,  additional  local  counsel. 
The  Association  through  this  Committee 
shall  defend  its  members  who  are  in  good 
standing  against  unjust  suits  for  malprac- 
tice. 

Chapter  IX.  Assessments  and  Expenditures 

Section  1.  The  assessment  of  fifteen 
dollars  per  capita  on  the  membership  of 
the  component  societies  is  hereby  made 
the  annual  dues  of  this  Association.  The 
Secretary  of  each  county  society  shall  for- 
ward its  assessment  together  with  its 
roster  of  all  officers  and  members,  list  of 
delegates,  and  list  of  non-affiliated  physi- 


cians of  the  county  to  the  Secretary  of  this 
Association  on  the  first  day  of  January  in 
each  year. 

Section  2.  Any  county  society  which 
fails  to  pay  its  assessments,  or  make  the 
report  required,  on  or  before  the  first  day 
of  April  in  each  year,  shall  be  held  as  sus- 
pended and  none  of  its  members  or  dele- 
gates shall  be  permitted  to  participate  in 
any  of  the  business  or  proceedings  of  the 
Association  or  of  the  House  of  Delegates 
until  such  requirements  have  been  met. 

Section  3.  All  motions  or  resolutions 
appropriating  money  shall  specify  a defi- 
nite amount  or  so  much  thereof  as  may  be 
necessary  for  the  purpose  indicated  and 
must  be  approved  by  the  Council  and 
House  of  Delegates. 

Chapter  X.  Rules  of  Conduct 

The  principles  set  forth  in  the  Principles 
of  Ethics  of  the  American  Medical  Asso- 
ciation shall  govern  the  conduct  of  mem- 
bers in  their  relation  to  each  other  and  to 
the  public. 

Chapter  XI.  Rules  of  Order 

The  deliberations  of  this  association 
shall  be  governed  by  parliamentary  us- 
age as  contained  in  Robert’s  Rules  of 
Order,  unless  otherwise  determined  by  a 
vote  of  its  respective  bodies. 

Chapter  XII.  County  Societies 

Section  1.  All  county  societies  now  in 
affiliation  with  the  State  Association  or 
those  that  may  hereafter  be  organized  in 
this  State,  which  have  adopted  principles 
of  organization  not  in  conflict  with  this 
Constitution  and  By-Laws  shall  upon  ap- 
plication to  the  House  of  Delegates,  re- 
ceive a charter  from  and  become  a com- 
ponent part  of  this  Association. 

Section  2.  As  rapidly  as  can  be  done 
after  the  adoption  of  this  Constitution  and 
By-Laws,  a medical  society  shall  be  or- 
ganized in  every  county  in  the  State  in 
which  no  component  society  exists,  and 
charters  shall  be  issued  thereto. 

Section  3.  Charters  shall  be  issued  only 
upon  approval  of  the  House  of  Delegates 
and  shall  be  signed  by  the  President  and 
Secretary  of  this  Association.  The  House 
of  Delegates  shall  have  authority  to  re- 
voke the  charter  of  any  component  county 
society  whose  actions  are  in  conflict  with 
the  letter  or  spirit  of  this  Constitution 
and  By-Laws. 

Section  4.  Only  one  component  medical 
society  shall  be  chartered  in  any  county. 
When  more  than  one  county  society  ex- 
ists friendly  overtures  and  concessions 
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shall  be  made  with  the  aid  of  the  Council- 
or of  the  District  if  necessary  and  all  of 
the  members  brought  into  one  organiza- 
tion. In  case  of  failure  to  unite,  an  appeal 
may  be  made  to  the  Council,  which  shall 
decide  what  action  shall  be  taken. 

Section  5.  Each  county  society  shall 
judge  of  the  qualifications  of  its  own 
members,  but  as  such  societies  are  the 
only  portals  to  this  Association  every  re- 
putable and  legally  registered  physician 
who  is  practicing,  or  who  will  agree  to 
practice  nonsectarian  medicine  shall  be 
entitled  to  membership.  Before  a charter 
is  issued  to  any  county  society,  full  and 
ample  notice  and  opportunity  shall  be 
given  to  every  physician  in  the  county  to 
become  a member. 

Section  6.  Any  physician  who  may  feel 
aggrieved  by  the  action  of  the  society  of 
the  county  in  refusing  him  membership, 
or  in  suspending  or  expelling  him,  shall 
have  the  right  to  appeal  to  the  Council, 
which  upon  a majority  vote  may  permit 
him  to  become  a member  of  an  adjacent 
county  society. 

Section  7.  In  hearing  appeals,  the  Coun- 
cil may  admit  oral  or  written  evidence  as 
in  its  judgment  will  best  and  most  fairly 
present  the  facts,  but  in  case  of  every  ap- 
peal, both  as  a Board  and  as  individual 
councilors  in  district  and  county  work,  ef- 
fort at  conciliation  and  compromise  shall 
precede  all  such  hearings. 

Section  8.  When  a member  in  good 
standing  in  a component  society  moves  to 
another  county  in  the  State,  his  name,  up- 
on request,  shall  be  transferred  without 
cost  to  the  roster  of  the  county  society  in- 
to whose  jurisdiction  he  moves. 

Section  9.  A physician  living  in  or  near 
a county  line  may  hold  membership  in 
that  county  most  convenient  for  him  to  at- 
tend. on  permission  of  the  society  in  whose 
jurisdiction  he  resides. 

Section  10.  Each  county  society  shall 
have  general  direction  of  the  affairs  of  the 
profession  in  the  county,  and  its  influence 
shall  be  constantly  exerted  for  bettering 
the  scientific,  moral  and  material  condi- 
tions of  every  physician  in  the  county; 
and  systematic  efforts  shall  be  made  by 
each  member,  and  by  the  society  as  a 
whole,  to  increase  the  membership  until 
it  embraces  every  qualified  physician  in 
the  county. 

Section  11.  Freauent  meetings  shall  be 
encouraged,  and  the  most  attractive  pro- 


grams arranged  that  are  possible.  The 
younger  members  shall  be  especially  en- 
couraged to  do  postgraduate  and  original 
research  work,  and  to  give  the  society  the 
first  benefit  of  such  labors.  Official  posi- 
tion and  other  preferences  shall  be  un- 
stintingly  given  to  such  members. 

Section  12.  At  the  time  of  the  annual 
election  of  officers  each  county  society 
shall  elect  a delegate  or  delegates  to  rep- 
resent it  in  the  House  of  Delegates  of 
this  Association  in  the  proportion  of  one 
delegate  to  each  twenty-five  members  or 
maior  fraction  thereof,  and  the  Secretary 
of  the  society  shall  send  a list  of  such  dele- 
gates to  the  Secretary  of  this  Association 
at  least  60  days  before  the  Annual  Session. 

Section  13.  The  Secretary  of  each  coun- 
ty society  shall  keep  a roster  of  its  mem- 
bers and  a list  of  the  non-af filiated  register- 
ed physicians  of  the  county,  in  which  shall 
be  shown  the  full  name,  address,  college 
and  date  of  graduation,  date  of  license  to 
practice  in  this  State,  and  such  other  in- 
formation as  may  be  deemed  necessary. 
He  shall  furnish  an  official  report  contain- 
ing such  information,  upon  blanks  sup- 
plied him  for  the  purpose,  to  the  Secretary 
of  this  Association,  on  the  first  day  of 
January  of  each  year,  or  as  soon  thereafter 
as  possible,  and  at  the  same  time  the  dues 
accruing  from  the  annual  assessment  are 
sent  in.  In  keeping  such  roster  the  Secre- 
tary shall  note  any  change  in  the  personnel 
of  the  profession  by  death  or  by  removal 
to  or  from  the  county,  and  in  making  his 
annual  report  he  shall  be  certain  to  ac- 
count for  every  physician  who  has  lived 
in  the  county  during  the  year. 

Section  14.  The  Secretary  of  each  coun- 
ty society  shall  report  to  the  Kentucky 
Medical  journal  full  minutes  of  each  meet- 
ing and  forward  to  it  all  scientific  papers 
and  discussions  which  the  society  shall 
consider  worthy  of  publication. 

Section  15.  County  Societies  may  invite 
Dentists,  Pharmacists,  Funeral  Directors, 
or  other  professional  persons  to  become 
Associate  Members  of  the  County  Society, 
but  such  Associate  Member  shall  not  have 
any  privileges  or  representations  in  the 
State  Association. 

Chapter  XIII.  Amendments 

These  By-Laws  may  be  amended  by  any 
Annual  Session  by  a two-thirds  vote  of  all 
the  delegates  present  at  that  session,  after 
the  amendment  has  been  laid  in  the  table 
for  one  day. 
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PROPOSED  CHANGES  IN  THE  BY-LAWS 

1.  In  Chapter  IV.  House  of  Delegates, 
Section  4,  change  the  word  “President”  to 
“Speaker  of  the  House  of  Delegates”  so 
that  Section  4 will  read  as  follows: 

“From  among  the  members  of  the  House 
of  Delegates  the  Speaker  of  the  House  of 
Delegates  shall  appoint  a Nominating 
Committee,  a Committee  on  Credentials, 
Rules  and  Order  of  Business,  Report  of 
Officers  and  the  Council,  Report  of  Stand- 
ing Committees,  Report  of  Special  Com- 
mittees, Report  of  Advisory  Committees, 
Resolutions,  Miscellaneous  Business,  Re- 
vision of  By-Laws  and  Constitution,  and 
such  other  committees  as  he  may  deem 
necessary,  as  well  as  Tellers  and  Sergeant-' 
at-Arms.  All  Appointments  by  the  Speak- 
er are  subject  to  approval  by  the  House 
of  Delegates.” 

2.  Delete  Section  1 of  Chapter  V of  the 
By-Laws  and  insert  the  following: 

Section  1:  The  President-Elect  and  the 
Vice-Presidents  shall  be  elected  for  a 
term  of  one  year.  The  Speaker  and  Vice- 
Speaker  of  the  House  of  Delegates  shall 
be  elected  for  a term  of  three  years.  The 
Secretary  and  Treasurer  shall  be  elected 
for  a term  of  five  years.  The  Councilors 
shall  be  elected  for  a term  of  three  years 
and  shall  he  limited  to  serving  for  not 
more  than  two  consecutive  terms.  The 
terms  shall  be  so  arranged  that  one-third 
of  the  terms  expire  each  year,  insofar  as 
possible.  No  member  shall  be  eligible  for 
the  office  of  President,  President-Elect, 
Vice-President,  Speaker  or  Vice-Speaker 
of  the  House  of  Delegates  or  Councilor 
who  has  not  been  an  active  member  of  the 
Association  for  at  least  five  years. 

(Explanation:  This  provides  for  the  offices  of  Speaker 
and  Vice-Speaker  and  provides  a three  year  term  for  the 
Councilors  instead  of  five  years.) 

3.  Delete  Section  4,  Chapter  VI,  of  the 
By-Laws  and  insert  the  following: 


Section  4.  “The  Speaker  of  the  House  of 
Delegates  shall  preside  at  all  meetings  of 
the  House  of  Delegates.  He  shall  appoint 
all  committees  for  the  House  of  Delegates 
with  the  approval  of  the  House  of  Dele- 
gates. He  shall  be  an  ex-officio  member 
of  all  said  committees.  He  shall  perform 
such  other  duties  as  custom  and  parlia- 
mentary usage  may  require.” 

(Explanation:  This  changes  the  words,  ‘‘President  of  the 
Association”  to  “Speaker  of  the  House  of  Delegates.”) 

4.  Chapter  VI,  Duties  of  Officers,  change 
the  number  of  Section  5 to  Section  6 and 
the  number  of  Section  6 to  7 and  insert 
the  following  as  Section  5: 

Section  5:  “The  Vice-Speaker  shall  as- 
sume the  duties  of  the  Speaker  in  his  ab- 
sence, and  shall  assist  the  Speaker  in  the 
performance  of  his  duties.  In  the  event  of 
the  death,  resignation  or  removal  of  the 
Speaker,  the  Vice-Speaker  shall  automat- 
ically become  Speaker  of  the  House  of 
Delegates.” 

(Explanation:  This  provides  for  the  duties  of  the  Vice- 
Ppeaker. ) 

5.  Delete  Section  1,  Chapter  VII,  and  in- 
sert the  following: 

Section  1:  “The  Council  shall  be  the 
executive  body  of  the  House  of  Delegates 
and  between  sessions  shall  exercise  the 
powers  conferred  on  the  House  of  Dele- 
gates by  the  Constitution  and  By-Laws. 
The  Council  shall  consist  of  the  duly 
elected  Councilors.  The  President,  the 
President-Elect,  the  Speaker  of  the  House 
of  Delegates,  the  Secretary  and  the  Treas- 
urer shall  be  ex-officio  members  of  the 
Council  with  the  right  to  vote.  The  Execu- 
tive Committee  of  the  Council  shall  con- 
sist of  the  President,  the  Chairman  of  the 
Council,  and  the  Secretary.  The  Execu- 
tive Committee  shall  exercise  the  powers 
of  the  Council  between  sessions  of  the 
Council  and  be  directly  responsible  to  the 
Council  for  all  their  actions. 
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ENDOMETRIOSIS  WITH  PARTICULAR  REFERENCE  TO 
INVOLVEMENT  OF  THE  SIGMOID 

Allen  E.  Grimes,  Jr.,  M.  D. 

LEXINGTON 


Von  Rokitansky,  in  1830,  was  the  first 
to  recognize  endometriosis  as  an  entity. 
Since  that  date  the  literature  has  been 
filled  with  speculations  as  to  its  cause,  dis- 
cussions of  its  varied  and  diverse  clinical 
behavior,  and  considerable  dispute  over 
the  proper  method  of  treatment.  At  first, 
it  was  considered  a disease  of  primary  in- 
terest to  the  gynecologist,  but  after  years 
of  intensive  investigation  and  reporting  of 
clinical  cases,  it  has  come  to  be  of  interest 
and  has  presented  problems  to  the  gener- 
al surgeon,  urologist  and  internist. 

Definition 

The  term  endometriosis  is  generally  de- 
fined as  a localized  area  of  endometrium- 
like tissue  bearing  characteristic  glands, 
stroma  and  smooth  muscle  thriving  in  ec- 
topic or  unnatural  sites  with  function  sim- 
ilar to  that  of  normal  endometrium.  The 
mode  of  origin  of  this  displaced  tissue  is 
controversial.  Sampson  in  1921  advanced 
the  theory  of  retrograde  menstrual  flow 
through  the  fimbriated  ends  of  the  tubes 
with  implantation  of  endometrium  on  the 
pelvic  peritoneum  and  viscera.  However 
reasonable  this  theory  may  seem,  others 
have  been  suggested,  namely: 

1.  Embryonic  rests  from  Mullerian 
ducts  or  the  Wolffian  body. 

2.  Endometrial  diverticulae — with  inva- 
sion of  the  uterine  wall  or  adjacent  vis- 
cera. Cullen,  in  1908,  suggested  this  in 
exnlanation  of  adeno-myomata. 

3.  Metastatic  spread  of  endometrial  tis- 
sue through  the  blood  vessels  and  lymph 
channels.  This  seems  to  be  the  only  log- 
ical interpretation  for  distant  and  remote 
lesions. 

4.  Metaplasia  of  the  celomic  epithelium 
in  response  to  inflammatory  or  other  stim- 
ulating influence. 

Implants  may  occur  anywhere  within 
the  abdominal  cavity;  however,  they  are 
more  frequently  in  the  structures  in  close 
proximity  to  the  ovaries. 

The  disease  is  most  common  during  the 
3rd  or  4th  decade.  Late  marriages,  few 
children  and  relatively  long  uninterrupt- 
ed menstrual  cycles  according  to  Meigs 
seem  to  predispose  to  a higher  incidence 
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of  endometriosis.  He  reports  an  incidence 
of  35%  in  his  private  cases,  and  8%  of  his 
service  for  charity  cases,  operated  upon 
abdominally  for  varied  gynecological  com- 
plaints. Green-Amytage  found  endome- 
triosis in  8%  to  9%  of  1000  gynecological 
surgical  cases.  Saunders  reports  an  inci- 
dence of  17%  in  700  laparotomies  for  pel- 
vic disease. 

Frequency 

The  relatively  greater  frequency  of  en- 
dometriosis of  the  ovaries,  tubes  and  uter- 
us is  well  established  but  the  involvement 
of  other  and  sometimes  distant  viscera  is 
not  so  well  known  and  should  be  empha- 
sized. In  Masson’s  series  of  576  patients, 
689  organs  were  involved  including  14  cas- 
es, or  2.4%,  with  invasion  of  the  sigmoid. 
Cattell  found  4 cases  with  extension  to 
the  sigmoid,  or  an  incidence  of  3.8%  in  his 
series  of  104  cases. 

Endometriosis  of  the  bladder  is  uncom- 
mon. E.  Starr  Judd  reported  the  first 
case.  Smith  found  two  such  cases  in  159 
patients.  Kretschmer  collected  63  cases 
in  the  literature  and  added  one  case.  His 
patient  characteristically  had  hematuria, 
frequency,  disuria,  and  vesical  irritability 
during  menstruation.  On  cystoscony  an 
elevated,  dusky  blue  cystic  tumor  with  in- 
tact mucosa  was  found.  Adenomyomas 
of  the  abdominal  wall  appear  within  a 
few  weeks  or  even  years  after  operation. 
When  the  umbilicus  is  involved  it  be- 
comes larger  and  more  painful  at  menses 
and  may  discharge  a small  amount  of 
dark  bloody  fluid.  Masson  encountered  6 
cases  in  a period  of  11  years. 

Endometrioma  of  the  caecum  is  an  in- 
frequent finding.  In  Masson  and  Carrik- 
er’s  review  of  2062  cases  of  endometriosis 
at  the  Mayo  Clinic,  they  encountered  14 
cases.  Masson  and  Waugh  each  had  a 
case  that  was  indistinguishable  from  car- 
cinoma before  resection.  Thiersten  and 
Allen  reported  3 cases  of  caecal  involve- 
ment in  53  cases  of  intestinal  endometrio- 
sis. Irons  and  E.  Starr  Judd,  Jr.,  operated 
for  an  acute  appendicitis  and  found  a cae- 
cal adenoma  the  offending  lesion. 

Symptoms 

The  symptoms  vary  with  the  chief  site 
and  extent  of  the  invasion.  In  some  in- 
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stances  the  findings  are  noted  at  laparo- 
tomy for  other  conditions,  but  in  a num- 
ber of  instances  the  symptoms  of  the  dis- 
ease have  prompted  surgical  intervention. 
When  the  lesion  is  limited  to  the  pelvic 
viscera  we  have  disorders  of  menstrua- 
tion. Progressive  acquired  dysmenorrhea 
is  almost  constant.  Many  patients  have 
menstrual  irregularities,  metrorrhagia,  and 
menorrhagia.  Dyspareunia  and  sterility 
are  frequent  complaints. 

As  concerns  endometriosis  of  the  colon 
and  rectum  Cattell  has  said,  “as  the  symp- 
tomatology of  cancer  and  endometriosis 
of  the  large  intestine  may  be  similar,  it 
is  very  important  to  be  able  to  differenti- 
ate them,  preferably  before,  but  certainly 
at  operation.  It  is  only  then  that  one  can 
avoid,  in  cases  of  endometrial  implants  of 
the  colon  and  rectum,  the  more  radical  re- 
sections that  are  essential  when  dealing 
with  malignancy.”  Endometriosis  is  prob- 
ably the  only  disease  displaying  some  of 
the  infiltrating  and  invasive  characteris- 
tics of  malignancy.  McGuff,  Dockerty,  et 
al,  stated  that  the  microscopic  features  in 
intestinal  lesions,  “consisted  in  invasion 
by  endometrial  glands  and  stroma  of  the 
serosa,  muscularis,  submucosa  and  muco- 
sa in  variable  combinations.  Added  to 
this  was  the  important  factor  of  reactive 
fibrosis  with  stenosis  resulting  from  the 
contraction  of  maturing  fibrous  tissue.” 

Endometriosis  of  the  sigmoid  and  recto- 
sigmoid is  characterized  by  symptoms 
similar  to  pelvic  endometriosis  and  in  ad- 
dition gastro-intestinal  distress.  The  dis- 
ease occurs  only  in  females  and  generally 
in  an  otherwise  healthy  woman  in  the 
years  of  active  menstruation,  although  a 
few  cases  have  been  reported  after  the 
climacteric.  Progressive  acquired  dysmen- 
orrhea is  almost  constant.  The  bowel 
symptoms  depend  a great  deal  on  the  du- 
ration of  the  lesion  and  the  presence  or 
absence  of  constriction.  The  most  frequent 
complaint  in  all  series  is  lower  abdominal 
pain  and  progressive  constipation.  Diar- 
rhea has  been  less  frequently  observed. 
Pain  on  defecation  or  rectal  examination 
is  common.  Flatulence,  bloating  and  oc- 
cult blood  in  the  stool  have  been  noted.  So 
many  of  the  symptoms  are  cylic  or  con- 
current with  menstruation. 

Diagnosis 

In  establishing  the  diagnosis  of  endo- 
metriosis of  the  sigmoid,  any  female  with 
abnormal  menstruation,  positive  pelvic 
findings,  a long  standing  history  of  bowel 
symptoms  suggesting  an  obstruction  but 
without  weight  loss,  must  be  suspected  of 


having  endometriosis.  On  proctoscopic  ex- 
amination one  may  find  an  angulated  and 
fixed  bowel  segment.  If  the  lumen  is  re- 
duced, it  is  usually  due  to  extrinsic  pres- 
sure. There  are  rarely  mucosal  changes 
and  consequently  biopsies  are  infrequently 
obtained.  The  value  of  X-ray  studies  of  the 
barium  filled  colon  is  debatable.  Mayo  and 
Miller  state  that  roentgenograms  may  re- 
veal constricting  lesions  which  have  no 
diagnostic  characteristics.  Jenkins,  how- 
ever, emphasizes  four  roentgenologic 
signs: 

1.  A filling  defect  of  considerable  length 
up  to  4”  to  7”  of  the  bowel. 

2.  A sharp  demarcation  of  the  filling 
defect  similar  to  carcinoma. 

3.  Other  parts  of  the  colon  show  little 
evidence  of  disease. 

4.  The  double  contrast  films  reveal  an 
essentially  intact  mucous  membrane. 

In  the  differential  diagnosis  one  must 
consider  diverticulitis,  polyps,  benign  tu- 
mors, cysts,  and  carcinoma  of  the  colon. 

Favoring  the  diagnosis  of  endometriosis 
of  the  sigmoid  is  the  occurrence  in  a female 
in  the  active  child  bearing  age  of  progres- 
sive bowel  symptoms  often  manifesting 
cylic  behavior  in  association  with  acquired 
dysmenorrhea  and  menstrual  disorders. 
The  sigmoidoscopic  and  roentgenological 
investigation  may  afford  confirmatory  evi- 
dence of  the  specific  lesion.  Bimanual  pel- 
vic examination  may  enable  one  to  feel 
implants  on  the  uterosacral  ligaments,  the 
posterior  surface  of  the  uterus  and  in  the 
rectovaginal  system.  These  fixed,  painful, 
shotty,  nodular  masses,  when  present,  may 
be  regarded  as  endometrioma. 

Treatment 

Hysterectomy  with  bilateral  salpingo- 
oophorectomy  might  well  cure  most  of 
these  patients,  but  this  radical  procedure 
is  not  always  acceptable  to  the  patient. 
The  disease  is  most  common  during  the 
childbearing  period  when  preservation  of 
endocrine  activity  is  desirable.  The  treat- 
ment in  each  case  must  be  carefully  deter- 
mined. 

Pemberton  reviewed  the  treatment  of 
375  cases  during  a period  of  35  years  at 
the  Free  Hospital  for  Women. 

1.  241  patients  or  66%  had  radical  sur- 
gery which  meant  hysterectomy  with  bi- 
lateral salpingo-oophorectomy.  92%  were 
supravaginal  hysterectomies  and  8%  were 
complete.  The  frequent  attachment  of  the 
sigmoid  to  the  lower  posterior  surface  of 
the  uterus  makes  complete  hysterectomy 
an  added  hazard. 
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2.  129  patients  or  34%  had  conservative 
treatment,  which  allowed  for  the  preser- 
vation of  the  uterus  with  some  ovarian 
tissue,  or  the  use  of  radium  or  X-ray. 
Uterine  suspension  was  a frequent  sup- 
plementary procedure  and  myomectomy 
was  done  in  26  cases.  21%  of  the  conser- 
vative cases  had  no  gross  signs  of  ovarian 
involvement. 

29%  of  the  cases  treated  conservatively 
required  further  treatment.  X-ray  therapy 
was  used  if  the  chief  symptom  was  flood- 
ing. Radium  was  used  with  caution  because 
of  the  danger  of  injury  to  the  often  ad- 
herent bowel  in  the  cul  de  sac. 

Pemberton  advocated  hysterectomy  if 
it  was  necessary  to  remove  the  ovaries  to 
safeguard  against  subsequent  development 
of  carcinoma  in  the  uterus. 

Abdominal  wall  and  umbilical  endome- 
triosis usually  represent  implants  and  are 
often  satisfactorily  treated  by  local  ex- 
cision. Lesions  in  the  urinary  bladder  will 
subside  if  it  is  feasible  and  desirable  to  do 
bilateral  salpingo-oophorectomy. 

Cattell  has  well  summarized  the  treat- 
ment of  endometriosis  with  involvement 
of  the  colon.  Treatment  is  conservative  in 
patients  under  35  years  of  age.  Radical 
treatment,  however,  is  necessary  in  most 
of  the  patients  having  involvement  of  the 
sigmoid.  Radical  in  so  far  as  the  uterus, 
tubes  and  ovaries  are  concerned.  If  the 
rectovaginal  involvement  is  extensive  and 
is  producing  a severe  obstruction,  a (bi- 
lateral oophorectomy  is  indicated,  with  or 
without  a colostomy.  The  colostomy  if 
done  is  temporary  and  can  be  closed  in  a 
few  months.  In  his  series  of  5 cases,  an 
abdomino-perineal  resection  was  done  in 
1 case  for  a mistaken  diagnosis  of  carci- 
noma. Two  cases  had  a modified  Mikulitz 
procedure  because  endometriosis  was  sus- 
pected at  operation.  One  case  had  bilateral 
oophorectomy  without  resection  of  the 
bowel,  and  more  recently  one  case  with  a 
solid  tumor  of  the  caecum,  which  proved 
on  biopsy  to  be  endometriosis,  was  treated 
by  bilateral  oophorectomy  without  resec- 
tion of  the  caecal  tumor. 

Case  Reports 

I wish  to  report  in  a very  brief  manner, 
selected  cases  to  illustrate  endometriosis 
involving  other  than  the  pelvic  viscera, 
particularly  the  sigmoid  colon. 

Case  1:  M.  H.,  age  45,  married  10  years, 
and  never  pregnant,  was  seen  Nov.  1,  1948, 
with  complaint  of  dysmenorrhea  increas- 
ing in  severity  for  a year  and  rectal  pam 
with  bleeding  for  3 months.  The  vaginal 
examination  revealed  a slightly  enlarged 


and  irregular  uterus  with  fixed  bilateral 
adnexal  masses.  The  right  was  the  larger 
and  the  size  of  an  orange. 

The  operative  findings  showed  the  ova- 
rian masses  to  be  endometrial  cysts  with 
extensive  invasion  of  the  sigmoid  and  ob- 
literation of  the  vesico-uterine  peritoneal 
fold  by  endometrial  implants.  The  uterus 
contained  small  fibroids.  In  addition  there 
was  noted  a black  mass  the  size  of  an  olive 
in  the  mesentery  of  the  terminal  ileum. 

Uneventful  recovery  followed  a supra- 
vaginal hysterectomy  with  bilateral  sal- 
pingo-oophorectomy. 

The  pathological  diagnosis  was  endome- 
triosis of  the  ovaries. 

Case  2:  G.  T.  E.,  age  41,  married  19  years 
with  children  18  and  13  years,  consulted 
me  on  February  25,  1944.  The  chief  com- 
plaint was  lower  abdominal  cramps,  dis- 
tention, gurgling  noise  and  tenderness. 
The  passage  of  flatus  gave  relief.  The 
bowel  movements  were  regular  and  the 
stools  were  normal.  Menses  were  un- 
changed except  for  increasing  pain  the 
past  5 months.  A tender  left  adnexal  mass 
approximately  10  cm.  in  diameter  was 
found  in  vaginal  examination.  The  procto- 
scope could  not  be  passed  beyond  15  cm. 
because  of  a painful  constricted  area,  due 
apparently  to  extrinsic  pressure.  An  X-ray 
of  the  barium  filled  colon  showed  the 
same  defect. 

At  exploration  the  mass  proved  to  be  a 
large  endometrial  cyst  of  the  ovary.  A 
redundant  sigmoid  was  stretched  over  it 
and  firmly  attached  from  the  brim  of  the 
pelvis  to  the  cul  de  sac.  Supravaginal  hys- 
terectomy with  bilateral  salpingo-oopho- 
rectomy resulted  in  an  uneventful  recov- 
ery. 

The  pathological  diagnosis  was  endo- 
metriosis of  both  ovaries. 

Case  3:  J.  A.,  age  38,  married  18  years 
with  1 son  13  years,  was  admitted  to  the 
hospital  Feb.  13,  1949,  because  of  severe 
cramps  in  the  lower  abdomen  which  began 
with  her  last  period  2 weeks  ago  and  had 
persisted  with  only  slight  remission.  Simi- 
lar but  less  severe  attacks  had  occured  for 
a year  with  associated  constipation  and 
distention.  Mucus  appeared  in  the  stool 
but  no  blood.  Temperature  was  101°,  and 
the  leucocyte  count  was  19,300  with  86% 
polymorphonuclears.  A tender  fixed  mass 
spread  across  the  pelvis  and  could  be  felt 
on  pelvic  and  rectal  examination.  The 
operative  findings  were  bilateral  endo- 
metrial ovarian  cysts  the  size  of  an  orange, 
fixed  in  the  cul  de  sac  and  invading  the 
sigmoid.  A supravaginal  hysterectomy  was 
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done  with  removal  of  both  tubes  and 
ovaries. 

The  pathological  diagnosis  was  large 
endometrial  ovarian  cysts.  This  case  rep- 
resents cyclic  (bowel  obstruction  concur- 
rent with  the  menses. 

Case  4:  A.  D.,  age  26,  married  5V2  years 
with  1 child  2 years  old  delivered  by  sec- 
tion. This  patient  was  seen  on  Nov.  3,  1948, 
complaining  of  tenderness  and  swelling 
at  the  upper  end  of  her  incisional  scar. 
It  had  been  noted  for  5 months,  and  had 
greatly  increased  in  size  to  that  of  an 
olive.  It  became  increasingly  painful  and 
tender  with  the  periods.  The  menses  were 
28  day  type  with  normal  flow  and  without 
unusual  discomfort.  The  tumor  was  re- 
moved, and  a pathological  diagnosis  of  en- 
dometriosis was  made. 

This  case  undoubtedly  represents  im- 
plantation of  endometrium  at  the  time  of 
the  Caeserian  section. 

Case  5:  C.  J.,  age  32,  single,  was  first 
seen  July  12,  1941.  History  revealed  an  ap- 
pendectomy in  1930.  Menses  were  28  day 
character,  4 days  duration,  with  moderate 
pain  the  first  day.  Chief  complaint  was 
severe  recurring  colicky  pains  in  the  lower 
right  quadrant  of  3 weeks  duration  with  no 
associated  vomiting  or  bowel  irregularity. 
Repeated  blood  counts  and  urinalysis  were 
negative.  An  old  lower  right  rectus  scar 
was  noted  without  other  abdominal  find- 
ings. On  vaginal  examination  a small 
fixed  mass  was  found  in  the  left  adnexa. 
At  exploration  on  7-16-41  there  was  found 
small  uterine  fibroids  and  endometriosis 
of  the  left  tube  and  ovary  and  an  annular 
obstructing  lesion  in  the  terminal  ileum 
about  2 cm.  from  the  ileo-cecal  junction. 
Operation  consisted  of  a supravaginal  hys- 
terectomy, left  salpingo-oophorectomy  and 
ileocaecostomy.  The  patient  made  an  un- 
eventful recovery.  The  colicky  pains  in 
this  case  were  obviously  due  to  the  endo- 
metrial implants  in  the  ileum  which  gave 
rise  to  obstruction.  To  date  the  patient 
remains  well. 

Case  6:  J.L.H.,  age  31,  married  13  years 
with  2 sons  12  and  4 years,  was  seen  on 
8-11-47.  It  was  recorded  in  her  history  that 
for  a year  she  had  tired  easily  which  was 
attributed  to  anemia  for  which  she  re- 
ceived treatment  with  iron.  Two  months 
before  consulting  me  marked  the  onset  of 
recurring  lower  abdominal  cramps.  The 
bowel  habits  were  regular,  and  the  stools 
were  normal.  Menses  occurred  every  28 
days,  lasted  5 days,  but  the  flow  in  the  last 
5 months  had  increased  in  amount  about 
3 times.  There  were  associated  cramps  the 
first  2 days. 


On  vaginal  examination  a firm,  irregular 
mass  could  |De  found  in  the  region  01  the 
lett  adnexa.  Rroctoscopic  examination  was 
negative  to  25  ems.  Castor  oil  was  given 
in  preparation  for  an  X-ray  of  the  colon, 
ana  precipitated  severe  cramps,  distention 
and  vomiting.  Tne  erytnrocyte  count  was 
d,5UU,UuU.  The  hemoglobin  was  64 7e.  The 
leucocyte  count  was  lb,Ul)0.  The  patient 
was  operated  upon  on  tne  16th.  A D and  C 
was  nrst  done,  and  normal  endometrium 
was  ODtamed.  The  abdomen  was  opened 
tnrougli  a low,  mid-line  incision.  The  uter- 
us, tuoes  and  ovaries  appeared  normal. 
The  mass  previously  felt  m tne  leit  adnexa 
was  tound  to  be  a lesion  in  a redunaant 
sigmoid  which  had  prolapsed  into  tne  text 
side  of  the  pelvis,  in  addition,  there  were 
puckered  lesions  in  tne  vesico-uterme  peri- 
toneum, and  in  the  utero-sacrai  ligaments 
at  their  attachment  to  the  uterus.  These 
appeared  and  felt  typical  of  endometrial 
implants.  The  liver  was  smooth.  A seg- 
mental resection  of  the  sigmoid  was  done 
with  primary  anastomosis.  The  patho- 
logical diagnosis  was  adenocarcinoma, 
grade  3,  of  the  sigmoid.  The  patient  made 
an  uneventful  recovery,  but  died  a year 
later  from  carcinomatosis. 

This  case  represents  carcinoma  of  the 
colon  with  associated  pelvic  endometrio- 
sis, or  the  peritoneal  implants  might  have 
been  carcinoma. 

Case  7:  E.  G.  M.,  age  43,  married  20 
years  with  one  child  15  years  of  age,  with 
regular  menses  28  day  type,  5 days  dura- 
tion without  pain.  Was  first  seen  on  Aug- 
ust 12,  1946,  with  complaint  of  lower  ab- 
dominal fullness,  increasing  constipation, 
and  occasional  blood  in  tne  stool.  No 
weight  loss  was  noted.  Vaginal  examina- 
tion revealed  a tender  small  mass  in 
the  left  adnexa.  On  protoscopic  exami- 
nation, internal  and  external  hemor- 
rhoids, grade  1,  were  noted,  and  a nar- 
rowing of  the  lumen  of  the  bowel  at 
a distance  of  18  cms.  An  X-ray  of  the 
colon  following  barium  enema  showed  a 
persistent  deformity  in  the  sigmoid  which 
was  present  on  a second  examination.  The 
roentgenologist  made  a diagnosis  of  car- 
cinoma. On  8-24-46  exploration  was  done. 
Two  questionable  nodules  were  felt  on  the 
superior  surface  of  the  right  lobe  of  the 
liver.  There  was  old  blood  in  the  pelvis. 
The  sigmoid  was  redundant,  prolapsed  in- 
to the  pelvis,  and  fixed  to  the  left  side. 
There  were  two  definite  points  of  constric- 
tion in  the  sigmoid  3 inches  apart.  The 
lesions  were  approximately  1 inch  long. 
They  were  hard,  fixed,  and  puckered.  There 
was  a small,  similar  lesion  on  the  vesicle 
peritoneum.  The  ovaries  were  grossly  nor- 
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mal,  but  the  left  was  fixed  in  the  cul  de 
sac.  Operation  consisted  of  a supravaginal 
hysterectomy,  bilateral  salpingo-oophorec- 
tomy  and  appendectomy.  Pathological 
diagnosis  was  endometriosis  of  the  ovaries. 
This  is  the  type  of  case  in  which  diagnostic 
error  could  easily  be  made  by  confusing 
endometriosis  with  carcinoma  of  the 
bowel.  The  primary  lesion  in  the  ovary 
was  minimal,  while  the  colonic  lesions 
were  more  marked.  With  endometriosis, 
oophorectomy  was  the  preferred  treat- 
ment, while  primary  malignancy  of  the 
bowel  would  have  called  for  resection. 
An  asymptomatic  post-operative  course 
for  3 years  definitely  excludes  the  possi- 
bility of  carcinoma  of  the  sigmoid.  When, 
however,  it  becomes  impossible  to  distin- 
guish these  lesions  grossly  at  the  time  of 
operation  it  is  imperative  to  establish  the 
pathological  diagnosis  by  frozen  section. 

Summary 

In  summary:  Endometriosis  is  a condi- 
tion which  has  interest  for  the  internist, 
gynecologist,  urologist  and  general  sur- 
geon. It  occurs  most  frequently  in  the 
third  and  fourth  decades,  and  is  likely  to 
be  encountered  at  the  time  of  operation 
for  other  surgical  conditions.  Unlike  all 
other  pathological  conditions  it  infiltrates 
similar  to  carcinoma.  It  may  invade  the 
sigmoid  and  give  rise  to  intestinal  obstruc- 
tion. It  is  necessary  to  be  able  to  distin- 
guish endometriosis  of  the  sigmoid  from 
primary  carcinoma.  The  treatment  in  un- 
complicated cases  differs  considerably.  If 
the  age  of  the  patient  is  such  that  endo- 
crine activity  can  be  interrupted,  bilateral 
oophorectomy  will  control  the  vast  major- 
ity of  the  lesions. 

BIBLIOGRAPHY 

1.  Cattell,  R.  B.  Endometriosis  of  colon  and  rectum  with 
intestinal  obstruction.  New  Eng.  J.  Med.,  217:9-18,  1937. 

2.  Cullen,  T.  S.,  Adenomyoma  of  the  uterus,  W.  B. 
Saunders,  Pliila.,  1908. 

3.  Irons,  W.  E.;  Judd,  Edward  S.,  Jr.;  and  Dockerty, 
Malcolm.  Endometrioma  of  the  caecum  ■ report  of  case. 
Proc.  Staff  Meeting  Mayo  Clinic,  Vol.  22,  Nov.  12,  1947, 
pp.  530. 

4.  Jenkinson,  E.  L.,  and  Brown,  W.  H.  Endometriosis: 
a study  of  117  cases  with  special  reference  to  constrictive 
lesions  of  the  rectum  and  sigmoid  colon.  J.A.M.A.,  122:349, 
June  5,  1943. 

5.  Judd,  E.  Starr.  Surg.  Clin.  N.  Am.,  1:1271-78,  1921. 

fi.  Kretschmer,  Herman  In  Endometrioma  of  the  bladder. 

J of  Urology,  53:459-65,  March,  1945. 

7.  Masson,  James  C.  Surgical  significance  of  endometrio- 
sis. Ann.  of  Surg.,  102:819,  1935. 

8.  Masson,  J.  C.,  and  Cariker,  Mildred.  Endometriosis 
and  its  serious  complications.  Proc.  Interstate  Postgrad.  M. 
A.  North  America,  pp.  209-215,  Oct,,  1943. 

9.  Mayo,  Charles  W.  and  Miller,  Joseph  M.  Endometrio- 
sis of  the  sigmoid,  rectosigmoid  and  rectum.  Surg..  G-ynoe., 
and  Obst.,  70:136,  Jan.,  1940. 

10.  Meigs,  J.  V.  Endometriosis  - a possible  etiological 
factor.  Surg.,  (lynec.,  and  Ohst.,  67:253-255,  Aug.,  1938. 

11.  Meigs,  Joe  V.  Endometriosis.  Ann.  of  Surg.,  127:795, 
May,  1948. 

12.  McGuff,  Paul;  Dockerty,  Malcolm  B.;  Waugh,  John 
M. ; and  Randall,  Lawrence  M.  Endometriosis  as  a cause  of 


[January,  1950 

intestinal  obstruction.  Surg.,  Gynec.,  and  Obst.,  p.  273,  Vol. 
86,  March,  194  8. 

13.  Pemberton,  Frank  A.  Endometrioma  of  the  female 
genital  organs.  New  England  J.  51.,  21 1 :1,  July,  19. >i. 

14.  Sampson,  J.  A.  Archives  Surg.,  3:245,  1921. 

15.  Saunders,  R.  L.  Endometriosis,  clinical  and  thera- 
peutic considerations.  Trans.  Western  Surg.  Assoc.,  pp. 
415-439,  1941. 

Id.  Smith,  Geo.  Van  S.  Am.  J.  Ob.  and  G'yn.,  17:806, 
1929. 

17.  von  Recklinghausen,  F.  D.  Die  adenomyome  und 
cystadenome  der  uterus  und  tuhenwandung ; ihre  abkrmft 
von  resten  des  wolff,  sehen  Korpers.  Ein  aulang:  klinische 
notizen  zu  den  voluminosen  adenoinyomen  des  uterus,  von 
W.  A.  Freund  Berlin,  A.  Hirschwald,  1896,  pp.  247. 

DISCUSSION 

Wiliiam  H.  Pennington,  Lexington:  Dr. 

Grimes  has  covered  this  very  interesting  sub- 
ject in  a most  thorough  manner.  I will  confine 
my  remarks  to  reiterating  a few  of  the  things 
he  has  said. 

As  he  has  said,  endometriosis  is  probably 
the  only  condition  in  which  benign  tissue  in- 
filtrates other  tissue.  After  splenectomy, 
occasionally  .a  spleen  will  put  off  little  sple- 
nules  but,  other  than  that,  it  is  the  only  con- 
dition in  which  normal  tissue  infiltrates  other 
tissue,  similar  to  carcinoma. 

Dr.  Grimes  has  made  it  sound  very  easy 
to  distinguish  these  two  conditions.  It  is  not  al- 
ways as  easy  as  it  may  sound  or  as  may  seem. 

In  one  of  the  older  reviews  of  the  literature, 
before  this  condition  was  so  widely  recognized, 
there  were  16  cases  of  endometriosis  involving 
the  sigmond,  in  which  15  were  resected;  com- 
bined abdomino-perineal  resection  being  done. 

As  I say,  that  was  before  the  condition  was  so 
widely  recognized,  and  now  it  is  rare  that  that 
is  done.  Although  Meigs,  as  he  has  said,  is 
very  conservative  and  has  advocated,  as  some 
of  you  may  know,  the  resection  of  the  involved 
colon  rather  than  the  bilateral  oophorectomy, 
especially  in  younger  women,  the  incidence  is 
surprisingly  high. 

From  several  reviews  of  the  literature,  sev- 
eral authors  have  felt  that,  perhaps,  in  10  to 
20  per  cent  of  women,  endometriosis  is  found. 
It  is  a disease  found  necessarily  only  in  wo- 
men. It  is  found  almost  without  exception  in 
the  age  group  thirty  to  fifty.  In  one  series,  87 
per  cent  of  all  the  cases  were  in  the  age  group 
between  thirty  and  fifty. 

There  is  invariably  a history  of  acquired 
dysmenorrhea,  often  getting  quite  severe  and. 
disabling,  and  invariably  a history  of  sterility; 
occasionally  a woman  having  one  or  possibly 
two  children;  then  a long  interval,  and  no 
more.  The  periodicity  of  pain  is  quite  impor- 
tant. These  patients  have  their  symptoms  co- 
existent with  their  periods,  and  most  of  them 
are  relatively  free  of  their  gastro-intestmal 
symptoms  at  other  times. 

These  gynecological  symptoms,  along  with 
low  pelvic  pain,  pain  in  the  rectum,  pain  on 
defecation,  and  increasing  constipation,  must 
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make  us  all  on  the  look-out  for  endometriosis 
at  the  time  of  laparotomy. 

Proctoscopic  examination  is  .indefinite,  as 
Dr.  Grimes  has  pointed  out,  depending  on  the 
amount  of  involvement.  There  is  never,  as  far 
as  I know,  involvement  of  the  mucous  mem- 
brane of  the  sigmoid.  Therefore,  a biopsy  is  not 
satisfactory.  It  is  rare  that  the  diagnosis  can 
be  made  by  rectal  biopsy.  X-ray,  even  with  the 
double  contrast,  is  quite  confusing  but  is  of 
value  in  that  it  certainly  makes  the  surgeon 
aware  of  the  possibility  of  endometriosis  and 
also  of  the  possibility  of  carcinoma  of  the  sig- 
moid. 

Treatment  is  radical  either  way.  I mean  if  it 
is  carcinoma  of  the  colon,  of  course,  radical 
operation  must  be  done.  If  it  is  endometriosis 
and  the  diagnosis  is  confirmed,  the  treatment 
is  radical  in  that  both  ovaries,  uterus  and 
tubes  should  be  removed. 

There  are  some  authors  in  disagreement 
with  this,  as  I have  said,  notably  Dr.  Meigs, 
who  feel  that  in  younger  women  who  are  de- 
sirous of  children,  a radical  colon-sigmoidal 
operation  should  be  done  rather  than  the 
oophorectomy. 

As  Dr.  Grimes  has  said,  it  is  nice  to  make  the 
diagnosis  preoperatively  but  it  is  certainly  im- 
perative it  must  be  made  at  the  time  of  opera- 
tion. Differentiation  between  carcinoma  of  the 
rectosigmoid  and  endometriosis  of  the  recto- 
sigmoid must  be  made,  else  a fatal  mistake 
may  be  made.  For  a pathologist,  with  his 
frozen  section,  it  is  relatively  easy  to  make 
this  diagnosis  of  endometriosis.  X-ray  treat- 
ment is  not  as  satisfactory  as  surgery,  first,  be- 
cause you  are  dealing  blindly  and,  second,  the 
deformity  of  the  bowel,  surprisingly  enough, 
does  not  clear  up  rapidly  after  x-ray  as  it  does 
after  surgery.  After  surgery,  removal  of  the 
ovaries,  the  deformity  of  the  sigmoid  or  recto- 
sigmoid disappears.  However,  after  x-ray,  it  is 
still  maintained. 

As  Dr.  Grimes  has  said,  radium  is  dange" 
ous  because  of  the  proximity  of  the  sigmoid 
to  the  back  of  the  uterus. 

I would  like  just  very  briefly  to  touch  on 
three  cases  which  were  treated  differently. 
One  woman,  .age  forty-one,  a typical  case  of 
acquired  dysmenorrhea  and  sterility,  had  had 
two  children  earlier  in  her  married  life  but 
in  the  last  two  years  had  had  increasing  pel- 
vic pain  and  constipation,  the  constipation  at 
the  time  of  the  periods  being  so  pronounced 
that  she  got  symptoms  of  small  bowel  obstruc- 
tion, with  vomiting  and  indigestion. 

She  had,  by  vaginal  examination,  a pelvic 
mass  which  obviously  involved  the  sigmoid. 
At  operation  she  had  a diffuse  endometriosis 
which  was  easily  recognized  but,  in  addition, 
an  old  fibrotic  scarring  involving  the  anterior 


portion  of  her  sigmoid,  with  deformity.  This, 
however,  was  easily  differentiated  from  carci- 
noma, and  a supravaginal  hysterectomy  and 
oophorectomy  was  done,  and  she  got  complete 
relief. 

The  second  case,  a thirty-four  year  old  wo- 
man, who  had  two  children  fourteen  years  be- 
fore but  was  anxious  to  have  another  one,  had 
practically  the  same  symptoms  of  progressive 
constipation,  disabling  at  her  periods.  At  op- 
eration she  had  a large  left  ovarian  cyst,  endo- 
metrial in  type,  which  was  densely  adherent 
to  the  sigmoid,  involving  the  serosa.  Because 
of  her  wish  for  more  children,  the  rule  was 
broken,  and  a conservative  operation  was  done. 
T,he  ovarian  endometrioma  was  separated 
from  the  wall,  and  that  was  all.  She  made  an 
uneventful  recovery — that  is  three  years  ago — 
and  has  had  no  further  symptoms,  but  she  has 
not  become  pregnant. 

The  last  case  is  a woman  on  whom  I did  an 
appendectomy  when  she  was  seventeen,  at 
which  time  her  pelvis  was  normal.  She  was 
operated  on  when  she  was  thirty,  because  of 
a mass  in  her  right  pelvis  and  severe  dys- 
menorrhea. At  operation,  endometriosis  was 
found,  involving  the  right  ovary  and  several 
implants  on  the  left  ovary. 

Because  of  her  age,  a conservative  operation 
was  done.  The  right  ovary  and  the  cysts  of  the 
left  ovary  were  resected.  Unfortunately,  the 
pathologist  did  not  confirm  the  clinical  diag- 
nosis, so  it  was  left  as  simple  multiple  ovarian 
cysts.  This  woman  was  followed  very  closely. 
The  operative  notes  said,  if  later  she  develop- 
ed other  symptoms,  x-ray  would  be  given  to 
sterilize  her.  She  developed  other  symptoms. 
She  developed  a large  mass  in  her  pelvis;  pro- 
gressive constipation;  pain  in  her  pelvis.  The 
diagnosis,  in  spite  of  the  lack  of  pathological 
confirmation,  was  endometriosis. 

It  was  then  considered  whether  it  was  wise 
to  give  her  radium  or  x-ray.  It  was  decided 
to  operate  on  her  again.  At  her  third  operation, 
her  second  pelvic  operation,  a large  pelvic 
mass  with  fibrosis  of  her  sigmoid,  and  a large 
amount  of  old,  necrotic  material  filled  the 
pelvis,  involved  the  wall  of  the  sigmoid.  This 
was  recognized  again  clinically  as  endometrio- 
sis, and  the  remaining  ovary  was  taken  out. 

Unfortunately,  again,  the  pathologist  did 
not  agree,  but  the  patient  went  on  and  made 
an  uneventful  recovery,  and  the  last  two  years 
has  had  no  further  symptoms. 

J.  Farra  Van  Meter,  Lexington:  Mr.  Presi- 

dent, with  characteristic  clearness  and  con- 
ciseness Dr.  Grimes  has  presented  this  subject 
in  a paper  which  might  well  be  heard  by  every 
individual  doing  abdominal  surgery.  Endome- 
triosis truly  is  an  insidious  process  and  it  is 
one  which  a great  many  of  us  have  a very  easy 
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time  overlooking  and  yet  the  rather  amazing 
incidence  which  has  been  given  should  re- 
emphasize the  fact  that  we  might  well  bear 
this  disease  in  mind.  I think  no  doubt  it  occurs 
in  a great  many  patients  whom  we  are  inclined 
to  call  neurotic;  the  female  with  the  great  deal 
of  pelvic  pain  from  time  to  time,  with  consider- 
able menstrual  disturbance  and  in  whom  upon 
pelvic  examination  we  are  able  to  find  no  con- 
siderable gross  pathology. 

No  doubt  many  of  us  doctors  are  in  the  habit 
of  terming  “neurotic”  patients  in  whom  the 
diagnosis  is  obscure  and  I am  certain  that  this 
term  neurotic  is  tragically  inaccurate  in  many 
instances.  To  this  end  we  might  well  bear  in 
mind  the  fact  that  endometriosis  is  relatively 
common,  that  it  gives  rather  definite  symptoms 
even  though  the  lesion  itself  might  be  quite 
small. 

I certainly  feel  that  conservative  procedure 
should  be  followed  in  individuals  under  thirty- 
five  years  of  age  who  still  want  to  bear  more 
children  and  that  radium  and  x-ray  have  no 
part  whatever  in  the  treatment  indicated.  On 
individuals  in  the  late  thirties  and  forties  the 
-more  radical  form  of  surgery  seems  justified. 
Certainly  many  of  us  have  had  the  experience 
of  opening  the  abdomen  and  finding  in  the 
pelvis  a gross  lesion  which  has  remarkable 
similarities  to  malignancy  and  here  we  lean 
heavily  on  the  pathologist,  particularly  so  if 
one  is  quickly  available  to  make  this  differen- 
tiation. 

I am  grateful  to  Dr.  Grimes  for  bringing  us 
this  very  significant  paper. 

Lanier  Lukins,  Louisville:  I am  sure  we  are 
all  very  greatly  indebted  to  the  gentleman 
from  the  Blue  Grass  for  coming  here  and  giv- 
ing us  this  fine  discussion  on  this  most  interest- 
ing subject.  Endometriosis  is  of  great  interest, 
primarily  because  of  its  protean  nature,  as  em- 
phasized by  Dr.  Grimes.  In  the  last  few  years 
I think  there  has  been  ,a  growing  tendency 
toward  conservatism  in  the  treatment  of  this 
condition. 

Dr.  Telinde  certainly,  as  well  as  other  lead- 
ers in  this  field  have  exemplified  this  fact  in 
the  recent  teachings,  and  that  is  in  keeping 
with  what  we  read  more  and  more  about  every 
day  in  regard  to  endometriosis. 

I wish  to  submit  two  cases  which  my  father, 
Dr.  J.  B.  Lukins,  and  I have  had,  and  which 
I reported  before  Jefferson  County  Medical 
Society  six  years  ago  this  month.  That  report 
is  given  in  detail  in  the  January  issue  of  Ken- 
tucky State  Medical  Journal  of  1944.  So,  I will 
not  go  into  detail  about  those. 

One  was  an  older  woman  in  whom  obstruc- 
tion of  the  descending  colon  was  diagnosed. 
The  radiologist’s  report  was  obstruction  due  to 
carcinoma.  It  was  apparently  complete  ob- 
struction, and  segmental  resection,  as  advocat- 


ed by  Dr.  Grimes,  was  carried  out.  The  report 
of  the  pathologist  at  the  Baptist  Hospital  was 
endometriosis  of  the  sigmoid  colon.  This  wo- 
man got  along  very  well  and  is  living  today. 
Tjiat  was  in  1942. 

The  other  woman  was  a younger  woman  in 
whom  the  original  diagnosis  was  appendicitis. 
She,  at  exploration,  was  found  to  have  what 
we  thought  at  the  time  to  be  endometriosis  in- 
volving the  sigmoid  colon  but,  since  she  was  a 
young  woman,  we  did  not  follow  the  recent 
teachings  by  some  that  the  ovaries,  uterus  and 
tubes  should  be  removed  but,  in  preference, 
we  did  again  an  intestinal  resection.  The 
pathology  report  confirmed  our  diagnosis.  This 
was  a younger  woman.  She,  too,  is  well  and 
living  today. 

I think  these  points  do  bear  emphasis:  that 
sometimes  radical  surgery,  in  respect  to  resec- 
tion being  more  radical  than  oophorectomy,  is 
really  the  more  conservative  procedure.  How- 
ever, in  cases  where  there  is  no  obstruction, 
where  colostomy  does  not  have  to  be  done  and 
where  we  merely  have  implants  on  the  sigmoid 
or  other  pelvic  organs,  I think  it  is  well  to  do 
bilateral  oophorectomy. 

I do  not  know  whether  I agree  with  those 
who  advocate  that  hysterectomy  and  salpin- 
gectomy also  should  be  done.  Then  too,  that  is 
not  always  possible.  When  the  implant  is  on 
the  uterus,  of  course  that  is  further  indication 
to  do  a hysterectomy.  I agree  with  Dr.  Grimes 
that  supracervical  hysterectomy  should  prefer- 
ably be  done.  We  advocate  supracervical  hys- 
terectomy in  most  cases  and  I think  this  is  just 
another  indication. 

I happened  to  be  present  at  a Lexington 
hospital  one  day  and  Dr.  Pennington  was  nice 
enough  to  let  me  watch  him  perform  an  opera- 
tion. That  operation  happened  to  be  a case  of 
endometriosis.  I do  not  know  but  what  it  -might 
possibly  be  the  second  case  he  referred  to  a 
while  ago.  It  was  a young  woman,  and  he  treat- 
ed her  conservatively.  I -am  sure  she  got  along 
all  right. 

Charles  M.  Bernhard,  Louisville:  I just  want 
to  take  a moment  of  time  here  to  present  a 
very  interesting  case  that  I had  about  a year 
ago  that  sort  of  backs  up  what  Dr.  Van  Meter 
said.  I thought  that  this  patient  was  quite  a 
neurotic  individual,  but  I did  find  that  she  had 
thickness  in  the  pelvis  which  I could  not  ac- 
count for  too  well. 

The  patient  had  had  a laparotomy  about  three 
years  ago,  and  we  were  unable  to  get  her  past 
report,  and  operative  report.  So,  we  explored 
her,  and  we  found  that  her  right  ovary  had 
been  removed  previously,  and  found  a large 
chocolate  cyst  involving  the  left  ovary,  the 
fundus  of  the  uterus  and  implants  on  the  sig- 
moid colon  and  on  the  dome  of  the  bladder. 
The  left  ovarian  cyst  and  the  uterus  were  re- 
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moved.  With  both  ovaries  out  we  thought  she 
would  not  have  any  future  trouble  with  her 
sigmoid  and  bladder  implants,  so  the  .abdo- 
men was  closed.  That  was  just  under  a year 
ago. 

This  patient  came  back  about  two  or  three 
months  after  that  with  .a  tremendous  amount 
of  pain,  deep  pelvic  pain.  I thought  at  that 
time  she  was  having  some  of  her  neurotic 
symptoms,  that  I thought  she  was  having  orig- 
inally, and  which  turned  out  to  be  endome- 
triosis. 

She  was  back  to  the  office  again  a few 
months  ago.  At  that  time  the  Lahey  Clinic  had 
made  a preliminary  report  on  the  use  of  very 
large  doses  of  stilbestrol  in  the  treatment  of 
these  patients.  We  had  had  several  other  pa- 
tients in  the  office  that  had  been  under  stilbe- 
strol for  the  period  of  a few  weeks. 

At  that  time  I saw  the  patient,  I put  her  on 
stilbestrol.  She  was  back  to  see  me  about  a 
month  ago,  which  was  about  a month  after  the 
time  we  put  her  on  stilbestrol,  and  she  was 
entirely  free  of  pelvic  pain.  She  said  she  felt 
better  than  she  had  in  ten  years. 

In  patients  for  whom  we  are  considering 
conservative  type  of  treatment,  I think  first 
we  can  consider  the  sex  hormones  in  the  treat- 
ment of  some  of  these  individuals.  I do  not 
mean  that  we  should  let  these  things  go  for 
tremendous  long  periods  of  time,  but  I think 
in  short  periods  of  time  these  hormones  could 
be  tried  on  some  of  these  patients  that  we  are 
concerned  with  sterilizing  early  in  their  con- 
ceptional  life,  and  maybe  some  results  may  be 
obtained  in  that  way  with  that  particular 
group  of  patients. 

I again  want  to  tell  you  that  I enjoyed  your 
paper,  Dr.  Grimes,  and  the  discussion. 

John  W.  Scoil,  Lexington:  Just  one  point.  I 
want  to  emphasize  what  Dr.  Grimes  mentioned, 
which  is  an  essential  point  in  the  x-ray  diag- 
nosis of  this  obstructing  sigmoid  lesion,  and 
that  is  the  integrity  of  the  mucosal  pattern. 

If  the  mucosal  pattern  is  not  involved,  the 
obstruction  is  due  to  pressure  from  without  the 
colon.  If  the  mucosal  pattern  is  disturbed,  the 
lesion  is  almost  certainly  within  the  colon. 


This  is  a critical  point  in  diagnosis. 

Allen  E.  Grimes,  Jr.,  (In  closing):  I want  to 
thank  the  gentlemen  for  the  discussion.  There 
are  one  or  two  things  I might  add.  The  role  of 
endocrine  therapy  has  been  exploited  to  some 
good  advantage.  Stilbestrol  has  been  used,  and 
testosterone  has  been  used,  particularly  in 
young  individuals  who  have  had  one  operation 
for  removal  of  one  ovary,  and  partial  resection 
of  the  other  ovary  in  an  effort  to  conserve  ovar- 
ian activity,  that  they  may  later  be  allowed  to 
bear  children;  that  is  particularly  true  in  the 
young  .age  group. 

T’estosterone  has  been  used  with  good  ad- 
vantage but,  oftentimes,  large  doses  are  neces- 
sary, and  such  quantities  may  give  rise  to  ob- 
jectionable secondary  sex  characteristics,  the 
growth  of  hair,  skin  changes,  acne,  and  things 
of  that  sort  which  are  not  desirable.  But  there 
is  reported  in  the  literature  a fairly  large  se^- 
ries  of  cases  in  which  endocrine  therapy  has 
been  used. 

I think  the  infiltration  and  the  induration 
of  this  particular  lesion  is  probably  unlike  any- 
thing else.  We  have  more  fixation  than  you 
get  in  the  malignancy.  It  is  not  easy  to  make 
either  the  preoperative  or  operative  diagnosis 
grossly.  It  may  be  an  incidental  finding. 

Yesterday  morning  I had  a young  woman  of 
thirty-one  years  of  age  who  had  a large  mass 
in  the  left  ovary  which,  because  of  its  fixation, 
I thought  to  be  either  an  intraligamentous  fi- 
broid or  endometriosis.  I had  the  abdomen 
opened,  the  patient  exposed,  and  the  pelvis 
packed  off. 

One  of  my  good  friends  came  in  about  that 
time  and  I said,  “Take  a look  at  this  patient.” 
He  looked  in  and  he  said,  “Carcinoma  of  the 
sigmoid.”  I had  the  ovary  and  the  implants  fair- 
ly well  under  cover  with  the  pack  and  this 
was  a surgeon,  a man  of  keen  observation,  who 
made  the  diagnosis  of  malignancy.  I reveal 
this  recent  experience  to  again  emphasize  that 
the  diagnosis  is  not  always  easy  to  make.  In 
one  instance  you  may  want  to  be  conservative 
and  while  with  carcinoma  you  want  to  be  radi- 
cal in  your  surgery. 
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WHY  EXAMINE  THE  ANUS,  RECTUM,  AND  LOWER 

SIGMOID? 

W.  L.  Cooper.  M.  D.,  M.  S.  (Proclology) 

LEXINGTON 


A recent  review  of  the  literature  still 
reveals  that  those  patients  who  have  le- 
sions of  the  anus,  rectum  and  lower  sig- 
moid are  often  likely  to  be  treated  for 
some  other  disease  while  the  primary  con- 
dition remains  undiscovered.  Most  lesions 
in  this  region  can  be  diagnosed  with  the 
greatest  of  ease,  that  is,  by  an  inspection, 
a digital  examination,  or  a proctosigmoid- 
oscopy. In  many  instances,  however,  there 
develops  an  involuntary  repugnance  on 
the  part  of  the  examining  physician  as 
soon  as  rectal  complaints  are  mentioned. 
The  physician  uses  the  ophthalmoscope, 
otoscope,  and  stethoscope  to  examine  all 
parts  of  the  body  carefully,  but  hesitates 
to  perform  a digital  examination  or  proc- 
toscopic examination  of  the  rectum.  After 
a few  leading  questions,  he  makes  an 
“easy  chair”  diagnosis  when  only  a little 
practice  is  required  to  use  the  proctoscope 
intelligently  and  certainly  very  little  ef- 
fort is  required  to  do  a digital  examination 
of  the  rectum.  Pile  ointments,  (which  are 
highly  advertised)  laxatives,  suppositories, 
and  so  forth,  are  given  ad  libitum  until 
the  patient  reports  late  in  the  disease  to 
the  hospital. 

Factors  which  are  necessary  to  avoid  the 
above  conditions  are:  a complete  history, 
an  inspection  and  careful  digital  examina- 
tion of  the  anus  and  rectum,  and  a procto- 
sigmoidoscopy. A discussion  of  biopsies, 
smears,  stool  examinations,  X-rays  of  the 
colon  and  other  accessory  diagnostic  aids 
is  omitted  in  the  present  paper. 

Symptoms 

The  more  common  symptoms  elicited  in 
a history  are  usually  pain,  bleeding,  pro- 
trusion, swelling,  constipation,  itching, 
discharge,  low  back  pain,  feeling  of  full- 
ness in  the  rectum,  and  nervousness.  Less 
frequent  symptoms  are:  alternating  diar- 
rhea, and  constipation,  feeling  of  constric- 
tion and  “high”  rectal  pain.  A diagnosis 
should  not  be  made  on  the  history  alone. 
It  is  well  to  remember  that  the  typical  his- 
tory of  an  anal  fissure  may  be  associated 
with  a carcinoma  of  the  rectum  which 
may  be  determined  if  a complete  exami- 
nation is  performed. 

Read  before  the  Franklin  County  Medical  Meeting,  June 
23,  1949. 


Recial  Bleeding 

According  to  Swinton  (6)  “over  80  per 
cent  of  all  patients  with  malignant  disease 
of  the  large  bowel  will  have  associated 
rectal  (bleeding.”  Buie  (2)  has  also  stated 
that  when  a patient  has  a rectal  carcino- 
ma, bleeding  from  the  rectum  is  a com- 
mon sign.  Bleeding  is  the  most  significant 
symptom  of  cancer  of  the  colon  and  rec- 
tum, and  yet,  how  frequently  innocent 
hemorrhoids  receive  the  blame,  especially, 
when  the  physician  accepts  the  patient’s 
diagnosis  of  “bleeding  piles.” 

A general  rule  exists  in  some  localities 
that  the  passage  per  rectum  of  dark  blood 
with  clots  indicates  a lesion  in  the  colon 
and  the  passage  of  bright  red  blood  a 
lesion  in  the  rectum.  This  is  perhaps  true 
in  a few  cases,  but  exceptions  are  so  fre- 
quent that  this  “rule”  has  no  final  diagnos- 
tic value.  Many  physicians  even  make 
their  final  diagnosis  of  the  location  of  the 
lesion  on  this  “rule”  which  is  criminal 
negligence.  A digital  examination  and  a 
proctosigmoidoscopic  examination  are  im- 
perative in  the  above  cases. 

Quoting  Swinton  (6)  again,  “98  per  cent 
of  the  patients  with  proven  carcinoma  of 
the  rectum  and  colon  complain  of  one  or 
more  of  the  following  three  symptoms: 
blood  in  the  stool,  altered  bowel  function, 
or  abdominal  cramps  and  pain.”  Any  one 
of  the  above  three  should  certainly  justify 
a digital  and  proctosigmoidoscopic  exam- 
ination, yet,  this  is  not  done  by  many 
physicians. 

A history  may  be  obtained  of  recurrent 
unproductive  abdominal  cramps,  which 
not  infrequently  indicates  a progressive 
constricting  lesion  in  the  colon.  Increasing 
frequency  and  severity  of  the  abdominal 
cramps  may  take  place  as  the  obstruction 
becomes  more  complete.  Whereas,  abdom- 
inal cramps  followed  by  diarrheal  stools 
may  often  indicate  an  inflammatory  or 
functional  condition.  A complete  exam- 
ination in  such  cases  should  still  be  made. 

D’Antoni  (3)  recently  stated  that  the 
number  of  diagnoses  of  neurogenic  diar- 
rheas in  one’s  practice  increased  in  ratio 
to  the  inadequacy  of  the  laboratory  facil- 
ities. He  felt  that  if  stools  were  examined 
and  cultured  repeatedly,  and  more  proc- 
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tosigmoidoscopic  examinations  were  done 
that  there  would  be  considerably  less  work 
for  the  psychiatrists. 

The  diagnosis  of  “colitis”  or  “mucous 
colitis”  or  “spastic  colitis”  is  made  many 
times  on  a history  alone  which  is  a very 
bad  practice. 

The  history  in  some  conditions  may  lead 
the  surgeon  into  many  unhappy  exper- 
iences and  cause  him  to  promise  relief_and 
even  perform  unjustifiable  operations. 
Especially,  is  the  above  true  in  operations 
on  the  coccyx.  The  pain  in  coccygodynia 
centers  around  the  coccyx  and  the  history 
given  may  be  characterized  by  a severe, 
continuous  throbbing  pain  commonly 
brought  on  by  sitting  and  noticed  particu- 
larly on  rising  from  a sitting  position.  The 
pain  may  radiate  occasionally  down  the 
back  of  the  thighs  and  laterally  into  the 
Gluteal  region.  It  is  well  to  differentiate 
this  condition  from  presacral  tumors,  tu- 
mors of  the  cauda  equina,  and  spinal  cord, 
and  also  from  a nucleus  pulposis. 

In  Proctalgia  Fugax  a history  may  be 
obtained  of  an  insidious  pain  which  comes 
on  without  warning  and  often  awakens 
the  patient  from  a sound  sleep  and  is  local- 
ized in  the  bowel  some  5 to  10  centimeters 
above  the  anus.  The  pain  may  increase 
rapidly  in  intensity  to  a point  associated 
with  a mild  shock.  Granet  (4)  has  stated 
that  the  pain  may  be  described  as  agoniz- 
ing as  if  “caused  by  an  expanding  bal- 
loon.” This  pain  usually  persists  for  some 
5 to  10  minutes  and  then  gradually  sub- 
sides leaving  the  patient  markedly  fa- 
tigued and  weak.  A knowledge  of  this 
condition  (Proctalgia  Fugax)  may  aid 
greatly  in  a differential  diagnosis. 

An  inspection  of  the  perianal  skin  and 
anus  may  reveal  a rectal  prolapse,  pro- 
truding hypertrophic  anal  papillae,  pro- 
truding polyps,  external  or  protruding  in- 
ternal hemorrhoids,  thrombosed  external 
hemorrhoids,  external  fistulous  orifices, 
subcutaneous  or  ischioanal  abscesses,  pru- 
ritus ani,  squamous  cell  carcinoma,  anal 
fissures  or  ulceration  caused  by  tubercu- 
losis and  chancroid.  Condyloma  lata  and 
condyloma  acuminata,  fibromas,  hemian- 
giomas,  and  lymphangiomas  may  also  be 
seen  on  inspection. 

Digilal  Examinalion 

A digital  examination  may  reveal  hyper- 
trophied anal  papillae,  eleomas,  phlebo- 
liths,  thrombosed  internal  hemorrhoids, 
extrarectal  masses,  submucous  abscesses 
or  nodules,  rectal  strictures,  benign  or  ma- 
lignant growths,  anal  stenosis,  a recto-sig- 


moidal intussusception,  foreign  bodies,  or 
fecal  impactions. 

The  importance  of  a digital  examination 
of  the  anus  and  rectum  can  be  more  force- 
fully illustrated  by  quoting  Jackman  (5) 
who  recently  found  in  817  patients  with 
carcinoma  of  the  colon  and  rectum,  that 
more  than  half  (54.3  per  cent)  had  lesions 
which  could  be  palpated  by  a digital  exam- 
ination. In  this  group  about  one  fourth 
(23  per  cent)  had  received  some  form  of 
treatment,  but  not  for  the  carcinoma  dur- 
ing the  course  of  their  symptoms  arising 
from  the  unsuspected  carcinoma  within 
reach  of  the  finger.  Swinton  (6)  has  stated 
that  fifty  per  cent  of  cancers  of  the  large 
bowel  can  be  palpated  by  a careful  digital 
examination.  The  old  adage  still  holds 
true  that  if  you  don’t  put  your  finger  into 
the  rectum  you  may  put  your  foot  into 
a more  complicated  situation. 

Some  of  the  errors  which  may  occur 
from  a digital  examination  are  the  palpa- 
tion of  a hard  fecal  mass,  the  cervix  uteri, 
or  an  extrarectal  mass  which  is  thought  to 
a carcinoma  of  the  rectum.  A procto- 
scopic examination  in  such  cases  may 
numklv  reveal  the  true  situation. 

The  finding  of  a rectal  shelf  on  digital 
examination  may  be  the  first  significant 
clue  to  the  discovery  of  some  obscure  ab- 
dominal disease.  It  is  well  to  remember 
that  this  rectal  shelf  is  formed  bv  an 
extrarectal  mass  situated  in  the  pouch  of 
Douglas  or  rectovesical  space.  It  may  re- 
sult from  metastasis  from  a carcinoma  in 
the  upper  part  of  the  abdomen,  or  from 
some  intra-abdominal  inflammatory  dis- 
ease. An  investigation  of  the  Gastrointes- 
tinal tract  in  the  male  and  th°  Genital 
system  in  the  female  mav  reveal  the  ori- 
marv  lesion.  A rectal  shelf  should  not  be 
confused  with  a primary  carcinoma  of  the 
rectum. 

Many  of  the  lesions  listed  above  und^ 
the  findines  on  digital  examination  as  well 
as  the  lesions  of  bacillary  dysentery,  ame- 
biasis, thrombo-ulcerative  colitis,  gonor- 
rhea, tuberculosis,  adenocarcinoma,  and 
lymphooathia  venereum,  may  be  found  on 
proctosiGmoidoscopy. 

It  is  a well  established  fact,  according  to 
Browne  (1)  that  of  the  colonic  diseases, 
75  per  cent  show  an  involvement  in  the 
endoscopically  available  distal  30  centi- 
meters of  the  bowel.  Roentgen  study  of 
this  segment  of  the  bowel  is  frequently 
inconclusive.  Before  roentgenologic  exam- 
ination of  the  colon  is  performed,  a digi- 
tal examination  and  a proctosigmoido- 
scopic  examination  should  be  made.  This 


30 


KENTUCKY  MEDICAL  JOURNAL 


[January,  1950 


was  very  clearly  illustrated  recently  in  a 
case  of  my  own  in  which  two  barium 
enema  studies  done  elsewhere  by  a very 
competent  roentgenologist  were  reported 
as  negative  while  a carcinoma  of  the  rec- 
tum rested  within  reach  of  an  examining 
finger. 

Proctosigmoidoscopic  Examination 

It  has  been  shown  by  Browne  (1)  that 
in  1000  routine  proctosigmoidoscopic  ex- 
aminations a significant  abnormality  was 
noted  in  30.6  per  cent  as  compared  with 
a finding  of  significant  abnormalities  in 
27.8  per  cent  of  876  specifically  indicated 
gastro-intestinal  series;  19.2  per  cent  sig- 
nificant abnormalities  in  320  specifically 
indicated  barium  enemas  and  only  9 per 
cent  significant  abnormalities  in  96  spe- 
cifically indicated  gastroscopic  examina- 
tions. He  further  reported  that  in  200  cases 
sigmoidoscoped,  without  indication,  that 
significant  diagnostic  findings  were  pres- 
ent in  11  cases.  Six  cases  of  this  group  of 
11  were  benign  polyps  and  3 cases  of  this 
group  were  carcinoma.  One  case  of  diver- 
ticulosis  and  one  case  of  amebiasis  were 
also  found.  It  is  of  value  to  note  that  one 
of  the  above  cases  of  carcinoma  was  found 
;n  a profoundly  neurotic  individual. 

Swinton  (6)  has  stated  that  only  one 
third  of  the  patients  with  benign  mucosal 
polyps  of  the  rectum  and  colon  complain 
of  rectal  bleeding.  It  may  be  seen  that  if 
large  numbers  of  these  premalignant  le- 
sions are  to  be  discovered,  not  only  must 
every  patient  with  any  symptoms  refer- 
able to  the  large  bowel  be  carefully  in- 
vestigated, but  proctosigmoidoscopic  ex- 
aminations must  be  a routine  part  of  every 
complete  general  examination., 

Characteristic  lesions  of  thrombo-ulcer- 
ative  colitis,  tuberculosis,  bacillary  dysen- 
tery, polypoid  disease,  amebiasis,  lympho- 
pathia  venereum,  and  malignancy  appear 
in  the  wall  of  the  rectum  or  terminal 
colon  and  not  only  may  these  lesions  be 
seen  early,  by  proctosigmoidoscopy,  but 
satisfactory  smears  and  biopsies  may  be 
obtained  at  the  same  time  to  aid  in  a fur- 
ther study.  The  value  of  recognizing 
thrombo-ulcerative  colitis  and  amebiasis 
and  avoiding  ano-rectal  surgery  in  these 
cases  is  very  important. 

Thrombo-ulcerative  colitis  can  often  be 
diagnosed  proctosigmoidoscopically  long 
before  there  are  roentgenological  mani- 
festations of  this  disease.  Many  roentgen- 
ologists will  admit  that  the  lower  end  of 
the  sigmoid,  recto-sigmoid,  and  the  rectum 
are  “blind  areas”  on  many  occasions.  Small 


benign  and  malignant  growths  as  well  as 
some  of  the  ulcer  producing  diseases  may 
not  be  demonstrated  by  routine  X-ray 
study. 

Summary  and  Conclusions 

The  more  outstanding  reasons  for  ob- 
taining a complete  history  of  all  com- 
plaints with  reference  to  the  anus,  rectum, 
and  lower  sigmoid  have  been  given. 

The  necessity  of  performing  a digital 
examination  of  the  rectum  and  a procto- 
sigmoidoscopic examination  in  all  cases 
has  been  emphasized. 

It  has  been  pointed  out  that  a digital 
examination  of  the  rectum  and  a procto- 
sigmoidoscopic examination  should  pre- 
cede a barium  enema. 

Not  infrequently,  a patient  labeled  as  a 
psychoneurotic  will  show  surprising  pa- 
thology on  a complete  examination  of  the 
anus,  rectum,  and  lower  sigmoid. 

The  value  of  a proctosigmoidoscopy  in 
discovering  premalignant  lesions  of  the 
rectum  and  lower  sigmoid  has  been 
stressed.  It  is  possible  that  a routine  proc- 
tosigmoidoscopic examination  will  enable 
us  to  lower  the  incidence  of  fatal  rectal 
and  recto-sigmoid  carcinoma. 

It  is  well  to  remember  that  a malignancy 
may  possibly  complicate  or  be  associated 
with  so-called  “simple  hemorrhoids”  or 
“bleeding  piles.” 

It  has  been  demonstrated  by  one  writer 
(1)  that  in  routine  proctosigmoidoscopic 
examinations  as  much  as  30.6  per  cent 
significant  abnormalities  may  be  noted. 

A sigmoidoscope  should  be  considered  as 
important  a part  of  one’s  diagnostic  equip- 
ment as  the  stethoscope,  vaginal  speculum, 
otoscope,  or  laryngoscope. 

Thrombo-ulcerative  colitis  may  be  often 
diagnosed  proctosigmoidoscopically  before 
there  are  roentgenological  manifestations 
of  the  disease. 

The  first  significant  clue  to  the  dis- 
covery of  some  obscure  intra-abdominal 
disease  may  be  the  finding  of  a rectal 
shelf. 

The  diagnosis  of  “colitis”  by  a history 
alone  is  a very  bad  practise. 

An  “easy-chair”  diagnosis  should  not  be 
made  in  diseases  of  the  anus,  rectum,  and 
lower  sigmoid. 

An  inspection,  a digital  examination  and 
a proctosigmoidoscopic  examination 
should  all  be  utilized  in  diagnosing  diseas- 
es of  the  anus,  rectum,  and  lower  sigmoid. 
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COMMON  DUCT  STONE 
G.  Y.  GRAVES,  M.  D.,  F.  A.  C.  S.,  F.  R.  C.  S;  E. 

BOWLING  GREEN 


The  diagnosis  of  common  duct  stone 
when  associated  with  the  classical  triad 
of  biliary  colic,  jaundice  and  Charcot’s 
fever  is  easy.  Unfortunately,  in  the  actual 
study  of  patients  suffering  from  this  con- 
dition, one  finds  a diversity  of  clinical  p:c- 
tures  which  may  mimic  any  disease  in- 
volving the  liver  and  biliary  passages. 

The  typical  patient  will  be  a middle- 
aged  female,  who  gives  a history  of  gaseous 
indigestion  with  post  prandial  bloating 
and  fullness  for  a long  period  of  time.  This 
person  may  have  mild-to-severe  attacks 
of  biliary  colic  which  may  be  associated 
with  jaundice,  chills  and  fever. 

The  attack  usually  begins  after  a heavy 
meal.  It  may  start  with  severe  pain  in  the 
epigastrium  or  right  hypochondrium.  The 
pain  usually  radiates  around  the  right 
costal  margin  to  a point  just  below  the 
angle  of  the  scapula  or  to  the  interscaoular 
region.  Nausea  and  vomiting  are  severe. 
The  temperature  may  reach  103°  F.,  and 
the  pulse  is  slow.  Within  several  hours, 
the  patient  becomes  jaundiced.  The  jaun- 
dice in  intermittent.  The  urine  becomes 
dark.  The  stools,  which  contain  undigested 
fats,  become  light  or  clay-colored.  The 
physical  signs  are  variable.  There  may  be 
upper-abdominal  tenderness  and  some  ri- 
gidity during  the  acute  attack.  The  patient 
is  restless.  The  leucocyte  count  varies  from 
12,000  to  20,000.  Chills,  fever  and  sweats 
may  develop  if  much  infection  is  present. 
The  liver  may  be  slightly  enlarged  and 
tender.  The  gall  bladder  cannot  be  pal- 
pated. At  first  the  liver  function  tests  will 
be  normal. 

Since  1930,  I have  performed  304  opera- 
tions for  various  diseases  of  the  biliary 
tract.  In  54  of  these,  I explored  the  com- 
mon duct,  because  I had  reason  to  believe 
that  the  common  duct  might  have  a stone 
in  it.  It  is  on  the  basis  of  these  records, 
incomplete  in  many  instances,  that  I have 
compiled  this  report. 

Read  before  the  Warren-Edmonson  County  Society,  May, 

1949. 


Biliary  Colic 

Forty-four  of  these  patients  gave  a his- 
tory that  resembled  that  of  biliary  colic, 
which  might  be  prolonged,  severe  and 
difficult  to  relieve.  In  20  patients,  the  pain 
began  in  the  epigastric  region.  In  17,  it 
started  in  the  region  of  the  gall  bladder. 
Three  complained  of  pain  beginning  in 
the  sternal  region.  These  pains  had  to  be 
differentiated  from  those  of  heart  disease. 
In  two  cases  it  began  and  stayed  in  the 
region  of  the  umbilicus.  Two  had  general- 
ized abdominal  pain,  while  one  began  with 
severe  pain  in  the  lower  abdomen. 

In  30  patients  the  pain  radiated  around 
the  costal  margin  to  beneath  the  tip  of  the 
right  scapula.  In  eight  the  pain  seemed  to 
go  straight  through  to  the  interscapular 
region.  In  six,  it  remained  localized  and 
d’d  not  radiate.  In  three  it  was  substernal 
and  resembled  an  angina.  In  addition,  four 
cases  had  pain  that  radiated  to  the  left. 

Jaundice 

A history  of  jaundice,  or  the  presence 
of  jaundice  at  the  time  of  operation,  was 
found  in  36  cases.  In  14  it  was  present  at 
the  time  of  examination.  The  patients 
giving  a history  of  jaundice  could  be  di- 
vided into  two  groups.  The  larger  had  a 
history  of  a bout  of  colic  followed  in  a 
few  hours  or  days  with  jaundice,  light 
stools,  and  dark  urine,  which  soon  cleared 
up.  The  other  group  had  one  or  two  at- 
tacks of  severe  illness  during  which  the 
jaundice,  persisting  for  weeks,  was  in 
many  instances  associated  with  chills, 
fever  and  loss  of  weight.  This  latter  group 
was  a long  time  recovering  from  the  ef- 
fects of  the  illness.  Four  patients  had  at- 
tacks of  jaundice  following  previous  cho- 
lecystectomy. The  jaundice  was  associated 
with  colic,  and  in  two  instances  with  fever 
and  chills.  On  reoperation,  three  of  these 
had  stones  in  the  common  duct;  the  other 
one  had  a stricture  of  the  common  duct 
due  to  adhesions.  In  two  of  these  patients, 
the  attack  began  three  to  five  years  after 
cholecystectomy.  The  stone  in  one  instance 
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was  soft,  reddish-orange  in  color  and  not 
faceted. 

One  patient  had  a cholecystectomy  and 
choledochotomy  with  removal  of  three 
stones.  Two  years  later  colic  and  jaundice 
caused  the  duct  to  be  explored.  A stone 
was  found  and  the  duct  drained  for  six 
weeks.  Four  years  later,  after  a quiescent 
period  of  three  years,  jaundice,  colic,  chills 
and  fever  caused  the  third  exploration  of 
the  duct,  and  a large  stone  was  found.  The 
stone  was  removed,  and  a T-tube  was  used 
to  drain  the  duct  for  six  months.  The  pa- 
tient has  not  had  any  trouble  since  this 
last  operation  nine  years  ago.  The  stone 
found  at  the  second  exploration  might 
have  been  overlooked  at  the  first  opera- 
tion. The  stone  found  at  the  third  opera- 
tion was  almost  certainly  one  formed  in 
the  common  duct.  Soft,  crumbly,  reddish- 
brown,  it  was  associated  with  much  bi- 
liary sand  and  mud.  Two  patients  who 
had  a cholecystostomy  with  persistent 
draining  sinuses  which  closed  occasionally 
to  be  followed  by  jaundice,  chills  and 
fever,  were  relieved  by  removal  of  stones 
from  the  common  duct  and  a cholecys- 
tectomy. Two  other  patients  developed 
jaundice  insidiously  and  without  much 
pain.  Their  other  symptoms  were  gaseous 
indigestion,  nausea,  loss  of  weight,  itching, 
etc.  The  jaundice  in  one  of  these  showed 
some  variation;  in  the  other  it  was  contin- 
uous and  progressive.  The  preoperative 
diagnosis  was  carcinoma  of  the  head  of  the 
pancreas,  but  operation  revealed  four  large 
stones  in  the  common  duct.  The  only  hos- 
pital fatality  was  in  this  group. 

Chills  and  Fever 

Chills  and  fever,  the  third  of  the  diag- 
nostic triad,  were  prominent  in  the  history 
of  eight.  Many  of  these  patients  had  some 
fever  during  the  attacks,  occasionally 
reaching  as  high  as  104°  F. 

Nausea  and  vomiting  are  likely  to  be 
severe  in  common  duct  stone,  more  so  than 
in  acute  gall  bladder  attacks. 

The  patients  may  present  evidences  of 
weight  loss.  In  four,  it  ranged  from  20  to 
32  pounds.  This  loss  is  usually  due  to  vol- 
untary restriction  of  diet  and  to  loss  of 
appetite  or  vomiting.  It  was  most  marked 
in  the  long-continued  jaundice  or  in  cases 
associated  with  cholangitis. 

Clay-colored  stools  were  found  or  the 
history  of  such  stools  elicited  in  22  cases. 
As  the  obstructon  is  seldom  complete,  a 
variable  amount  of  bile  is  admitted  to  the 
duodenum  which  gives  some  color  to  the 
stools.  A history  of  the  stool  changing 
from  white  to  brown  is  more  typical.  How- 


ever, many  of  these  patients  took  bile 
salts,  and,  too,  various  pigments  in  the 
food  tend  to  modify  the  color  of  the  stool. 
Approximately  50  per  cent  of  the  patients 
noticed  that  the  urine  tended  to  change 
color  and  become  dark  during  the  severe 
attacks.  Urobilinogen  in  the  urine  indi- 
cates obstruction  to  the  duct  is  not  com- 
plete. Repeated  appearances  and  disap- 
pearances of  urobilinogen  speak  for  stone 
rather  than  malignancy  as  the  cause  of 
the  obstruction. 

Physical  Examination 

The  physical  signs  will  depend  upon 
whether  the  patient  is  seen  during  the 
attack  or  later.  During  the  attack  moder- 
ate tenderness  in  the  right  upper  quad- 
rant and  over  the  liver  posteriorly  may  be 
present.  Muscular  rigidity  may  be  found 
if  there  is  much  infection.  The  liver  may 
be  slightly  enlarged  and  tender.  Spleno- 
megaly should  make  one  doubt  the  diag- 
nosis. After  the  acute  attack  is  over, 
jaundice  may  be  the  only  physical  sign 
that  can  be  elicited.  Daylight  is  necessary 
to  notice  jaundice,  for  appreciable  jaun- 
dice may  be  unnoticed  in  artificial  light. 
The  chronically-jaundiced  case  may  have 
scratch  marks  from  the  pruritis.  However, 
this  condition  is  not  as  common  in  cases 
to  stone  as  in  those  due  to  malignant 
obstruction. 

Laboratory  Aids 

When  jaundice  is  present  the  van  den 
Bergh  reaction  is  direct.  The  icteric  index 
ranges  from  seven  to  150.  Levels  above  100 
are  due  to  malignant  obstruction  or  to 
severe  hepatocellular  jaundice.  Variations 
in  level  of  the  index  are  helpful  in  elim- 
inating malignant  obstruction.  It  is  also 
helpful  in  deciding  when  to  operate.  If 
the  level  is  rising,  operation  is  postponed 
until  the  index  becomes  stable  or  is  falling. 

Liver  function  tests  may  be  of  some 
help  in  differentiating  obstructive  jaun- 
dice from  hepatocellular  jaundice  if  one 
remembers  their  limitations,  which  are 
Cl)  the  tremendous  reserve  power  of  the 
liver.  (2)  its  speed  of  regeneration,  and 
(3)  the  multiplicitv  of  its  functions. 

The  time  element  is  very  important.  If 
the  tests  are  applied  soon  after  the  stone 
blocks  the  duct,  very  little  evidence  of 
liver  damage  will  be  present,  and  one  can 
assume  that  the  jaundice  is  obstructive. 
The  cephal in-cholesterol  flocculation  and 
the  thymol  turbidity  tests  will  be  negative. 
The  blood  cholesterol  will  be  raised  in 
early  obstruction.  A decrease  in  the  per- 
centage of  cholesterol  esters  indicates 
hepatic  damage.  Phosphatase  will  be  also 
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elevated  in  obstructive  jaundice. 

The  galactose  tolerance  test,  the  serum 
protein  and  the  albumin-globulin  ratio  are 
normal  early  in  jaundice  due  to  stone.  The 
prothrombin  time  is  very  important  in 
obstructive  jaundice.  A low  level  indicates 
a bleeding  tendency.  Equally  important 
is  the  response  of  the  liver  to  the  injection 
of  an  ampoule  of  hykinone.  A response  of 
more  than  20  per  cent  indicates  no  impor- 
tant liver  damage  and  that  obstruction  is 
the  probable  cause  of  the  jaundice. 

X-ray  of  the  gall  bladder  following  the 
ingestion  of  appropriate  dye  is  of  little 
use  in  jaundice  from  any  cause.  The  gall 
bladder  shadow  will  be  very  faint  or  ab- 
sent. Only  if  opaque  calculi  are  present 
will  the  test  be  of  value.  However,  a his- 
tory of  a previous  cholecystogram  showing 
stones  or  non-visualization  of  the  gall 
bladder  is  of  value. 

The  most  important  information  of  all 
is  to  determine  actually  whether  bile  is 
entering  the  duodenum,  and  whether  it  is 
sometimes  present  and  other  times  absent. 
This  knowledge  indicates  a stone  as  the 
cause  of  the  blockage  and  can  be  deter- 
mined by  testing  the  urobilinogen  in  the 
urine.  The  presence  of  urobilinogen  in  the 
urine  means  that  bile  is  present  in  the 
intestinal  tract.  Fluctuations  of  urobilino- 
gen in  the  urine  would  indicate  a stone 
as  the  cause  of  obstruction.  Perhaps  duo- 
denal intubation  may  be  the  only  way  to 
diagnose  common  duct  stone  when  the 
gall  bladder  has  been  removed.  The  pres- 
ence of  cholesterol  crystals  and  pus  in 
the  bile  determined  that  a stone  was  the 
cause  of  obstruction  in  one  case  in  which 
the  gall  bladder  had  been  removed. 

In  many  cases,  the  presence  or  absence 
of  stone  could  be  determined  only  at  the 
time  of  operation.  Earlier  in  the  series  the 
common  duct  was  explored  only  if  stones 
were  palpated  in  it,  if  it  was  obviously 
abnormal,  or  if  jaundice  was  present.  This 
nolicy  led  to  the  finding  of  a large  per- 
centage of  stones  in  the  ducts  explored, 
but  it  also  caused  stones  to  be  overlooked. 
It  was  the  direct  cause  of  two  secondary 


operations  in  which  stones  were  found  at 
the  second  operation.  Gradually  the  policy 
has  been  adopted  of  opening  the  duct  in 
any  case  in  which  there  is  a possibility  of 
a stone  being  present. 

Indications  For  Exploring  The  Duct 

(1)  If  the  duct  is  enlarged  or  fibrosed 

(2)  If  the  gall  bladder  is  small  and  fi- 
brotic 

(3)  If  the  gall  bladder  contains  small 
stones 

(4)  The  presence  of  jaundice 

(5)  A history  of  previous  jaundice 

(6)  A history  of  chills  and  fever 

(7)  The  finding  of  cloudiness  or  tubidity 
in  bile  aspirated  from  the  common 
duct 

(8)  The  history  of  symptoms  continuing 
after  the  gall  bladder  has  been  re- 
moved, especially  if  associated  with 
jaundice,  chills  and  fever 

During  the  last  four  years,  the  common 
duct  was  explored  in  approximately  30 
per  cent  of  operations  upon  the  biliary 
tract.  In  30  instances,  stones  were  found 
in  the  54  ducts  explored.  It  is  now  my 
practice  to  do  cholangiography  before  the 
T-tube  is  removed.  In  three  instances, 
residual  stones  were  found  in  the  common 
duct.  The  patients  were  treated  by  Pib- 
ram’s  method  of  injection  of  ether  fol- 
lowed by  olive  oil,  the  treatment  being 
successful  in  all  instances.  Later  cholan- 
giograms  showed  the  stone  had  disap- 
peared and  that  the  lipiodal  flowed  freely 
into  the  duodenum. 

Summary 

1.  In  304  operations,  the  common  duct 
was  explored  in  54  cases  (15%)  for  stone. 

2.  In  thirty  cases  (9.8%)  stone  was 
found. 

3.  There  was  one  death  (1.8%). 

4.  In  five  known  instances  stones  were 
overlooked  and  found  at  secondary  opera- 
tion or  by  cholangiography.. 

5.  In  three  cases,  Pibram’s  method  of  dis- 
solving the  stone  was  successfully  used. 
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Special  JIrticle 


RINGWORM  OF  THE  SCALP  IN  SCHOOL  CHILDREN 

OF  LOUISVILLE 

Emil  Koicher,  Sc.  D.,*  and  William  F.  Lamb,  M.  D.,  M.  P.  H.** 

LOUISVILLE 


During  the  winter  of  1947-48,  reports 
were  received  by  the  Louisville- Jefferson 
County  Board  of  Health  that  outbreaks  of 
ringworm  of  the  scalp  were  occurring  in 
various  communities  of  Kentucky.  School 
nurses  had  already  recognized  a number 
of  cases  among  the  school  children  in 
Louisville  itself.  In  view  of  the  fact  that 
this  infection  has  been  reported  as  a real 
public  health  problem  in  cities  like  New 
York  (1),  Philadelphia  (2),  Hagerstown, 
Md.  (3),  Chicago  (4),  as  well  as  others,  it 
was  decided  to  estimate  the  extent  of  the 
infection  by  surveying  the  school  children. 

Survey 

The  survey  was  made  by  nurses  of  the 
Health  Department  who  had  been  trained 
in  detecting  fluorescent  hairs  with  filtered 
ultra-violet  light  lamp  (GE  Purple-X  bulb 
mounted  in  a mechanic’s  trouble  lamp). 
When  hairs  were  found  to  fluoresce  under 
this  light,  a few  were  plucked,  put  into  an 
envelope  and  submitted  to  the  Bacteri- 
ology Laboratory  of  the  Louisville  Gen- 
eral Hospital  for  cultural  studies.  A record 
was  made  on  the  infected  child  indicating 
the  extent  of  the  infection.  The  fluorescent 
hairs  were  cultured  on  Sabouraud’s  Dex- 
trose Agar  at  room  temperature  in  order 
to  determine  the  species  of  fungus  causing 
the  infection. 

Results 

The  first  survey  was  made  during  March 
and  April  1948  on  school  children  from 

Table  I. 

Children  examined  with  filtered  ultra-violet 
light  (March  and  April,  1948) 


No.  Positive 


Color 

No.  Examined 

by  Culture 

°/o  Pos. 

White 

9982 

6 

0.06 

Colored 

3311 

54 

1.6 

Total 

13293 

60 

0.4 

* Associate  Professor  of  Bacteriology  and  Parasitology  and 
Associate  in  Preventive  Medicine  and  Public  Health,  Uni- 
versity of  Louisville  School  of  Medicine. 

**  Deputy  Director.  Louisville- Jefferson  County  Health 
Department  and  Associate  Professor  of  Preventive  Medi- 
cine and  Public  Health,  University  of  Louisville  School 
of  Medicine. 


Kindergarten  through  the  12th  grade.  The 
nurses  visited  fifty-four  schools,  which  in- 
cluded white  and  colored,  public  and  paro- 
chial, urban  and  rural.  In  doing  this  it  was 
felt  that  a good  cross-section  of  the  school 
children  was  obtained. 

Cultural  Studies 

Microsporum  Audouini  was  cultured 
from  fifty-nine  (59)  specimens,  and  Micro- 
sporum canis  from  one  (1)  specimen. 
Sabouraud’s  dextrose  agar  was  the  culture 
medium  used. 

From  this  survey  several  points  became 

obvious: 

Table  II. 

Number  of  children  examined  in  each  grade: 

No.  Positive 


No.  Ex. 

by  Culture 

% 

Kindergarten 

149 

5 

3.3 

First  Grade 

3176 

23 

0.7 

Second  Grade 

539 

6 

0.1 

Third  Grade 

568 

11 

1.9 

Fourth  Grade 

2749 

11 

0.4 

Fifth  Grade 

428 

2 

0.4 

Sixth  Grade 

2416 

1 

9.0  + 

Seventh  Grade 

251 

Eighth  Grade 

1871 

1 

0.0  + 

Extras 

153 

Tenth  Grade 

701 

Twelfth  Grade 

292 

Total 

13293 

60 

Table 

III. 

Age  and  Sex 

Distribution  of  Culturally  Pos- 

itive  Cases: 

Age  Male 

Female 

Total 

5 

4 

0 

4 

6 

9 

4 

13 

7 

11 

3 

14 

8 

10 

0 

10 

9 

8 

8 

8 

10 

4 

1 

5 

11 

2 

1 

3 

12 

1 

0 

1 

13 

2 

0 

<2 

Total 

51 

9 

60 
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1.  The  incidence  of  ringworm  of  the  scalp 
among  the  Louisville  school  children 
was  not  in  epidemic  proportions,  only 
0.4%  were  found  positive  by  culture. 

2.  The  greatest  incidence  of  infection, 
(1.6%)  was  occurring  among  the  color- 
ed children. 

3.  The  greatest  incidence  of  infection, 
was  present  in  those  children  below 
the  Fifth  grade  and  under  twelve  years 
of  age. 

4.  Eighty-five  per  cent  (85%)  of  the  cases 
were  boys.. 

5.  A little  more  than  ninety-eight  per 
cent  (98.3%)  of  the  cases  were  caused 
by  Microsporum  Audouini. 

During  January,  1949,  members  of  the 
City-County  Health  Department  received 
word  from  some  dermatologists  that  they 
were  seeing  a greater  number  of  cases  of 
tinea  capitis  in  their  offices  than  they  had 
previously.  The  question  arose  as  to 
whether  the  incidence  of  the  infection  had 
increased  during  the  summer  and  fall 
months  of  1948.  Microsporum  Audouini  is 
regarded  as  a rather  infectious  agent  be- 
cause it  has  been  recovered  more  fre- 
quently than  the  other  Microsporum  in 
some  tinea  capitis  epidemics.  It  was  con- 
sidered possible  that  the  relatively  few 
children  who  were  found  infected  in  the 
Spring  of  1948  served  as  the  seed  of  an 
epidemic.  It  was  decided,  therefore,  to 
make  a spot  survey  in  order  to  determine 

Table  IV. 

Children  examined  with  filtered  ultra-violet 


light  (January, 

1949): 

No. 

Positive 

Color 

No.  Ex. 

by  Culture 

% Pos. 

White 

1450 

'0 

0 

Colored 

769 

5 

0.6 

Total 

2229 

5 

0.2 

Table  V. 

Number  of  children  examined  in  each  grade: 

No.  Positive 


Grade 

No.  Ex. 

by  Culture 

% Pos. 

Kindergarten 

46 

0 

First  Grade 

108 

3 

2.7 

Second  Grade 

662 

1 

0.1 

Third  Grade 

656 

0 

Fourth  Grade 

2 

0 

Fifth  Grade 

598 

1 

0.1 

Sixth  Grade 

28 

0 

Seventh  Grade 

69 

0 

Extra 

60 

0 

Total 

2229 

5 

0.2 

if  the  incidence  had  increased  appreciably. 

Of  the  five  cases  from  whom  positive 
cultures  were  obtained,  three  were  boys 
and  two  girls.  All  the  culturally  positive 
children  were  colored.  Their  age  distribu- 
tion was  as  follows: 


Age 

6 

7 

8 

10 

Total 


No.  Positive 

1 

1 

2 

1 

5 


Data  obtained  from  the  second  survey 
some  seven  months  following  the  more 
extensive  first  survey  corroborated  for  the 
most  part  the  earlier  findings.  Micro- 
sporum Audouini  was  the  only  dermato- 
phyte cultured.  The  incidence  among  the 
colored  children  was  greater  than  the 
white.  The  five  proven  cases  were  among 
children  in  the  Fifth  Grade  and  under. 
They  were  under  twelve  years  of  age. 
More  boys  were  found  infected  than  girls. 

Discussion 


The  findings  of  these  surveys  add  fur- 
ther evidence  to  earlier  reports  in  regard 
to  the  epidemiology  of  ringworm  of  the 
scalp.  Lewis,  Hopper,  and  Reiss  (1946)  re- 
porting on  a mixed  group  of  white  and 
colored  children  in  New  York,  found  that 
the  greatest  number  of  cases  occurred  in 
ages  under  ten  years.  Microsporum  Au- 
douini was  the  most  frequently  cultured 
organism,  88.1%\  Schwartz  and  colleagues 
(1946),  working  with  Hagerstown,  Md., 
children,  found  that  over  half  the  children 
infected  were  under  eleven  years  of  age, 
and  there  were  six  times  as  many  boys 
infected  as  there  were  girls.  Microsporum 
Audouini  was  cultured  in  98.5  % of  the 
infections.  Miller,  Lowenfish,  and  Beattie, 
(1946),  found  that  in  a series  of  928  cases, 
M.  Audouini  was  the  infective  agent  in 
96.9  %>  of  the  cases. 

Inasmuch  as  the  incidence  of  infection 
was  quite  low,  infected  children  were  not 
excluded  from  school.  The  parents  of  in- 
fected children  were  advised  to  put  the 
child  under  the  care  of  a physician  or  if 
the  family  was  indigent,  the  case  was 
cared  for  at  a health  center.  The  result  in 
the  second  survey  showed  that  there  was 
no  increase  in  incidence  of  ringworm  of 
the  scalp  after  seven  months  of  adminis- 
tration of  this  health  problem  in  such  a 
manner. 

The  greater  incidence  of  tinea  capitis 
among  the  colored  school  children  is  prob- 
ably a reflection  of  less  maternal  care 
and  supervision  and  greater  crowding  at 
home.  Lewis  and  colleagues  (1944)  be- 
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lieved  that  these  factors,  plus  frequent 
changes  of  residence,  played  an  important 
role  in  spreading  and  increasing  the  in- 
cidence of  the  infection  during  the  war 
years  in  the  U.  S. 

Summary 

1.  The  incidence  of  ringworm  of  the  scalp 
among  Louisville  school  children  dur- 
ing 1948-1949  was  low,  less  than  one 
half  of  one  per  cent. 

2.  There  was  no  increase  in  incidence  be- 
tween two  surveys  separated  by  seven 
months  in  time  despite  the  fact  that  no 
restrictive  measures  were  placed  on 
the  activities  of  children  found  infected 
in  the  first  survey. 

3.  The  incidence  in  colored  children  was 
nine  times  greater  than  in  white  chil- 
dren. 

4.  The  greatest  incidence  of  infection  was 
present  in  those  children  below  the 
Fifth  Grade  and  under  twelve  years 
of  age. 

5.  Boys  comprised  eighty-five  per  cent 
(85%)  of  the  infected  chidren. 

6.  Microsporum  Audouini  was  the  organ- 
ism cutured  in  over  ninety-eight  per 
cent,  (98.3%)  of  the  cases. 
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SHEARER'S  MANUAL  OF  HUMAN  DISSEC- 
TION. Edited  by  Charles  E.  Tobin,  Ph.D. 
Associate  Professor  of  Anatomy,  The  Uni- 
versity of  Rochester  School  of  Medicine 
and  Dentistry.  79  Illustrations;  286  pages; 
July  13,  1949.  Publishers:  The  Blakiston 
Company,  Philadelphia  5,  Pa.,  Toronto  2, 
Canada.  Price  $4.50. 

This  manual  or  dissecting  guide  is  designed 
to  facilitate  and  enhance  instruction  in  gross 
anatomic  laboratories.  It  has  achieved  ,a 
workable  balance  between  the  amount  of  pro- 
cedure for  dissection  and  descriptive  text.  De- 
signed to  be  an  autonomous  unit,  this  manual 
does  not  have  to  be  used  in  conjunction  with, 


or  with  reference  to,  any  specific  descriptive 
text  of  human  anatomy. 

It  gives  the  dissection  procedure  for  the  en- 
tire body  and  yet  keeps  the  dissected  parts  in 
as  near  their  normal  relationships  as  possible, 
so  that  relationships  as  well  as  individual 
parts  can  be  studied.  The  instructor  can 
adapt  the  plan  of  this  manual  to  any  sequence 
of  regional  dissection.  Text  descriptions  have 
been  simplified  and  illustrations  added.  New 
anatomical  concepts,  developed  since  the  first 
edition,  are  included. 


TEXTBOOK  OF  VIROLOGY,  For  Students 
and  Practitioners  of  Medicine,  by  A.  J. 
Rhodes,  M.  D.,  F.  R.  C.  P.  (Edinburgh),  Con- 
naught Medical  Research  Laboratories  and 
School  of  Hygiene,  University  of  Toronto, 
and  C.  E.  van  Rooyen,  M.  D.,  D.  Sc.,  M.  R. 
C.  P.  (London),  Connaught  Medical  Re- 
search Laboratories  and  School  of  Hygiene, 
University  of  Toronto.  320  pages,  41  chap- 
ters, 39  illustrations,  9 tables.  Published  by 
Thomas  Nelson  & Sons,  New  York,  Price 
$5.00. 

Virus  diseases  have  loomed  as  a new  sub- 
ject on  the  horizon  of  medicine.  This  text 
book  is  a timely  volume  because  it  explains 
in  a straight  forward  manner  the  salient  fea- 
tures of  the  common  viral  and  rickettsial  dis- 
ease affecting  man.  It  can  be  used  by  the 
student  and  general  practitioner  and  teacher. 
The  authors  are  well  known  to  all  the  mem- 
bers of  the  medical  profession  on  their  previ- 
ous work  on  Virus  Disease  of  Man. 


CORNELL  CONFERENCE  ON  THERAPY.  Vol- 
ume Three.  Edited  by  Harry  Gold,  M.  D.. 
Managing  Editor;  David  P.  Barr,  M.  D.,  Eu- 
gene F.  DuBois,  M.  D.,  McKeen  Catiell,  M. 
D.,  Walter  Modell,  M.  D.,  Ralph  R.  Tomp- 
sett,  M.  D.  Publishers:  The  Macmillan  Com- 
pany. 1949.  Price  $3.50. 

This  volume  contains  15  conferences  on  such 
topics  as  the  use  of  streptomycin,  treatment 
of  barbituate  poisoning,  thrombophlebitis,  etc. 
Combined  with  Volumes  I and  II  the  general 
practitioner  is  given  a broad  consideration  of 
modern  therapy.  Because  the  past  few  years 
have  been  marked  by  intensive  research  in 
problems  of  therapy,  it  has  become  exceed- 
ingly difficult  for  the  busy  pVactitioner  to 
keep  abreast  of  these  changes.  It  is  at  such 
time  that  Cornell  Conferences  render  the 
greatest  service  to  the  practice  of  rational 
therapeutics.  These  annual  volumes  are  not 
intended  to  serve  as  texts  but  rather  to  stimu- 
late an  interest  in  rational  therapeutics  and 
to  further  the  coordination  between  clinicians 
and  pharmacologists. 
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County  Society  Reports 


FOUR  COUNTY  MEDICO-DENTAL 

The  Four  County  Medico-D'ental  Society 
met  at  the  Pete  Light  Springs,  Trigg  county, 
near  Cadiz.  Friday  night,  November  18,  1949, 
with  the  following  in  attendance:  G.  E.  Hatch- 
er, Cerulean;  John  Futrell,  H.  B.  Sandlin,  E. 
N.  Futrell,  Cadiz;  John  Haynes,  Dawson 
Springs;  Gant  Gaither,  Gabe  A.  Payne,  P.  T. 
Higgins,  Fred  Harned,  H.  B.  Stone,  D.  M. 
Clardy,  J.  R.  Dade,  L.  W.  Blakey,  Frank  H. 
Bassett,  Charles  R.  Yancey,  Jack  Harned,  J. 
E.  Baker,  J.  W.  Harned,  Hopkinsville;  Sidney 
G.  Dyer,  Kuttawa;  H.  D.  Edger,  Lt.  Col.  M.  C., 
T,.  W.  Hearn,  Lt.  Col.  M.  C.,  Wm.  S.  Blakemore, 
E.  Osborne  Coats,  Jr.,  J.  Manning  Hudson, 
Richard  C.  Ripple,  Walter  M.  Wolfe,  Camp 
Campbell;  B.  K.  Amos,  Power  Wolfe,  Frank 
T.  Linton,  Ralph  Cash,  F.  P.  Giannini,  W.  L. 
Cash,  Princeton;  Sam  Prevo,  C.  E.  Haines, 
Nashville;  the  last  two  giving  the  scientific 
program. 

Following  supper  served  by  the  Pete  Light 
Springs  management,  Dr.  B.  K.  Amos,  presi- 
dent, called  the  meeting  to  order  and  after  the 
transaction  of  business,  the  scientific  program 
was  rendered,  followed  by  a general  discussion 
Dr.  Sam  Prevo,  Nashville,  discussed  “Frac- 
tures Involving  the  Elbow,”  and  Dr.  C.  E. 
Haines,  Nashville,  discussed  “Urological  Con- 
ditions Occurring  in  Pregnancy.” 

The  Society  adjourned  to  hold  its  next 
meeting  in  Princeton,  on  the  fourth  Friday 
night  in  February,  1950,  with  Drs.  Linton  and 
Barnes  in  charge  of  the  program  arrangements. 

W.  L.  Cash,  Secretary 


JEFFERSON 

The  933rd.  meeting  of  the  Jefferson  County 
Medical  Society  was  held  Monday  evening, 
October  17,  1949,  at  the  Seelbach  Hotel.  There 
were  110  guests  for  dinner  and  about  20  addi- 
tional for  the  scientific  program. 

The  meeting  was  called  to  order  at  8:15  P. 
M.,  by  the  President,  D'r.  J.  Murray  Kinsman. 

Dr.  A.  B.  Loveman  introduced  the  guest 
speaker,  Dr.  Paul  A.  O’Leary,  Mayo  Clinic, 
who  spoke  on  “Dermatosclerosis.” 

The  business  session  began  at  9:00  P.  M. 

Minutes  of  previous  meeting  were  read  and 
approved. 

The  newly  elected  members  were  recognized 
by  the  President. 

Dr.  Meyer  Harrison  read  the  report  of  the 
Necrology  Committee  on  the  death  of  Dr.  J. 
Garland  Sherrill. 

Dr.  R.  Slucher,  Chairman  of  Delegates  at 
the  State  Medical, .Association  meeting,  made 


a report  on  some  of  the  highlights  of  the 
meeting. 

Dr.  Sam  Overstreet  made  a report  concern- 
ing the  dinner  honoring  Dr.  E.  L.  Henderson, 
that  was  held  at  the  Brown  Hotel,  October  26. 

Dr.  Donald  Moore  spoke  on  the  matter  of 
$5,000  salary  limits  for  doctors  in  TB  and 
mental  hospitals  urging  members  to  make  their 
opinion  known  and  lend  their  support  to  the 
effort  being  made  to  lift  the  limitations  on 
doctors’  salaries  in  state  hospitals. 

The  following  active  members  were  elected: 
Doctors  Frank  E.  App,  Charles  E.  Allen,  Jr., 
Robert  P.  Bergner,  Charles  H.  Blandford, 
David  E.  Booker,  Edward  J.  Brockman,  E. 
Howe  Eller,  Robert  H.  English,  Helen  Lloyd 
Halleck,  George  R.  Nichols,  H.  Lester  Reed, 
George  H.  Uhde  and  James  O.  Willoughby.  As- 
sociate members:  Jerome  A.  Cope,  Albert  V. 
Cutter,  Richard  P.  Schmidt. 

The  Secretary  read  an  announcement  from 
the  War  Department  of  the  urgent  need  of 
medical  officers  to  serve  in  civilian  capacity 
with  the  occupation  forces  in  Japan. 

Announcement  was  read  of  the  Doctors’  Ball, 
sponsored  by  the  Woman’s  Auxiliary  of  Jeffer- 
son County  which  was  held  at  the  Louisville 
Country  Club,  Friday,  October  21. 

The  President  explained  an  arrangement 
that  has  been  made  with  the  Courier-Journal 
and  Times,  whereby  they  contact  Dr.  Kinsman 
for  authentic  information  concerning  scientific 
matters  that  appear  in  the  press  from  time  to 
time.  He  stated  he  has  been  relaying  these 
calls  to  other  individuals  in  the  Society  who 
can  best  supply  the  press  with  information 
and  he  requested  their  cooperation  should 
they  be  called  upon.  Adjourned:  9:20  P.  M. 

Interim  note:  The  president  appointed  the 
following  to  the  Social  Agencies  Advisory 
Committee:  Dr.  M.  R.  Cronen,  Chairman,  Drs. 
Wm.  C.  Buschemeyer,  Alex  M.  Forrester, 
Harry  Goldberg,  John  S.  Harter,  Arthur  R. 
Kasey,  Wm.  F.  Lamb,  Louella  H.  Liebert,  Her- 
man Mahaffey,  Owen  S.  Ogden  and  Rudy  F. 
Vogt.  Professional  Service  Committee:  The 
President  appointed  Dr.  Raymond  C.  Com- 
stock to  the  Professional  Service  Committee 
and  asked  Dr.  F.  M.  Williams  to  serve  as  Chair- 
man of  this  committee.  The  changes  were 
necessary  due  to  the  death  of  Dr.  James  R. 
Stites  who  was  chairman  of  the  committee. 

Thomas  VanZandt  Gudex,  Secretary 

MUHLENBERG 

The  Muhlenberg  County  Medical  Society 
met  October  14,  1949,  and  the  meeting  was  call- 
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ed  to  order  by  the  president,  Dr.  R.  E.  Davis. 

Members  present  were:  D'rs.  Claude  and  Fos- 
ter Wilson,  G.  L.  Simpson,  G.  H.  Rodman, 
George  Richardson,  J.  P.  Walton,  H.  H.  Wood- 
son,  and  G.  F.  Brockman. 

The  secretary  introduced  a communication 
from  Miss  Roma  Wilkins,  requesting  the  phy- 
sicians of  Greenville  to  participate  in  a pro- 
gram of  physical  examinations  of  school  chil- 
dren in  conformity  with  the  recently  inacted 
Kentucky  Law.  The  physicians  of  Greenville 
expressed  100%  cooperation  and  invited  the 
Secretary  to  arrange  a suitable  schedule,  which 
would  involve  some  suitable  time  for  the  phy- 
sicians to  appear  at  the  school  in  a body.  The 
physicians  present  from  Central  City  express- 
ed satisfaction  with  such  an  arrangement  that 
they  had  made  to  assist  the  school  authorities 
of  Central  City. 

Discussion  was  held  again  of  the  Prepay- 
ment Medical  Insurance  Program,  extended  by 
the  Kentucky  Physicians  Mutual,  Inc.  At  the 
meetings  signatures  to  the  agreement  to  par- 
ticipate were  secured  from  three  additional 
members  bringing  the  total  to  eight  and  under 
the  terms  of  the  Physicians  Mutual  contract, 
this  made  the  program  operative  in  this  coun- 
ty. Additional  physicians  indicated  a probable 
willingness  to  cooperate. 

A model  of  the  proposed  page  of  announce- 
ment to  be  used  in  connection  with  publicizing 
the  Kentucky  Physicians  Mutual  Program  in 
this  county  was  presented  for  consideration 
by  the  editor  of  the  Central  City  Times  Argus. 
The  members  were  quite  receptive  to  the  idea, 
expressed  appreciation  of  the  kind  offer  of  the 
newspaper  editor,  and  the  question  was  fur- 
ther referred  to  Dr.  G.  L.  Simpson  as  chairman 
of  the  Publicity  Committee  for  action. 

On  motion  of  the  President,  the  meeting 
was  adjourned. 

G.  F.  Brockman,  Secretary. 


MUHLENBERG 

The  regular  meeting  of  the  Muhlenberg 
County  Medical  Society  was  held  November 
8,  1949.  The  meeting  was  called  to  order  by 
the  President,  Dr.  R.  E.  Davis. 

Members  present  were:  G.  F.  Brockman,  R. 
E.  Davis,  G.  T.  Proctor,  G.  L.  Simpson,  J.  P. 
Walton,  F.  M.  Wilson,  H.  H.  Woodson,  G.  H. 
Rodman,  B.  B.  Holt,  J.  L.  Webster. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

President  Davis  introduced  the  considera- 
tion of  the  tentatively  discussed  advertising 
campaign  for  the  Blue  Shield  Insurance  Pro- 
gram. After  very  considerable  discussion  it 
was  moved  by  Dr.  G.  L.  Simpson,  seconded  by 
Dr.  G.  H.  Rodman,  that  the  Secretary  consult 
the  Secretary  and  the  chairman  of  the  pub- 


licity committee  of  the  Kentucky  State  Medi- 
cal Society  for  further  information  as  to  the 
plans  of  the  State  organization  in  connection 
with  the  Blue  Cross. 

Communications:  None. 

Reports  of  standing  and  of  special  commit- 
tees: None. 

New  Business:  None. 

The  meeting  was  adjourned. 

G.  F.  Brockman,  Secretary. 


SCOTT 

The  regular  monthly  meeting  of  the  Scott 
County  Medical  Society  was  called  to  order 
by  the  President,  Dr.  A.  F.  Smith,  at  the  John 
Graves  Ford  Memorial  Hospital  in  Georgetown, 
with  the  following  members  present:  Drs.  A. 
F.  Smith,  W.  S.  Allphin,  L.  F.  Heath,  E.  C.  Bar- 
low,  F.  W.  Wilt,  D.  E.  Clark,  P.  H.  Crutchfield, 
H.  V.  Johnson. 

After  a delicious  dinner  served  by  the  Hos- 
pital, the  minutes  of  the  September  meeting 
were  read  and  approved. 

Dr.  D.  E.  Clark  reported  a case  of  “Aneurysm 
of  the  Aorta.” 

Mrs.  Morris,  our  Superintendent,  was  called 
in  and  made  her  report. 

There  being  no  further  business  the  meet- 
ing adjourned. 

H.  V.  Johnson,  Secretary. 


SCOTT 

The  Scott  County  Medical  Society  was  call- 
ed to  order  by  the  President,  Dr.  A.  F.  Smith 
at  the  John  Graves  Ford  Memorial  Hospital 
with  the  following  members  present: 

Drs.  A.  F.  Smith,  L.  F.  Heath,  W.  S.  Allphin, 
P.  H.  Crutchfield,  D.  E.  Clark,  H.  G.  Wells,  F. 
W.  Wilt,  E.  C.  Barlow,  H.  V.  Johnson. 

After  being  served  a delicious  turkey  dinner 
by  the  hospital  management  the  minutes  of 
the  previous  meeting  were  read  and  approved. 

Election  of  Officers  to  serve  in  1950  was  held 
with  the  following  results: 

President — Dr.  H.  G.  Wells 
Vice-President — Dr.  D.  E.  Clark. 

Secretary  and  Treasurer — Dr.  H.  V.  Johnson 

Censor — 1 yr.,  Dr.  E.  C.  Barlow 

Censor— 3 yrs.,  Dr.  A.  F.  Smith 

Delegate  to  the  State  Medical  Meeting— Dr.  F. 

W.  Wilt 

Alternate — Dr.  H.  G.  Wells 

Eight  members  paid  dues  for  1950. 

There  being  no  further  business  the  meet- 
ing adjourned  to  meet  the  1st  Thursday  in 
January,  1950. 


H.  V.  Johnson,  Secretary. 
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SECOND  COUNCILOR  DISTRICT 

Minutes  of  the  meeting  of  the  Second  Coun- 
cilor District  Medical  Meeting,  held  at  the 
Greenville  Country  Club,  September  8,  1949. 

In  the  absence  of  the  President  the  Coun- 
cilor, Dr.  G.  L.  Simpson,  presided.  The  meet- 
ing was  called  to  order  and  greetings  were  ex- 
tended by:  Dr.  C.  A.  Vance,  President  of  the 
Kentucky  State  Medical  Society,  Dr.  H.  L. 
Houston,  President  Elect  of  the  Kentucky 
State  Medical  Society,  Dr.  L.  H.  South,  repre- 
senting Dr.  Bruce  Underwood,  Secretary  of  the 
Kentucky  State  Medical  Society,  and  Dr.  R. 
E.  Davis,  President  of  the  Muhlenberg  County 
Medical  Society. 

During  the  scientific  session,  Dr.  W.  W. 
Nicholson,  of  Louisville,  spoke  on  “Poliomye- 
litis.” Dr.  Sam  Overstreet,  of  Louisville,  spoke 
on  “Massive  Gastro-intestinal  Hemorrhage.” 
Dr.  E.  Haynes  Barr,  of  Owensboro,  spoke  on 
“Prepayment  Medical  Care.” 

General  business  was  conducted  following 
the  close  of  the  scientific  session. 

On  motion  of  Dr.  R.  Haynes  Barr,  seconded 
by  D'r.  R.  E.  Davis,  it  was  unanimously  ap- 
proved that:  A resolution  be  adopted  con- 
demning the  pending  National  Legislation  for 
compulsory  health  insurance. 

In  a reorganization  following  the  disruption 
caused  by  the  recent  war,  the  following  offi- 
cers were  elected: 

President,  Dr.  William  L.  Woolfolk,  Owens- 
boro, unanimously. 

Vice  President,  Dr.  James  L.  Salmon, 
Madisonville,  unanimously. 

Secretary,  Dr.  G.  F.  Brockman,  Greenville. 

By  order  of  the  President  the  meeting  was 
adjourned. 

G.  F.  Brockman,  Secretary. 


SHELBY-OLDHAM 

The  Shelby-Oldham  Medical  Society  met  at 
the  Old  Stone  Inn  for  a chicken  dinner  with 
Dr.  A.  C.  Weakley  as  host. 

The  following  members  were  present:  Drs. 
Alfred  D.  Doak,  A.  C.  Weakley,  L.  Scott  Hayes, 
William  H.  Nash,  B.  F.  Shields,  Louis  H.  Stern- 
berg, John  Q.  Salyers,  John  T.  Walsh,  John  R. 
Peters,  Edward  G.  Houchin,  Bernard  B.  Sleadd, 
Homer  B.  Mack,  Livingston  A.  Wahle,  Max  D. 
Klein  and  D'rs.  Richeson,  Houston,  May  and 
C.  C.  Risk. 

Dr.  Thomas  H.  Biggs,  Peewee  Valley,  was 
elected  to  membership. 

Dr.  Robert  Lich,  Louisville,  gave  a very  in- 
teresting talk  on  Medical  Urology. 

The  next  meeting  will  be  on  November  17th, 
when  Dr.  H.  T.  Alexander  will  entertain. 

C.  C.  Risk,  Secretary. 


SOUTHWESTERN 

The  seventy-third  semi-annual  meeting  of 
the  Southwestern  Kentucky  Medical  Associa- 
tion was  held  on  October  13,  1949  at  the  Good 
Luck  Cafe  in  Metropolis,  Illinois.  The  Massac 
County  Medical  Society  furnished  delightful 
and  refreshing  entertainment  prior  to  the  din- 
ner which  was  served  at  7:00  P.  M. 

After  a short  business  session  which  con- 
sisted essentially  of  the  election  of  6 new  mem- 
bers, the  scientific  program  was  given. 

The  first  speaker,  Dr.  Lawrence  Minish  of 
Louisville,  was  presented  by  Dr.  W.  P.  Hall. 
He  gave  a very  timely  and  interesting  paper 
on  the  subject  of  “Headaches.”  The  second 
speaker,  Dr.  Ephraim  Roseman,  was  presented 
by  Dr.  D.  Y.  Keith,  the  subject  of  his  talk  was 
“Epilepsy.”  Both  papers  were  very  timely, 
educational,  and  interesting.  They  elicited  con- 
siderable discussions  and  questions  from  the 
membership. 

Meeting  was  adjourned  at  10:15  P.  M.,  to 
meet  again  for  the  eighty-first  annual  meeting 
which  will  be  held  on  Tuesday,  May  9,  1950  at 
Paducah. 


$n  Meworiam 


DR.  JAMES  R.  STITES 


1898  - 1949 

The  Necrology  Committee  of  the  Jefferson 
County  Medical  Society  regrets  to  announce 
the  death  of  another  of  our  members,  Dr. 
James  R.  Stites,  who  died  November  5,  1949. 

Dr.  James  Rodman  Stites  was  born  in  Hop- 
kinsville June  L 1898,  where  his  father,  a 
prominent  and  well  beloved  physician  served 
the  community  for  many  decades.  One  of  nine 


40 


KENTUCKY  MEDICAL  JOURNAL 


[January,  1050 


children,  he  and  two  of  his  brothers  were  des- 
tined to  follow  their  father  into  the  medical 
profession. 

When  he  entered  the  University  of  Louis- 
ville Medical  School  he  was  a veteran  of  World 
War  1,  having  served  in  the  Aviation  Corps. 
He  graduated  in  1925  and  practiced  urology  in 
Louisville  with  the  late  Dr.  Owsley  Grant  and 
afterwards  with  Dr.  Joseph  Bowen.  He  was  a 
member  of  Phi  Chi  Medical  fraternity,  '.he 
American  Urological  Society,  American  and 
Southern  Medical  Associations.  In  World  War 
II,  he  served  as  a Navy  Commander  and  was 
the  senior  medical  officer  at  the  Naval  Air 
Technical  Training  Center  in  Memphis,  Tenn., 
where  he  suffered  a coronary  thrombosis  n 
1944.  He  recovered  and  remained  in  the  service 
until  1946  when  he  returned  to  Louisville  to 
resume  his  practice  in  urology. 

Dr.  Stites  endeared  himself  to  his  patients 
and  to  the  hospitals’  personnel  as  well  as  to 
his  fellow  doctors.  The  warmth  and  gracious- 
ness of  his  personality  were  spiced  with  a 
friendly  good  humor  that  made  him  a desir- 
able companion.  He  had  few  interests  outside 
of  his  profession  but  was  devoted  to  his  family 
and  to  his  church.  Only  those  privileged  to 
know  him  best  knew  the  intensity  of  his 
loyalty  for  others  and  the  deep  feeling  he  had 
for  his  friends. 

The  Jefferson  County  Medical  Society 
shares  with  his  family  and  his  patients  the  loss 
of  this  esteemed  physician. 


Dr.  G.  G.  Thornton,  Lebanon,  86,  renowned 
country  doctor  who  began  his  practice  at  the 
age  of  23  and  continued  it  for  63  years  until 
his  death,  died  October  14,  1949  after  an  illness 
of  only  a few  days.  He  was  born  in  Marion 
County  December  4,  1862.  He  was  graduated 
from  Louisville  College  of  Medicine  in  1886 
and  began  practicing  medicine  that  same  year 
at  Gravel  Switch.  Forty-seven  years  ago  he 
moved  to  Lebanon  where  he  continued  his 
practice  until  his  death. 


Dr.  Karran  P.  Sutton,  88,  a resident  of  Lewis- 
burg,  died  Saturday,  November  19,  1949  in 
Owensboro.  Dr.  Sutton  was  born  on  September 
2,  1861  and  was  a graduate  of  Columbus  Medi- 
cal College.  He  practiced  medicine  in  Logan 
County  for  64  years  and  was  well  known  for 
his  humanitarianism. 


Dr.  Jed  O.  Blackerby,  89,  died  October  9, 
1949  after  an  illness  of  three  years.  He  was  a 
native  of  Berline,  Bracken  County,  and  was 
graduated  from  the  Louisville  Medical  College 
in  1893.  Thereafter  he  practiced  in  Peach 
Grove  for  five  years  before  moving  to  Mont- 
gomery, Ohio,  where  he  followed  his  profes- 
sion for  48  years. 


Dr.  Charles  F.  Bond,  75,  former  Ashland  and 
Catlettsburg  physician,  died  of  a heart  attack 
Monday,  November  14,  1949  at  his  home  in 
Prestonsburg.  Dr.  Bond  was  educated  at  the 
University  of  Tennessee  and  the  Louisville 
School  of  Medicine.  He  began  his  practice  in 
1901  and  after  practicing  in  Johnson  and 
Lawrence  Counties  came  to  Boyd  County  in 
1914,  where  he  remained  until  1935,  at  which 
time  he  moved  to  Prestonburg. 

Dr.  Bond  was  the  last  in  the  family  of  four 
sons,  all  of  which  were  doctors. 


Dr.  J.  B.  Edwards,  73,  of  Corbin  died  October 
21,  1949  after  a brief  illness.  A native  of  Madi- 
son county,  he  had  been  a practicing  physician 
in  Corbin  for  44  years. 


Dr.  H.  B.  Anderson,  69,  died  at  his  home  at 
Shawhan,  Bourbon  County,  October  24,  1949 
after  a long  illness.  He  was  a native  of  Bath 
County  but  had  spent  the  past  35  years  at 
Shawhan.  He  was  a veteran  of  World  War  I. 


Dr.  David  C.  Morton,  71,  Louisville,  died 
October  13,  1949.  Dr.  Morton  was  a practicing 
physician  for  15  years  before  he  assumed  the 
presidency  of  the  Ballard  Flour  Mills. 


Dr.  F.  L.  Johnson,  Livermore,  born  October 
14,  1876,  died  October  9,  1949.  Dr.  Johnson’s 
death  ended  a long  distinguished  career  as  a 
medical  practitioner  in  his  native  county  for 
forty-four  years,  beginning  after  his  graduation 
from  the  Cincinnati  School  of  Medicine  in  1905 
and  continuing  until  his  death.  He  was  a mem- 
ber of  the  McLean  County  Medical  Society,  the 
Kentucky  State  Medical  Association  and  was 
a past  member  of  the  Kentucky  State  Board  of 
Health. 


Dr.  James  E.  Craig,  79,  died  September  28, 
1949  in  Paducah.  Dr.  Craig  practiced  in  Graves 
and  McCracken  counties  for  more  than  50 
years. 


Dr.  Enoch  R.  Bush,  Winchester,  was  born 
January  11,  1881,  died  Tuesday,  September  20, 
1949.  Dr.  Bush  was  born  in  Clark  County  where 
he  resided  during  his  entire  life.  At  the  time  of 
his  death  he  was  a physician  at  the  County 
Infirmary  and  was  a member  of  the  Clark 
County  Medical  Society.  He  and  his  brother, 
the  late  Dr.  W.  A.  Bush,  operated  a hospital  on 
South  Maple  Street  in  Winchester  for  a num- 
ber of  years. 


Dr.  D.  S.  Robertson,  Symsonia,  died  Septem- 
ber 19,  1949.  He  was  born  in  1861  in  Carlisle 
County.  D'r.  Robertson  had  practiced  medicine 
in  Graves,  Marshall  and  Carlisle  counties  for 
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THE  WALLACE  SANITARIUM 

MEMPHIS.  TENNESSEE 

For  the  Diagnosis  and  Treatment  of  Nervous  and  Mental  Diseases 
Drug  Addiction  and  Alcoholism 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


Member  of  the  American  Hospital  Association 
FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH,  M.  D.,  Associate 
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more  than  fifty-two  years.  He  retired  two 
years  ago  due  to  ill  health.  He  was  graduated 
from  the  University  of  Louisville  Medical 
School  in  1897  and  began  practicing  the  same 
year  at  Sharp.  A year  later  he  moved  to  Sym- 
sonia,  and  then  moved  to  Cunningham,  where 
he  practiced  for  approximately  15  years.  He 
then  moved  back  to  Symsonia  where  he  con- 
tinued general  practice  until  his  retirement. 


Dr.  Robertson  was  a member  of  the  Kentucky 
Medical  Society  and  several  other  medical  as- 
sociations. 


Dr.  J.  H.  Botts,  Hardyville,  was  born  Sep- 
tember 7,  1882,  died  September  18,  1949  fol- 
lowing a long  illness.  He  was  graduated  from 
the  University  of  Louisville  in  1907  and  had 
practiced  medicine  for  about  42  years,  twenty- 
five  of  these  years  in  Hardyville. 


News 


HARRY  M.  WEETER,  M.  D. 


Dr.  Harry  1V1.  Weeter,  Louisville,  was  elected 
president  of  the  Kentucky  Society  of  Pathol- 
ogists at  a meeting  December  10,  1949  at  St. 
Joseph  Infirmary. 

He  succeeds  Dr.  Harold  Gordon.  Dr.  Mal- 
colm L.  Barnes  was  elected  secretary  and  Dr. 
A.  J.  Miller  was  re-elected  curator.  All  three 
are  Louisvillians. 

The  Pathologists  also  discussed  slides  they 
had  assembled  on  interesting  cases,  particular- 
ly tumors.  The  society  has  about  20  members 
from  various  parts  of  the  state. 


Dr.  Samuel  J.  Anderson  is  now  a full  time 
physician  at  the  University  of  Louisville.  He 
is  a graduate  of  the  University  of  Louisville 
School  of  Medicine  and  an  instructor  in  psy- 
chiatry there.  Dr.  Anderson  is  making  plans 
to  have  every  student  x-rayed  for  pulmonary 
tuberculosis  and  they  will  be  given  compre- 
hensive physical  examinations.  Dr.  Anderson 
also  emphasized  that  he  will  talk  with  students 


Items 

about  mental  as  well  as  physical  problems. 
This  is  the  first  time  the  University  of  Louis- 
ville has  had  a medical  consultant. 


Dr.  O.  O.  Miller  was  elected  President  of  the 
Staff  of  St.  Joseph  Infirmary.  Other  officers: 
Vice-president,  Dr.  Charles  Edelen;  Secretary- 
Treasurer,  Dr.  Henry  Asman,  and  members  of 
the  Executive  Committee:  D'r.  E.  H.  Baker,  Dr. 
J.  D.  Hancock,  and  Dr.  Harry  Frazier.  All  were 
elected  to  serve  one  year. 


Dr.  James  E.  Ryan,  Shepherdsville,  is  taking 
post  graduate  work  at  the  University  of  Penn- 
sylvania. Dr.  James  O.  Willoughby  will  take 
over  Dr.  Ryan’s  practice. 


Dr.  Chauncey  W.  Dowden,  Sr.,  and  Dr.  David 
S.  Traub  announce  their  association  and  the 
merging  of  their  offices  for  the  practice  of  In- 
ternal Medicine,  Suite  606  Fincastle  Building, 
Louisville. 


William  Floyd  Adams,  M.  D.,  announces  the 
opening  of  his  office  for  the  practice  of  Oph- 
thalmology at  1300  First  National  Bank  Build- 
ing, Lexington. 


The  Tenth  Annual  Essay  Contest  of  the 
Mississippi  Medical  Society  will  be  held  in  1950. 
The  Society  will  offer  a cash  prize  of  $100.00, 
a gold  medal,  and  a certificate  of  award  for 
the  best  unpublished  essay  on  any  subject  of 
general  medical  interest  (including  medical 
economics  and  education)  and  practical  value 
to  the  general  practitioner  of  medicine.  Fur- 
ther details  may  be  secured  from  Harold 
Swanberg,  M.  D„  Secretary  Mississippi  Valley 
Medical  Society,  209-224  W.  C.  U.  Building, 
Quincy,  Illinois. 


Nine  hundred  and  twenty-one  initiates  were 
received  into  fellowship  and  eight  honorary 
fellowships  were  conferred  by  the  American 
College  of  Surgeons  at  the  thirty-fifth  annual 
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A large  benign  chronic  ulcer 
with  steep  side  walls  as  seen 
in  barium-filled  shadow  on 
the  lesser  curvature  of  the 
stomach. 


When  your  patient  is  on  a special  diet,  as  in  the  man- 
agement of  peptic  ulcer,  gallbladder  disease,  obesity, 
etc.,  there  may  be  insufficient  fecal  bulk  for  encouraging 
the  normal  peristaltic  reflex. 

AA  ETA  AA  U C I L®  is  the  highly  refined 

mucilloid  of  a seed  of  the  psyllium  group,  Plantago 
ovata  (50%),  combined  with  dextrose  (50%). 
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Clinical  Congress  in  Chicago,  The  fellowships 
were  conferred  by  Dr.  Frederick  A.  Coller  of 
Ann  Arbor,  President  of  the  College.  The  Fel- 
lowship Address  was  delivered  by  Lord  Webb- 
Johnson  of  London,  England,  Immediate  Past 
President  of  the  Royal  College  of  Surgeons  of 
England  and  an  Honorary  P'ellow  of  the 
American  College. 

Among  the  initiates  were  eleven  Kentuck- 
ians. The  Journal  extends  its  congratulations 
to  these  Fellows  of  the  American  College  of 
Surgeons: 

William  H.  Bizot,  Joseph  A.  Burket,  Paul  L. 
Dent,  James  C.  D'rye,  Everett  G.  Grantham, 
John  Lyford,  III,  Roy  H.  Moore,  Jr.,  John  J. 
Wolfe,  all  of  Louisville,  Melvin  L.  Dean,  Lex- 
ington, George  M.  McClure,  Danville  and 

Charles  B.  Wathen,  Owensboro. 

The  Louisville  Society  of  Internists  was  or- 
ganized on  February  23,  1949.  Dr.  Sam  Over- 
street  acted  as  temporary  chairman  at  the  or- 
ganization meeting,  and  the  charter  members 
consisted  of  the  members  of  the  American 
College  of  Physicians  residing  in  the  Louis- 
ville area.  It  was  the  avowed  purpose  of  the 
Society  to  “promote  an  atmosphere  of  friend- 
liness and  mutual  understanding  among  its 
members  and  to  stimulate  interest  in  the  field 
of  Internal  Medicine.” 

The  following  officers  were  elected:  Presi- 
dent, Dr.  Morris  Flexner;  Vice-President,  Dr. 
George  Pedigo;  Secretary-Treasurer,  Dr.  Rich- 
ard Gott. 

It  is  planned  for  the  Society  to  meet  quar- 
terly. At  the  first  regular  meeting,  the  scien- 
tific program  was  presented  by  Dr.  Frank 
Stites  and  consisted  of  an  essay  on  Vitamin 
B . At  the  third  quarterly  meeting,  the  pro- 
gram was  presented  by  the  Medical  Service  of 
the  V.  A.  Hospital  at  Louisville  and  consisted 
of  the  following  papers: 

1.  The  Neurological  Manifestations  of  Perni- 
cious Anemia,  Dr.  Maurice  Nataro. 

2.  Clinical  Studies  on  Pentaquine,  A New 
Antimalarial  Agent,  Dr.  Leslie  Layman. 

3.  Hemolytic  Anemia  Complicating  Phenyl- 
hydrazine  Therapy,  Dr.  W.  Reeve  Hansen. 

J.  R.  Gott,  Jr.,  Secretary 

Dr.  Hershell  B.  Murray  announces  the  as- 
sociation of  Dr.  Ralph  Gullett  with  the  West 
Liberty  Hospital,  Incorporated.  Dr.  Gullett 
was  graduated  from  the  University  of  Ken- 
tucky in  1943.  He  was  graduated  from  the 
Vanderbilt  University  School  of  Medicine  in 
1946.  He  served  on  the  Vanderbilt  University 
Hospital  House  Staff  for  fifteen  months,  served 
an  internship  and  part  of  assistant  residency  on 
Obstetrics  and  Gynecology  on  the  Vanderbilt 
University  Hospital  House  Staff  for  fifteen 
months.  He  served  with  the  Assistant  Chief 
of  Obstetrics  and  Gynecology,  and  served  for 
one  year  with  the  U.  S.  A.  F.  at  San  Antonio, 
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Texas,  and  as. chief  of  the  Service  at  Williams 
Field,  Arizona,  for  one  year. 

Dr.  Maurice  Hall  has  joined  the  staff  of  the 
Paintsville  Hospital.  Dr.  Hall  was  a former  in- 
terne at  Charity  Hospital,  New  Orleans  and 
was  a graduate  of  the  Louisiana  State  Medical 
University.  He  was  a veteran  of  World  War  II. 

Dr.  Richard  Hunt  Weedle  has  returned  to 
Somerset  to  be  associated  with  Dr.  Morris  R. 
Holtzclaw.  His  practice  will  be  limited  to  sur- 
gery. Dr.  Weedle  served  in  World  War  II,  in 
the  Army  Air  Force  Medical  Corps  as  a Major 
and  spent  two  and  one-half  years  in  New 
Guinea  and  the  Phillipines.  Before  entering 
the  service  Dr.  Weedle  was  graduated  from 
University  of  Kentucky,  University  of  Cincin- 
nati and  took  his  internship  at  Charity  Hos- 
pital, New  Orleans.  After  his  discharge  from 
service  he  returned  to  Charity  Hospital  in  New 
Orleans  where  he  served  two  years.  Since  July 
1947  he  has  been  a member  of  the  Snyder- 
Jones  Clinic  in  Winfield,  Kansas.  Dr.  Weedle 
is  a member  of  the  College  of  Surgeons  and  is 
eligible  for  membership  on  the  American 
Board  of  Surgery. 

Dr.  Paul  M.  Hulett,  who  has  practiced  for 
the  past  two  years  in  Paintsville,  has  moved 
to  Livermore.  Dr.  Hulett,  a native  of  Louis- 
ville, was  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1944  and  in- 
terned at  St.  Margaret’s  Hospital  in  Hammond, 
Ind.  Upon  completing  his  internship  at  St. 
Margaret’s  he  was  attached  to  the  Army  Medi- 
cal Corps  in  World  War  II,  for  three  years  and 
after  being  discharged  he  located  in  Paints- 
ville. 

A new  vitamin  factor  called  biocytin  has 
been  isolated  from  yeast  according  to  an  an- 
nouncement made  at  the  First  International 
Congress  of  Biochemistry  held  at  Cambridge, 
England. 

No  medical  use  for  the  new  vitamin  factor 
is  known  yet,  but  clinical  studies  to  determine 
its  role  in  human  metabolism  are  now  under 
way. 

Biocytin  occurs  in  nature  only  in  infinitesi- 
mal amounts.  Yeast  extract,  with  a concentra- 
tion of  about  one  part  of  biocytin  per  million 
of  dry  matter,  was  selected  for  this  isolation 
work.  Thus  far,  more  than  eight  tons  of  yeast 
extract  have  been  processed  since  isolation 
work  began,  and  less  than  a thirtieth  of  an 
ounce  of  pure  material  has  been  produced. 

The  International  and  Fourth  American 
Congress  on  Obstetrics  and  Gynecology  will 
be  held  May  14-19,  1950,  Hotel  Statler,  New 

York.  For  registration  details,  housing  data 
and  other  aspects  of  the  Congress  address  in- 
quiries to  Dr.  Fred  L.  Adair,  161  East  Erie 
Street,  Chicago  11,  Illinois. 
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COUNCIL  APPOINTS  A GRIEVANCE  COMMITTEE 


The  Council  of  the  Kentucky  State 
Medical  Association  at  its  meeting  on 
December  29,  1949  appointed  a Grievance 
Committee.  The  action  was  taken  upon 
a recommendation  submitted  to  the  Coun- 
cil by  the  Education  Campaign  Commit- 
tee, of  which  Dr.  R.  Haynes  Barr,  Owens- 
boro, is  Chairman.  The  House  of  Delegates 
of'  the  American  Medical  Association 
passed  a resolution  at  the  Washington 
meeting  strongly  urging  the  formation  of 
such  committees  in  all  State  Medical  As- 
sociations that  do  not  already  have  them. 

Following  a pattern  which  is  in  general 
use,  the  Council  appointed  the  five  imme- 
diate past  presidents  of  the  Association  to 
serve  on  the  Committee.  Dr.  Charles  A. 
Vance,  the  immediate  past  president,  is 
Chairman.  Drs.  Guy  Aud,  E.  W.  Jackson, 
J.  Watts  Stovall  and  Oscar  O.  Miller  are 
the  members.  Each  year  one  member  will 
be  dropped  and  the  immediate  past  presi- 
dent will  assume  chairmanship. 

The  committee  will  receive  complaints 
from  all  people  who  feel  that  they  have 
been  unfairly  treated  by  their  doctor  and 
will  attempt  to  effect  a satisfactory  solu- 
tion and  restore  an  amicable  relationship 
between  the  doctor  and  patient.  Since 
most  complaints  received  are  the  results 
of  misunderstandings,  a simple  explana- 
tion usually  serves  to  clarify  the  situation 
to  the  satisfaction  of  the  patient.  However, 
the  occasional  complaint  that  reveals  an 
unethical  or  illegal  action  on  the  part  of 
the  physician  will  require  disciplinary 
measures  by  the  committee.  As  soon  as 
the  committee  has  formulated  its  method 
of  procedure,  the  Journal  will  publish  its 
policies. 

The  appointment  of  these  committees 
has  proved  to  be  one  of  the  greatest  steps 
in  regaining  the  confidence  of  the  people, 
since,  through  this  action,  the  profession 
has  informed  the  public  that  physicians 
disapprove  of  the  unethical  acts  of  the 
few  doctors  who  engage  in  such  practices, 


and  that  the  profession  expects  its  mem- 
bers to  deal  fairly  with  the  people.  Such 
a step  is  necessary  due  to  the  barrage  of 
propaganda  which  has  assailed  medical 
care  and  has  magnified  the  evils  within 
the  profession  out  of  all  proportion  to 
their  actual  incidence  in  an  attempt  to 
win  popular  demand  for  socialized  medi- 
cine. 

The  appointment  of  men  of  such  high 
integrity  as  is  required  of  presidents  of 
the  State  Association  insures  physicians 
and  the  people  that  the  handling  of  these 
affairs  is  in  trustworthy  hands. 

Grievance  or  “Gripe”  Committees  as 
they  are  popularly  referred  to  in  the  press 
have  already  been  established  in  the  Colo- 
rado, New  Mexico,  Utah,  Oklahoma,  Ne- 
braska, Indiana,  Delaware,  Virginia  and 
West  Virginia  State  Medical  Associations 
and  in  several  of  the  larger  county  socie- 
ties. 

The  thanks  of  the  members  of  our  As- 
sociation should  be  extended  in  advance 
to  the  Grievance  Committee.  The  priv- 
ilege of  serving  on  such  a committee  is 
not  one  that  would  be  sought  after.  We 
suspect  that  it  was  with  some  trepidation 
that  their  appointments  were  accepted. 

First  of  all,  considerable  time  will  be 
required  to  investigate  the  complaints. 
Perhaps  the  demand  upon  the  committee 
for  diplomacy  will  be  even  greater,  for  it 
is  not  inconceivable  that  doctors,  even  as 
all  other  individuals,  mentally  justify  all 
of  their  actions  regardless  of  how  they 
may  appear  to  others.  Hence,  the  need  of 
diplomacy  when  the  committee  attempts 
to  convince  a fellow  physician  he  has 
erred  somewhat  from  the  straight  and 
narrow  path  delineated  by  professional 
ethics. 

We  believe  our  committee  has  the  neces- 
sary tact  to  do  the  job  well,  but  we  do 
urge  a spirit  of  cooperation  and  under- 
standing in  the  entire  association. 
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AMERICAN  COLLEGE  OF  SURGEONS  SECTIONAL 

MEETING 


The  third  of  a series  of  seven  Sectional 
Meetings  of  the  American  College  of  Sur- 
geons will  he  held  in  Louisville  on  Febru- 
ary 20  and  21,  with  headquarters  at  the 
Brown  Hotel.  Attendance  will  be  largely 
from  Arkansas,  Indiana,  Illinois,  Kentuc- 
ky, Michigan,  Missouri,  Ohio  and  Tennes- 
see, although  there  is  no  geographic  re- 
striction. 

The  medical  profession  at  large,  medical 
students,  and  hospital  personnel,  are  in- 
vited to  join  with  the  Fellows  of  the  Col- 
lege in  the  meetings  which  will  be  ad- 
dressed by  nationally  prominent  visiting 
and  local  speakers. 

The  meeting  will  open  at  8:30  both 
mornings  with  the  showing  of  medical 
motion  pictures,  followed  at  10:00  o’clock 
by  scientific  sessions.  At  the  same  hour 
hospital  personnel  will  hold  a conference. 

Luncheons  will  be  held  on  both  days 
followed  by  round  table  conferences  on 
subjects  presented  at  the  preceding  morn- 
ing sessions.  Hospital  personnel  will  meet 
concurrently.  On  the  first  evening  a din- 
ner for  Fellows,  other  members  of  the 
medical  profession,  and  hospital  repre- 
sentatives will  be  held. 

Kentucky  physicians  are  extended  a 
cordial  invitation  and  are  most  fortunate 
in  having  the  opportunity  to  attend  sucn 
an  excellent  meeting  in  our  own  state. 

The  Committee  on  Arrangements  is 
composed  of  Dr.  J.  Andrew  Bowen,  Chair- 
man; Drs.  Irvin  Abell,  Guy  Aud,  Pat  R. 
Imes,  J.  Murray  Kinsman,  and  Mr.  S.  A. 
Ruskjer,  all  of  Louisville. 

Dr.  R.  Arnold  Griswold,  Louisville,  is 
Chairman  of  the  Kentucky  State  Exe- 
cutive Committee  of  the  American  Col- 
lege of  Surgeons;  Dr.  William  O.  Johnson, 
Louisville,  is  its  Secretary;  and  Drs.  Elmer 
L.  Henderson,  Louisville,  Elbert  W.  Jack- 
son,  Paducah,  and  Charles  A.  Vance,  Lex- 
ington, are  Councellors. 

BROWN  HOTEL 
LOUISVILLE.  KENTUCKY 
PROGRAM 

Monday,  February  20,  1950 
8:30  a.  m„  Ballroom 
Medical  Motion  Pictures: 

8:30  a.  m„  Malnutrition  in  the  Hospital  Patient 
9:15  a.  m..  Fractures:  An  Introduction 


10:00  a.  m..  Ballroom 

J.  Andrew  Bowen,  M.  D.,  F.  A.  C.  S.,  Louisville; 
Chairman,  Committee  on  Arrangements;  As- 
sistant Professor  of  Urology,  University  of 
Louisville  School  of  Medicine;  President,  Jef- 
ferson County  Medical  Society,  Presiding. 

Arterial  Lesions  of  the  Extremities 

Geza  De  Takats,  M.D.,  F.A.C.S.,  Chicago,  Clini- 
cal Associate  Professor  of  Surgery,  University 
of  Illinois  College  of  Medicine. 

Nonpenetrating  Injuries  of  the  Abdomen 

Stanley  O.  Hoerr,  M.D.,  F.A.C.S.,  Columbus; 
Associate  Professor  of  Surgery,  Ohio  State  Uni- 
versity College  of  Medicine. 

Injuries  to  the  Elbow  Region 

George  J.  Curry,  M.D.,  F.A.C.S.,  Flint,  Michi- 
gan; Chief,  Section  for  Surgery  of  Trauma, 
Hurley  Hospital. 

Hormone  Therapy  in  Breast  Lesions 

Frank  E.  Adair,  M.D.,  F.A.C.S.,  New  York;  As- 
sociate Professor  of  Clinical  Surgery,  Cornell 
University  Medical  College. 

12:30  p.  m„  South  Room 

Luncheon  for  Surgeons  and  Physicians  follow- 
ed by  Round  Table  Conference  and  Discussion 
of  Papers  Presented  at  the  Morning  Session — 
Questions  and  Answers. 

Fred  W.  Rankin,  M.D.,  F.A.C.S.,  Lexington; 
Professor  of  Surgery,  University  of  Louisville 
School  of  Medicine;  Regent,  American  College 
of  Surgeons,  Presiding. 

Discussion  Leaders — Speakers  at  Morning 
Session. 

Panel  Discussions 
2:00  p.  m..  Ballroom 

Elmer  R.  Arn,  M.D.,  F.A.C.S.,  Dayton;  Consult- 
ing Surgeon,  Miami  Valley,  Good  Samaritan, 
and  Veterans  Administration  Hospitals;  Gov- 
ernor, American  College  of  Surgeons,  Presid- 
ing. 

Caesarean  Section 
Uterine  Prolapse 

Moderator:  Ralph  A.  Reis,  M.D.,  F.A.C.S.,  Chi- 
cago; Professor  of  Obstetrics  and  Gynecology, 
Northwestern  University  Medical  School. 
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Collaborators: 

Frank  E.  Whitacre,  M.D.,  F.A.C.S.,  Memphis; 
Professor  and  Head,  Department  of  Gynecology 
and  Obstetrics,  University  of  Tennessee  Col- 
lege of  Medicine. 

William  O.  Johnson,  M.D.,  F.A.C.S.,  Louisville; 
Professor  of  Obstetrics  and  Gynecology,  and 
Director,  Department  of  Gynecology,  Univer- 
sity of  Louisville  School  of  Medicine. 

3:30  p.  m. 

Intestinal  Obstruction 

Moderator:  Robert  L.  Sanders,  M.D.,  F.A.C.S., 
Memphis;  Professor  of  Surgery,  University  of 
Tennessee  College  of  Medicine;  Head,  Surgical 
Department,  Sanders  Clinic. 

Collaborators: 

R.  Arnold  Griswold,  M.D.,  F.A.C.S.,  Louisville; 
Professor  and  Head,  Department  of  Surgery, 
University  of  Louisville  School  of  Medicine; 
Chairman,  Kentucky  State  Executive  Commit- 
tee, American  College  of  Surgeons. 

Clifford  D.  Benson,  M.D.,  F.A.C.S.,  Detroit; 
Assistant  Professor  of  Clinical  Surgery.  Wayne 
University  College  of  Medicine. 

6:00  p.  m..  South  Room 

Dinner  for  Surgeons,  Physicians,  and  Hospital 
Representatives  followed  by  Discussion  of  Ac- 
tivities of  American  College  of  Surgeons. 

8:30  p.  m„  Ballroom 

Symposium  on  Cancer 

Guy  Aud,  M.D.,  F.A.C.S.,  Louisville;  Professor 
of  Clinical  Surgery,  University  of  Louisville 
School  of  Medicine;  Regional  Director,  Ameri- 
can Cancer  Society,  Presiding. 

Melanomata 

Grantley  W.  Taylor,  M.D'.,  F.A.C.S.,  Boston; 
Assistant  Professor  of  Clinical  Surgery,  Har- 
vard Medical  School. 

Brain  Tumors — Differential  Diagnosis 

R.  Glen  Spurling,  M.D.,  F.A.C.S.,  Louisville; 
Clinical  Professor  of  Surgery  (Neurosurgery); 
University  of  Louisville  School  of  Medicine; 
Senior  Attending  Neurological  Surgeon,  Louis- 
ville General  Hospital. 

Ovarian  Tumors,  with  Special  Reference  to 
Those  Creating  Hormonal  Disturbances 

Ralph  A.  Reis,  M.D.,  F.A.C.S.,  Chicago;  Profes- 
sor of  Obstetrics  and  Gynecology,  Northwestern 


University  Medical  School;  Attending  Obstetri- 
cian and  Gynecologist,  Michael  Reese  Hospital. 


Tuesday,  February  21,  1950 
8:30  a.  m„  Ballroom 
Medical  Motion  Pictures: 

8:30  a.  m..  Surgical  Anatomy  of  the  Femoral 
Triangle 

Conrad  J.  Baumgartner,  M.D.,  F.A.C.S., 
Beverly  Hills,  California. 

8:50  a.  m„  Injuries  of  the  Peripheral  Nerves 

Loyal  Davis,  M.D.,  F.A.C.S.,  Chicago, 

and  George  Perret,  M.D.,  Chamblee, 
Georgia. 

9:30  a.  m„  We  Speak  Again.  The  Rehabilitation 
of  Laryngestomized  Patients 

LeRoy  A.  Schall,  M.D1.,  F.A.C.S.,  Boston. 

8:30  a.  m„  Parlors  A.  B.  and  C. 

Regional  Committees  on  Trauma  and  Forum  on 
Associated  Problems 

R.  Arnold  Griswold,  M.D.,  F.A.C.S.,  Louisville; 
Professor  and  Head,  Department  of  Surgery. 
University  of  Louisville  School  of  Medicine; 
Chairman,  Kentucky  State  Executive  Commit- 
tee, and  Chief,  Section  V,  Regional  Committee 
on  Trauma,  American  College  of  Surgeons. 
Presiding. 

Immediate  Care  of  the  Injured 

George  J.  Curry,  M.D.,  F.A.C.S.,  Flint;  Chief, 
Section  for  Surgery  of  Trauma,  Hurley  Hospi- 
tal. 

10:00  a.  m„  Ballroom 

Charles  A.  Vance,  M.D.,  F.A.C.S.,  Lexington; 
Senior  Surgeon,  Staff,  Good  Samaritan  Hospi- 
tal; Member,  Kentucky  State  Executive  Com- 
mittee, American  College  of  Surgeons;  Past 
President,  Kentucky  State  Medical  Association, 
Presiding. 

Gastric  and  Intestinal  Intubation 

Charles  G.  Johnson,  M.D.,  F.A.C.S.,  Detroit; 
Professor  of  Surgery,  Wayne  University  Col- 
lege of  Medicine. 

Treatment  of  Head  Injuries 

R.  Eustace  Semmes,  M.D.,  F.A.C.S.,  Memphis, 
Professor  of  Neurological  Surgery,  University 
of  Tennessee  School  of  Medicine. 

Carcinoma  of  the  Colon 

Warren  H.  Cole,  M.D.,  F.A.C.S.,  Chicago;  Pro- 
fessor of  Surgery  and  Head,  Department  of 
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Surgery,  University  of  Illinois  College  of  Medi- 
cine. 

Recent  Experiences  in  Streptomycin  Therapy 
in  the  Treatment  of  Genito-urinary  Tuberculo- 
sis 

J.  Andrew  Bowen,  M.D.,  F.A.C.S.,  Louisville; 
Assistant  Professor  of  Urology,  University  of 
Louisville  School  of  Medicine. 

12:30  p.  m..  South  Room 

Luncheon  for  Surgeons  and  Physicians  follow- 
ed by  Round  Table  Conference  and  Discussion 
of  Papers  Presented  at  the  Morning  Session — 
Questions  and  Answers. 

Elmer  L.  Henderson,  M.D.,  F.A.C.S.,  Louisville, 
President-Elect,  American  Medical  Association 
and  World  Medical  Association,  Visiting  Sur- 
geon, Kentucky  Baptist  Hospital,  Kentucky 
Baptist  Children’s  Home,  and  St.  Joseph  In- 
firmary; Member,  Kentucky  State  Executive 
Committee,  American  College  of  Surgeons, 
Presiding. 

Discussion  Leaders — Speakers  at  Morning  Ses- 
sion. 

Panel  Discussions 
2:00  p.  m..  Ballroom 

Pat  R.  Imes,  M.D.,  F.A.C.S.,  Louisville;  Asso- 
ciate Professor  of  Clinical  Surgery,  University 
of  Louisville  School  of  Medicine;  Governor, 
American  College  of  Surgeons,  Presiding. 


Surgery  of  the  Hand 

Moderator:  Sumner  L.  Koch,  M.D.,  F.A.C.S., 
Chicago;  Professor  of  Surgery,  Northwestern 
University  Medical  School. 

Collaborators: 

S.  Benjamin  Fowler,  M.D.,  Nashville;  Orthope- 
dic Surgeon,  Tennessee  State  Crippled  Chil- 
dren’s Service,  Junior  League  Home  for  Crip- 
pled Children,  St.  Thomas,  Nashville  General, 
Mid-State  Baptist,  and  Vanderbilt  Hospitals. 

Vinton  E.  Siler,  M.D.,  F.A.C.S.,  Cincinnati;  As- 
sistant Professor  of  Surgery,  University  of 
Cincinnati  College  of  Medicine. 

3:30  P.  M. 

Surgical  Lesions  of  the  Stomach 

Moderator:  Warren  H.  Cole,  M.D.,  F.A.C.S., 
Chicago;  Professor  of  Surgery  and  Head,  De- 
partment of  Surgery,  University  of  Illinois  Col- 
lege of  Medicine. 

Collaborators: 

Stanley  O.  Hoerr,  M.D.,  F.A.C.S.,  Columbus; 
Associate  Professor  of  Surgery,  Ohio  State  Uni- 
versity College  of  Medicine. 

Max  M.  Zinninger,  M.D.,  F.A.C.S.,  Cincinnati: 
Associate  Professor  of  Surgery,  University  of 
Cincinnati  College  of  Medicine. 


VOLUNTARY  HEALTH  INSURANCE 


In  the  past  several  years  much  has  been 
said  and  written  concerning  health  insur- 
ance. The  first  plans  were  not  approved, 
and,  in  fact,  were  actively  opposed  by  the 
American  Medical  Association.  This  op- 
position brought  the  plans  under  closer 
scrutiny  and  led  to  their  vast  improve- 
ment. All  forms  of  actuarially  sound  pre- 
paid insurance  systems  now  have  AMA’s 
blessing— the  commercial  policies,  as  well 
as  the  non-profit  Blue  Shield  plans  spon- 
sored by  medical  associations. 

Many  factors  have  contributed  to  the 
need  for  some  form  of  prepaid  medical 
care.  In  former  days  when  most  illness 
was  treated  in  the  patient’s  home  and 
nursing  care  was  given  hy  members  of 
the  family  the  only  expense  was  the  doc- 
tor’s bill  and  the  few  bottles  of  medicine 
inexpensively  prepared  by  the  pharmacist. 
We  have  seen  this  pass  away  and  medical 
care  greatly  improved. 


With  the  modernization  of  treatment 
have  come  many  new  expenses.  The  great- 
est share  of  the  expense  of  illness  now 
goes  to  the  hospital,  although  many  hos- 
pitals are  continually  operating  in  the  red. 
The  patient  shudders  at  the  cost  of  three 
special  nurses,  yet,  the  nurses  are  not 
overpaid.  The  cost  of  medication  is  often 
staggering,  but  what  patient  would  be  de- 
nied the  “miracle  drugs”  regardless  of  the 
expense.  The  doctor’s  bill  is  more  than  it 
used  to  be  but  we  do  not  believe  that  the 
percent  increase  is  nearly  as  great  as  it 
has  been  in  other  charges  for  personal 
services.  Doctors’  fees  have  not  snowball- 
ed in  comparison  with  the  charges  of 
plumbers,  carpenters,  bricklayers,  miners, 
nor  have  they  kept  pace,  percentage-wise, 
with  even  the  still  underpaid  school  teach- 
er’s raises  in  pay.  Nevertheless,  a week  or 
two  in  the  hospital  is  a financial  blow  to 
too  large  a segment  of  our  people. 
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Practicality  of  Health  Insurance 

Since  only  a small  percent  of  the  popu- 
lation requires  hospitalization  in  any 
given  period  of  time,  insurance  affords  an 
opportunity  for  all  of  the  insured  group 
to  share  their  medical  costs.  The  very  idea 
of  insurance  has  been  developed  under 
free  enterprise.  For  many  years  insured 
living  persons  have  borne  the  cost  of  death 
and  the  loss  of  income  for  survivors  of  de- 
ceased members  of  the  insured  group. 
Thru  prepayment  we  have  assured  our- 
selves of  shelter  if  our  home  burns.  It  has 
not  been  necessary  for  the  government  to 
force  all  citizens  to  carry  life  insurance 
or  fire  protection,  nor  is  governmental  in- 
tervention required  in  the  health  insur- 
ance field.  The  idea  of  prepaid  medical 
care  is  relatively  new  and  already  nearly 
half  of  the  people  have  some  form  of 
medical  protection,  and  enrollment  is  pro- 
ceeding at  a rate  heretofore  inexperienc- 
ed in  the  history  of  insurance.  Americans 
have  always  solved  their  problems  and 
they  will  solve  this  one. 

Socialism? 

Some  physicians  look  upon  prepaid  med- 
ical care  as  a form  of  socialized  medicine. 
The  individual’s  view  would  depend  upon 
one’s  definition  of  socialism.  If  the  usual 
concept  is  held  that  socialism  is  a political 
and  economic  theory  of  social  organization 
based  on  collective  or  governmental  own- 
ership and  management,  it  is  difficult  to 
understand  how  a voluntary  system  of 
health  insurance  could  be  branded  with 
this  obnoxious  term.  Certainly  the  com- 
pulsory governmental  form  can  be  so  de- 
fined. Voluntary  health  insurance  falls  in- 
to the  same  category  as  all  other  insurance 
in  that  the  losses  of  the  few  are  borne  by 
the  premiums  of  the  insured  group 
whether  it  be  life,  fire,  theft,  or  what  not; 
thereby  translating  an  otherwise  catas- 
trophic experience  into  the  financial  bud- 
get of  the  Individual. 

Although  present  forms  of  voluntary 
health  insurance,  including  our  own  Blue 
Shield  Plan,  admittedly  are  not  the  com- 
plete answer  to  the  present  day  costs  of 
medical  care  for  all  of  the  people,  they  are 
continually  being  improved  and  great 
progress  is  toeing  made  in  this  strong  bul- 
wark against  socialized  medicine. 

Monopoly? 

Since  the  medical  profession  realized 
the  need  for  prepaid  medical  care  and 
sponsored  the  organization  of  non-profit 
Blue  Shield  plans,  there  has  come  the  ac- 


cusation that  physicians  have  a monopoly 
on  health  insurance.  It  has  been  said  that 
the  F.B.I.  investigations  of  medical  asso- 
ciations have  been  an  attempt  to  secure 
evidence  that  the  societies  are  creating  a 
monopoly  by  squeezing  out  commercial 
companies  which  offer  policies  carrying 
sickness  benefits.  The  true  evidence  is 
that  private  companies  are  doing  a great- 
ly increased  business  in  this  field  due  to 
advertising  that  has  come  from  doctors 
publicizing  the  need  for  voluntary  pre- 
payment of  medical  costs,  and  the  Federal 
government’s  attempt  to  force  compulsory 
health  insurance  on  the  people. 

This  is  a healthy  situation.  The  impor- 
tant thing  is  that  people  have  some  form 
of  voluntary  health  insurance.  Unfortu- 
nately there  have  been  some  unscrupulous 
companies  that  have  taken  advantage  of 
the  increased  sales  and  have  gypped  the 
public.  We  have  no  doubt  that  these  com- 
panies will  be  taken  care  of  in  the  Ameri- 
can way  and  legitimate  concerns  will  con- 
tinue to  provide  good  health  insurance  as 
in  other  areas  of  insurance  business. 

Advertising  Health  Insurance 

Following  a discussion  of  the  need  for 
prepaid  medical  care,  the  Council  of  the 
Kentucky  State  Medical  Association  in 
session  on  December  29,  1949,  urged  all 
county  medical  societies  to  aid  enrollment 
in  Kentucky  Physicians  Mutual,  Inc.  In  all 
advertising  the  Council  suggested  that 
emphasis  should  be  placed  on  the  need 
for  prepayment,  urging  enrollment  in 
Kentucky  Physicians  Mutual,  Inc.,  or  by 
some  reputable  commercial  company. 
Such  advertising  will  demonstrate  the 
true  interest  of  the  profession  in  the  prob- 
lem, swell  enrollment  in  Kentucky  Phy- 
sicians Mutual  and  increase  the  desire  for 
protection.  Commercial  companies  will 
gain  increased  business  from  those  who 
prefer  that  type  of  policy  and  from  indi- 
viduals who  are  not  members  of  a suffi- 
ciently large  group  to  be  eligible  for  Blue 
Shield. 


NOTICE 

The  Kentucky  State  Medical  Associa- 
tion announces  that  its  Annual  Meeting 
will  be  held  on  September  26,  27  and  28, 
1950  at  the  Brown  Hotel  in  Louisville, 
Kentucky. 

Bruce  Underwood,  M.  D. 

Secretary  and  General  Manager. 
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Dear  Fellow  Physicians: 

The  House  of  Delegates  of  the  American  Medical  Association,  meeting 
in  Washington,  D.  C.,  December  6 to  8,  1949,  adopted  dues  of  $25.00  for  ac- 
tive members  of  the  American  Medical 
Association  for  the  year  1950.  The 
dues  are  to  be  collected  by  the  secre- 
taries of  the  county  medical  societies, 
sent  with  our  state  dues  to  the  secretary 
and  general  manager  of  the  State  Medical 
Association,  and  thence  to  the  secretary 
and  general  manager  of  the  American 
Medical  Association. 


The  funds  collected  will  be  used  to  con- 
tinue the  effective  educational  campaign 
which  has  been  conducted  by  the  Associa- 
tion in  1949  to  inform  the  public  of  the 
many  advantages  of  the  voluntary  system 
of  medical  practice  as  it  now  exists  in  the 
United  States. 


May  I advise  that  sixty  percent  (60%) 
of  our  membership  responded  to  the 
1949  assessment  as  passed  by  the  St. 
Louis  meeting  of  the  House  of  Delegates  in  December  1948.  I do  trust  that 
this  present  obligation  will  be  accepted  by  the  entire  membership  of  the 
Kentucky  State  Medical  Association. 


Sincerely, 
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CHANGING  CONCEPTS  IN  CARDIAC  FAILURE 

Franklin  B.  Moosnick..  M.  D, 

LEXINGTON 


The  idea  that  blood  dams  up  in  the  veins 
behind  a tailing  heart  and  that  in  conse- 
quence fluid  is  forced  out  into  the  tissues 
through  the  capillaries  under  the  increas- 
ed venous  pressure,  is  very  straightfor- 
ward and  has  an  attractive  simplicity.  The 
vital  mechanism  of  the  body,  however,  is 
much  more  complex  and  this  simple  view 
is  inadequate  to  explain  the  clinical  pat- 
tern observed. 

The  physiology  of  the  heart  in  normal 
activity  and  in  failure,  has  been  studied 
with  renewed  emphasis  in  recent  years 
since  the  advent  of  newer  methods  of 
study.  The  development  of  the  technic  of 
cardiac  catherization  for  the  measurement 
of  intra-auricular  pressure  and  cardiac 
output  and  the  use  of  radioactive  isotopes 
in  the  study  of  salt  metabolism,  have  in- 
troduced many  new  ideas  of  the  patho- 
logic changes  associated  with  heart  fail- 
ure in  such  rapid  succession  that  it  makes 
necessary  revision  of  many  older  concepts. 

Thougn  the  heart  is  of  primary  im- 
portance in  initiating  the  chain  of  events 
which  we  know  clinically  as  congestive 
heart  failure,  there  is  sharp  disagreement 
regarding  the  sequential  position  and  rel- 
ative importance  of  the  various  factors 
involved.  The  variable  effects  of  each 
factor  plus  the  fact  that  each  may  be  in- 
volved in  different  degrees,  does  not  clar- 
ify the  matter. 

Consequently  this  paper  is  presented  in 
an  attempt  to  coordinate  and  simplify 
the  information  available  to  date  in  an  ef- 
fort to  present  a concept  of  the  genesis  of 
cardiac  failure,  which  is  tenable  in  the 
light  of  clinical  and  experimental  observa- 
tions now  at  hand. 

Genesis  of  Cardiac  Failure 

Heart  failure  may  be  said  to  occur 
whenever  the  myocardium  fails  to  deliver 
sufficient  blood  for  body  requirements. 
This  definition  makes  the  development  of 
heart  failure  independent  of  the  heart 
output,  the  important  consideration  be- 
ing that  the  organ  Iblood  flow  is  inade- 
quate in  amount  to  sustain  normal  body 
function.  Thus  the  cardiac  output  during 
heart  failure  may  even  be  higher  than 
normal  as  in  thyrotoxicosis  with  heart 

Read  before  the  Kentucky  State  Medical  Association, 
Owensboro,  October  6,  7,  8,  1949. 


failure  where,  because  of  the  greatly  in- 
creased oxygen  demand  by  the  tissues, 
even  an  increased  blood  flow  might  be  in- 
adequate, or  as  in  anemia  because  of  the 
diminished  oxygen  transporting  quality 
of  the  blood.  In  the  usual  case  of  heart 
failure,  however,  the  output  is  lower 
than  normal.  With  inadequate  output  and 
consequent  heart  failure  present,  the  body 
institutes  several  compensatory  measures 
in  an  effort  to  maintain  adequate  blood 
flow  to  the  vital  centers.  At  first  the  heart 
attempts  to  compensate  for  its  shortcom- 
ings for  a while  by  dilatation  and  subse- 
quent hypertrophy  with  resulting  increas- 
ed volume  output,  but  eventually  myo- 
cardial fatigue  and  consequent  failure  of 
effective  systolic  emptying  of  the  heart 
further  aggravate  the  inadequate  blood 
flow. 

Reconslruclion  of  Evenfs 

From  this  beginning,  the  usual  recon- 
struction of  events  is  that  as  the  cardiac 
output  falls,  residual  blood  remaining  in 
the  heart  because  of  the  inadequate 
emptying,  offers  increasing  resistance  to 
the  normal  venous  return,  thus  raising 
the  pressure  in  the  veins  with  subsequent 
forcing  of  fluid  from  the  vascular  system 
into  the  tissues.  As  straightforward  as 
this  seems,  it  is  hardly  tenable  in  the  or- 
dinary case.  The  blood  available  for  back- 
ing up  behind  the  right  side  of  the  heart 
is  that  pumped  out  by  the  left  heart,  and 
the  blood  pumped  by  the  left  ventricle  is 
that  delivered  to  it  by  the  right  side  of 
the  heart.  Thus,  when  one  ventricle  fails, 
the  other  ventricle  of  necessity  must  fail 
also. 

When  cardiac  damage  and  failure  are 
produced  experimentally,  though  the 
heart  fails,  as  often  as  not  both  the  venous 
pressure  and  the  systemic  arterial  pres- 
sure fall  and  the  clinical  picture  of  con- 
gestive heart  failure  will  not  develop.  If 
at  the  same  time  the  heart  failure  was  be- 
ing produced,  the  blood  volume  was  con- 
tinually increased  by  infusions,  the  ve- 
nous pressure  would  rise  and  the  picture 
of  congestive  heart  failure  would  develop. 
Consequently,  the  manifestations  of  con- 
gestive heart  failure  as  we  usually  know 
them,  appear  to  be  the  result  of  diminish- 
ed cardiac  output  by  a damaged  heart  in 
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t the  same  time  that  heart  is  re- 
ncreased  amounts  of  blood  from 
’iy  filled  venous  system.  The  fact 
e venous  system  is  overfilled  in 
5rt  failure  has  corroboration  in  the  ob- 
servation that  the  venous  pressures  of  pa- 
tients dying  with  congestive  heart  fail- 
ure remains  quite  elevated  even  after 
death,  which  can  be  accounted  for  only 
by  excessive  fluid  content  of  the  vascular 
system  distending  it  under  pressure. 

Mechanism  of  Cardiac  Failure 


The  mechanism  by  which  the  increase 
in  Iblood  volume  seen  in  congestive  heart 
failure  is  obtained,  is  largely  the  result 
of  salt  and  water  retention  by  the  kidney. 
Even  in  normal  subjects  the  administra- 
tion of  excessive  amounts  of  salt  in  asso- 
ciation with  adequate  hydration,  will  in- 
crease the  plasma  volume,  venous  pres- 
sure, body  weight,  and  lead  to  edema  for- 
mation, a pattern  not  unlike  that  seen  in 
congestive  heart  failure. 

In  heart  failure  a marked  reduction  in 
renal  blood  flow  occurs.  This  develops  in- 
dependently of  a rise  in  venous  pressure 
which  one  might  suspect  could  serve  to 
slow  the  blood  flow  as  it  leaves  the  kidney. 
As  a matter  of  fact  in  patients  with  heart 
failure,  variations  in  the  venous  pressure 
alter  the  renal  blood  flow  but  slightly. 
This  diminished  renal  blood  flow  is  part 
of  general  redistribution  of  blood  with- 
in the  vascular  system,  probably  mediat- 
ed through  several  channels  by  the  vaso- 
motor center.  In  this  connection  the  kid- 
neys may  be  considered  as  “vascular  buf- 
fers” in  the  systemic  circulation,  where- 
by through  intrarenal  vasoconstriction 
considerable  quantities  of  blood  normally 
flowing  through  the  kidneys  may  be  di- 
verted to  other  tissues,  thus  serving  to 
support  arterial  pressure,  and  supplement, 
in  effect,  the  cardiac  output.  The  peri- 
pheral vessels  are  often  times  likewise 
constricted  as  the  body  continues  to 
make  an  effort  to  direct  adequate  blood 
flow  to  vital  centers,  and  the  progressive 
rise  in  blood  pressure  sometimes  seen  dur- 
ing heart  failure,  occurring  in  the  face  of 
diminishing  cardiac  output,  is  a matter 
of  common  knowledge  to  physicians. 

Renal  Vascular  Resislance 

Occurring  without  constant  relation- 
ship to  arterial  blood  pressure  or  to  ve- 
nous pressure,  the  diminished  glomerular 
blood  flow  is  necessarily  the  result  of  a 
striking  increase  in  renal  vascular  resis- 
tance. The  mechanisms  whereby  this 
vasoconstriction  in  the  kidney  is  mediat- 


ed are  not  clearly  defined.  The  role  of  the 
sympatnetic  nervous  system  is  difficult 
to  assess,  but  undoubtedly  it  is  implicated. 
Apparently  also  tnere  is  increased  forma- 
tion of  renin  by  tne  kidney  during  heart 
failure.  Though  renin  is  unable  to  initiate 
the  renal  b-ood  now  changes  since  a cer- 
tain amount  oi  renal  ischemia  is  required 
for  its  elaboration,  it  certainly  could  serve 
to  aggravate  the  situation,  and  might  well 
be  involved  in  tne  systemic  arterial  vaso- 
constriction and  tne  venoconstriction  not- 
ed, as  renin  is  Known  to  produce  these  ef- 
fects. Other  humoral  mecnanisms  prob- 
ably enter  the  picture  later  during  the 
course  of  failure.  These  include  increas- 
ed activity  oi  the  adrenal  cortex  which 
enhances  the  retention  of  sodium  in  the 
body,  and  increased  secretion  of  the  pos- 
terior pituitary  acting  through  its  anti- 
diuretic factor. 

As  the  renal  blood  flow  falls  in  heart 
failure,  the  glomerular  filtration  is  con- 
sequently reduced,  and  the  inulin  clearance 
test  which  is  a measure  of  glomerular  fil- 
tration may  be  reduced  to  30  to  50%  of  nor- 
mal. This  means  that  sodium  and  water 
elimination  through  the  glomeruli  would 
be  reduced  proportionately.  Assuming 
normal  tubular  resorption  of  the  decreas- 
ed volume  of  glomerular  filtrate,  it  be- 
comes evident  that  very  little  salt  or 
water  can  be  lost  from  tne  body.  The  role 
of  increased  renal  venous  pressure  upon 
tubular  resorption  of  water  and  salt  is 
not  clearly  denned,  but  there  is  some  evi- 
dence to  indicate  that  by  altering  the 
gradient  of  pressure  and  flow  of  urine  a- 
long  the  tubules,  the  resorption  of  these 
two  substances  may  be  increased.  Thus, 
two  factors,  renal  venous  hypertension 
and  intrarenal  arteriolar  constriction, 
operate  simultaneously  to  produce  reten- 
tion of  salt  and  water  in  the  blood.  This 
retention  would  very  rapidly  increase  the 
blood  volume  with  consequent  increase  in 
the  cardiac  load,  and  thus  overload  the 
heart  and  enhance  the  decline  of  cardiac 
function.  The  same  retention  of  sodium 
and  water  is  the  dominent  factor  in  the 
production  of  peripheral  edema. 

Venous  Pressure 

One  of  the  most  definite  alterations  in 
attitude  which  one  must  acquire  is  re- 
garding the  elevation  of  venous  pressure 
which  accompanies  the  development  of 
cardiac  failure.  Heretofore  we  have 
thought  of  the  increase  of  venous  pres- 
sure as  a very  passive  situation  resulting 
from  falling  cardiac  output  and  conse- 
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quent  pooling  of  blood  in  the  veins  be- 
hind the  failing  right  ventricle  under  in- 
creasing pressure.  Recent  work  however, 
leads  us  to  believe  that  venous  pressure 
is  a dynamic  force  controlled  through  a 
venomotor  center  in  the  medulla.  Under 
conditions  of  diminishing  cardiac  output, 
venous  pressure  is  actively  increased 
through  a generalized  constriction  of  the 
veins  with  diversion  of  blood  out  of  the 
large  splanchnic  and  portal  pools  in  an 
effort  to  increase  the  pressure  within  the 
right  auricle  and  consequently,  cause  a 
rise  in  cardiac  output.  Starling’s  law  of 
the  heart,  which  has  been  regarded  as 
basic  in  cardiac  physiology,  operates  up- 
on the  premise  that  the  venous  pressure 
and  hence  the  diastolic  filling  of  the  heart 
governs  the  cardiac  output.  Consequently 
we  must  regard  the  rise  in  venous  pres- 
sure as  a mechanism  instituted  by  the 
body  in  an  effort  to  maintain  adequate 
circulation  in  a subject  with  a failing 
heart. 

There  are  factors  other  than  venocon- 
striction  actively  engaged  in  elevating  ve- 
nous pressure.  The  generalized  arterial 
constriction  accompanying  heart  failure 
which  has  already  been  mentioned  serves 
to  redistribute  blood  from  the  arterial  in- 
to the  venous  system.  A final  factor  is  the 
increased  blood  volume  which  develops 
secondary  to  the  retention  of  salt  and 
water  by  the  kidney.  This  has  already 
been  discussed,  and  is  probably  the  great- 
est factor  in  the  maintenance  of  elevation 
of  venous  pressure. 

Increase  Venous  Pressure 

Though  an  increase  in  venous  pressure 
may  operate  successfully  in  the  normal 
heart  or  early  in  the  course  of  failure  to 
increase  the  cardiac  output,  eventually 
it  leads  to  overloading  of  an  already  fa- 
tigued myocardium,  with  consequent  fall 
in  cardiac  output  and  increase  in  failure 
symptoms.  Clinically,  the  catastrophic  de- 
compensation resulting  from  overloading 
a failing  heart  by  the  incautious  adminis- 
tration of  fluid  intravenously  to  cardiac 
patients  is  well  known.  Conversely,  the 
beneficent  influence  of  venesection  in  pa- 
tients with  severe  cardiac  failure  where- 
in the  simple  mechanical  reduction  of'  ve- 
nous pressure  may  lead  to  an  increase  in 
cardiac  output,  with  an  increase  in  the 
cardiac  efficiency  of  20%  to  40%. 

Summary 

1.  A simplified  concept  of  the  factors 
concerned  in  the  genesis  of  cardiac  failure 
has  been  presented. 


2.  Cardiac  failure  occurs  whenever  the 
heart  fails  to  deliver  adequate  blood  for 
normal  body  function. 

3.  In  an  effort  to  maintain  adequate 
blood  flow,  generalized  arterial  constric- 
tion and  venous  constriction  mobilize  and 
redistribute  blood  into  the  systemic  cir- 
culation in  increased  amounts. 

4.  Diminished  renal  blood  flow  secon- 
dary to  renal  vasoconstriction  leads  to  re- 
tention of  water  and  salt  by  the  body, 
this  in  turn  increases  the  blood  volume, 
further  increases  venous  pressure,  over- 
loads the  already  failing  heart,  and  pro- 
duces the  picture  of  congestive  heart  fail- 
ure. 

DISCUSSION 

Murray  L.  Rich,  Covington:  We  are  indebted 
to  Dr.  Moosnick  for  giving  us  a clear  and  con- 
cise discussion  of  a subject  of  fundamental  im- 
portance. Some  of  the  more  spectacular  and, 
perhaps,  more  easily  understandable  contri- 
butions to  medicine,  such  as  the  antibiotics, 
have  overshadowed  the  fact  that  equally  im- 
portant advances  have  been  made  in  other 
fields.  The  changing  viewpoint  about  conges- 
tive heart  failure  is  one  of  the  most  important 
of  these. 

I am  glad  that  Dr.  Moosnick  has  used  the 
word  “changing”  in  his  title.  The  situation  is 
not  static.  As  he  has  pointed  out,  there  has 
accumulated  sufficient  evidence  to  discard  the 
idea  that  congestive  heart  failure  results  from 
blood  backing  up  behind  the  failing  heart.  Yet 
I have  the  feeling  that  the  final  word  has  not 
yet  been  said.  As  has  been  stated,  a number  of 
factors  are  involved  in  varying  degrees,  and 
no  doubt  others  will  be  described  with  the 
newer  methods  of  study  now  available. 

I think  it  is  important  to  re-emphasize  what 
Dr.  Moosnick  has  said  concerning  the  increas- 
ed venous  pressure  observed  in  congestive 
heart  failure.  This  is  not  merely  a passive  con- 
dition resulting  from  the  so-called  “weak 
heart”  but  it  is  a positive  state  resulting  from 
the  interaction  of  several  factors.  He  notes,  a- 
mong  these  factors,  the  probable  existence  of  a 
venomotor  center  in  the  medulla  which  helps 
to  control  venous  pressure.  Apropos  of  this 
might  be  mentioned  some  recent  work  indicat- 
ing that  digitalis  causes  a relaxation  in  the 
venous  tone,  with  resultant  fall  in  venous  pres- 
sure. 

The  speaker  has  purposely  omitted  any  dis- 
cussion of  the  therapy  of  congestive  failure.  It 
must  be  apparent  to  all  that  the  present-day 
use  of  salt-restrictive  diets  and  frequent  in- 
jections of  the  mercurial  diuretics  are  on  a 
sound  physiological  basis,  when  considered  in 
the  light  of  the  concept  of  congestive  failure 
as  we  have  heard  it  today. 
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Rankin  C.  Blount,  Lexington:  I do  not  pro- 
fess to  understand  all  the  intricate  mechanisms 
even  of  normal  physiology  of  the  circulation 
and,  much  less,  all  the  things  that  happen 
when  the  heart  begins  to  fail. 

As  he  pointed  out,  the  first  chain  of  events 
that  occur  in  heart  failure  is  that  the  heart 
fails  to  put  out  enough  blood  to  take  care  of 
tissue  metabolism.  That  is  the  first  chain  of 
events.  After  that  there  are  so  many  factors  in- 
volved that  it  is  difficult  to  follow — it  is  for  me. 
We  know,  certainly,  as  he  has  pointed  out,  a lot 
of  the  things  that  happen. 

I was  interested  recently  in  a paper  by  Dr. 
Dock  in  the  A.  M.  A.  Journal  in  which  he  calls 
these  mechanisms,  adaptations  by  the  body.  He 
points  out  that,  in  all  heart  failure,  there  are 
three  things  that  happen.  In  the  first  place, 
there  is  an  increase  in  venous  tone  or  venous 
pressure  or  venous  stasis,  as  the  case  may  be. 
Secondly,  there  is  a vasoconstriction  so  that 
the  blood  flow  through  the  splenic  area  and 
the  kidneys  is  greatly  reduced.  Thirdly,  there 
is,  as  a result  of  the  latter,  an  increase  in  the 
intercellular  fluids  and  salt. 

He  has  further  pointed  out  that  the  human 
being  is  particularly  susceptible  to  this  reten- 
tion of  salt  and  water  because  of  the  very  high 
salt  diet  that  the  human  takes,  in  relation  to 
that  of  other  mammals.  I believe  he  states  the 
average  ape,  in  his  diet  of  fruit  and  nuts,  gets 
about  250  mg.  of  salt  whereas  the  average  hu- 
man diet  contains  about  5 G.  of  salt.  Certainly, 
in  treating  our  patients — that  is  one  thing  that 
has  been  emphasized  particularly  by  Gold — 
we  can  use  the  mercurial  diuretics  and  the 
salt-restrictive  diet  which  we  know  have  a 
beneficial  effect  on  heart  failure. 

I think  that  we  are  realizing  now  that  the 
mercurial  diuretics  are  not  as  toxic  as  before. 
We  are  using  larger  doses,  very  frequently 
with  very  excellent  results,  and  now  we 
know  why  they  work,  when  we  understand 
these  mechanisms  that  take  place. 

C.  F.  Long.  Elizabethtown:  I simply  w-anted 
to  ask  a question.  What  would  you  do  when 
you  get  a reaction  from  mercurial  diuretics? 
Would  you  give  another  shot  when  they  come 
back  to  your  office  the  next  week? 

Woodford  B.  Troutman,  Louisville:  I know 
it  is  not  in  good  taste  to  make  case  reports  but 
this  question  has  been  brought  so  vividly  to 
me  in  the  last  six  weeks,  and  I might  say  I 
saw  one  man  just  a couple  of  weeks  ago,  fifty- 
one  years  of  age,  who  was  dead  in  twenty 
minutes  from  what  we  would  term  acute  pul- 
monary edema,  acute  left  ventricular  failure, 
no  pain. 

The  other  case  was  that  of  a man  about 
seventy-three  years  old,  a doctor  whom  you 
all  would  know,  whom  I happened  to  see  from 
his  very  initial  symptom.  He  awakened  me 


and  he  said  he  was  extremely  short  of  breath 
but  had  no  pain;  denied  pain  so  long  as  he 
survived,  which  was  about  fifteen  or  twenty 
minutes. 

Now,  what  does  happen?  What  a tremen- 
dous change  takes  place  in  the  physiology  of 
the  body!  It  seemed  revolutionary,  indeed.  Dr. 
Moosnick  does  mention  generalized  arterial 
constriction.  I believe  that  may  have  happened 
in  the  second  case  because  I did  have  the  op- 
portunity to  take  this  party’s  blood  pressure, 
and  I had  known  his  pressure  two  or  three 
weeks  before  to  be  160/90  and  possibly  five 
minutes  after  he  became  ill  I took  his  pres- 
sure and  it  was  260/130.  I took  it  one  time. 
But  I again  pose  the  question,  how  are  we  go- 
ing to  explain  these  extremely  acute  congestive 
failures? 

Treatment  does  not  enter  into  this  type  of 
acute  episode,  because  we  just  have  no  time 
to  treat.  Then  I do  remind  you  that  there  are 
other  cases  which,  at  their  inception,  appear 
almost  as  acute  and  yet  they  are  reversible. 

I am  reminded  of  a third  individual  that  I 
saw  recently  walk  into  my  office,  whom  I had 
seen  fifteen  years  ago  in  acute  pulmonary 
edema,  and  he  seems  well  today. 

George  W.  Pedigo,  Louisville:  I have  cer- 

tainly enjoyed  Doctor  Moosnick’s  talk  very 
much.  It  was  an  excellent  summary  of  the 
mechanisms  involved  in  cardiac  failure.  There 
is  one  point  I would  like  to  mention  and  I 
would  like  to  have  Doctor  Moosnick’s  opinion 
of  this.  It  seems  to  me  there  must  be  a differ- 
ence in  acute  heart  failure  as  opposed  to 
chronic  heart  failure.  I can  understand  and  be- 
lieve that  in  chronic  congestive  heart  failure 
the  steps  of  decreased  cardiac  output,  decreas- 
ed renal  blood  flow,  salt  and  water  retention 
by  the  kidney  and  then  increased  venous  pres- 
sure and  edema  can  occur.  These  changes  plus 
the  change  in  the  venous  tone  are  undoubted- 
ly all  important  in  the  development  of  con- 
gestive heart  failure.  It  is  difficult  for  me  to 
understand  and  to  explain  acute  congestive 
heart  failure  on  this  basis.  For  instance,  in  the 
acute  pulmonary  edema  following  coronary  oc- 
clusion there  certainly  is  not  time  for  all  these 
steps  to  take  place.  The  edema  comes  on  too 
quickly.  It  seems  to  me  that  in  this  instance 
the  sudden  increase  in  venous  pressure  in  the 
pulmonary  vessels  secondary  to  the  coronary 
must  cause  the  edema.  The  mechanisms  in- 
volved in  the  pathogenesis  of  acute  congestive 
failure  and  chronic  congestive  failure  it  ap- 
pears must  be  different. 

Franklin  B.  Moosnick,  (In  closing) : I would 
like  to  thank  the  discussants  very  much  for 
their  kind  words  and  the  interest  they  have 
shown  in  this  very  thought-provoking  subject. 
In  writing  this  paper  I was  well  aware  that 
much  of  the  material  on  the  subject  and  a 
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great  deal  of  work  done  is  by  no  means  final. 
That  is  why  I called  it  “Changing  Concepts.” 

Much  of  the  work  which  I have  quoted  as 
positive  fact  is  still  in  a controversial  stage,  but, 
in  an  effort  to  bring  a concept  which  would  be 
logical  and  complete  in  the  light  of  present 
knowledge  and  which  we  could  use  as  a back- 
ground for  following  future  work,  I felt  such 
an  approach  to  be  in  order. 

I might  make  a few  additional  comments. 
My  definition  of  cardiac  failure  is  inadequate 
output  of  the  heart  to  supply  ordinary  body 
needs.  This  definition  would  apply  to  things 
other  than  congestive  heart  failure.  It  would 
also  apply  to  shock,  regardless  of  cause. 

Interestingly  enough,  the  bodily  changes 
which  take  place  in  shock  and  which  can  occur 
very  quickly  after  a shocking  event,  are  pre- 
cisely the  same  changes  that  take  place  in  a- 
daptation  to  failing  output  by  the  heart  in  con- 
gestive heart  failure.  In  other  words,  there  is 
a very  close  relationship  between  the  reaction 
of  the  body  to  shock,  and  the  reaction  of  the 
body  to  heart  failure,  as  we  know  it  usually. 
Consequently,  we  have  to  think  of  them  in  the 
same  light.  Dr.  Pedigo  posed  the  problem  of 
acute  versus  chronic  failure.  Certainly,  there  is 
a difference.  In  chronic  failure,  as  I mentioned, 
the  first  thing  that  happens  is  the  heart  dilates, 
increases  its  stroke  output  and,  consequently, 
makes  up  for  its  diminished  output. 

As  time  passes,  this  dilatation  is  replaced  by 
hypertrophy  and  a state  of  compensation  is  re- 
stored. I do  not  like  the  term  “compensation” 
but  I think  we  have  to  use  it  there.  As  it  goes 
on,  perhaps  six  months  later  or  a year  later  or 
as  a result  of  increased  work  or  strain,  increas- 
ed demands  are  placed  on  the  heart  and  dila 
tation  again  results.  Then,  after  a period  of  re- 
adjustment, more  hypertrophy  occurs,  until 
eventually  we  reach  a place  where  the  heart 
can  no  longer  meet  the  increased  needs  by  this 
mechanism,  and  congestive  heart  failure  re- 
sults, with  all  the  compensatory  changes  which 
I have  listed  in  my  paper. 

In  acute  heart  failure,  this  particular  thing 
cannot  occur.  He  mentioned  coronary  accident 
whereby  a major  portion  of  the  left  ventricle 
may  suddenly  be  knocked  out  and  consequent- 
ly the  left  vertricle  can  no  longer  adequately 
expel  blood.  As  a result,  the  reflex  changes 
which  develop  in  heart  failure,  including  the 
arterial  vasoconstriction,  occur  very  quickly. 

In  addition  to  being  unable  to  expel  the 
blood  returned  to  it,  there  is  an  increased  load 
thrown  upon  it  by  a normally  functioning  right 
heart.  McMichaels  and  Sharpey-Schaeffer  have 
shown,  as  the  ventricle  received  more  blood, 
the  output  is  increased  up  to  a point  where  the 
myocardium  is  no  longer  able  to  handle  an  in- 
creasing load,  and  then  the  output  curve  which 


is  rapidly  rising,  takes  a sharp  turn  and  drops 
precipitously.  In  other  words,  by  overloading 
an  already  fatigued  muscle,  you  enhance  the 
failure. 

I think  that  is  exactly  what  happens  in  the 
sudden  left  ventricular  failure  seen  in  coro- 
nary accidents,  and  things  of  that  sort.  This 
material  is  controversial,  and  I purposely  left 
it  out. 

Another  point  I might  mention,  which  par- 
tially answers  Dr.  Troutman’s  question,  is 
that  as  these  compensatory  mechanisms  are  es- 
tablished, they  are  established  during  the 
period  of  day  when  activity  is  present,  and  in- 
creased demands  are  being  made  on  the  heart. 
Consequently,  during  the  day,  fluid  retention 
occurs  and  salt  retention  occurs.  During  the 
night  cardiac  activity  is  less  and  many  of  the 
compensatory  mechanisms  are  reversed.  Con- 
sequently, you  are  all  familiar  with  the  in- 
creased renal  output  during  the  night  in  car- 
diac patients  as  the  renal  vasoconstriction  is 
relaxed.  An  additional  factor  is  that  we  are  in 
an  upright  position  during  the  day;  when  we 
lie  down  at  night,  the  body  fluids  are  made 
more  available.  The  increased  blood  volume 
resulting  may  overload  the  weakened  myocar- 
dium, and  acute  failure  may  be  precipitated 
during  the  night  or  during  any  period  when 
the  patient  becomes  horizontal. 

The  effect  of  position  on  the  cardiac  output 
is,  in  itself,  a long  and  difficult  problem.  I 
think  the  mentioning  of  this  one  instance 
would  be  enough. 

I think  it  is  important  to  understand  the 
changes  I have  mentioned  and  which  my  dis- 
cussants have  been  kind  enough  to  re-empha- 
size,  because  all  effective  and  intelligent  ther- 
apy has  to  be  directed  along  these  lines,  to  pre- 
vent the  retention  of  salt,  to  prevent  the  re- 
tention of  water,  and  to  enhance  the  excretion 
of  these  two  items. 

Digitalis  which,  for  the  period  of  a W 
years,  seemed  to  have  lost  favor  by  some  men 
appears  to  be  regaining  its  position  in  the 
treatment  of  cardiac  failure  because  of  its  ef- 
fect in  increasing  the  force  of  myocardial  con- 
traction and  because,  by  relaxing  the  veno- 
motor  tone,  it  decreases  some  of  the  return  and 
lightens  the  load  on  an  already  failing  heart. 

Dr.  Long  asked  the  question,  if  a patient  has 
a reaction  to  mercurial  diuretics,  would  you 
continue  to  use  mercurial  diuretics?  I think 
that  is  a difficult  question  to  answer  because 
there  are  several  types  of  reaction.  I mean  it 
is  not  uncommon,  if  you  are  giving  mercurial 
diuretics  intravenously  to  have  a patient  com- 
plain of  giddiness  and  light-headedness  on  in- 
jection, which  passes  in  a few  minutes  and  ap- 
parently has  no  harmful  after-effects.  I would 
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not  consider  that  type  of  reaction  a contrain- 
dication of  continuing  therapy. 

On  the  other  hand,  Gold  insists  now  that  the 
only  route  to  administer  mercurial  diuretics 
is  intramuscularly,  so  that  you  avoid  the 


chance  of  having  that  type  of  reaction  occur. 

I think  any  serious  reaction  to  mercurial 
diuretics  would  be  ample  evidence  for  me  at 
least  to  discontinue  their  use  for  a consider- 
able length  of  time. 


THE  SIGNIFICANCE  OF  JAUNDICE 

John  B.  Floyd,  Jr.,  M.  D. 

LEXINGTON 


Jaundice  is  -a  pathological  pigmentation 
usually  indicative  of  an  upset  of  the  nor- 
mal physiology  of  either  hemoglobin  or 
bile  pigments.  The  avoidance  of  surgery 
in  jaundiced  patients  ill  with  parenchymal 
liver  damage  is  of  great  interest  to  every- 
one. As  a corollary,  no  one  wishes  to  deny 
the  jaundiced  patient  the  possible  bene- 
fits of  surgery  if  the  jaundice  results  from 
biliary  tract  obstruction  or  from  hyper- 
splenism. 

Rarer  sources  of  pathological  pigmenta- 
tion can  be  classified  as  follows,: 

1.  Exogenous— such  as  anthracosis  (car- 
bon) , argyria  (silver) , plumbism  (lead) . 

2.  Endogenous — outside  of  those  derived 
from  a breakdown  of  pigments  as  hemo- 
globin or  bile  pigments,  are  from  products 
of  cell  metabolism,  including  melanin  and 
lipochromes  (Gaucher’s  disease,  Nieman 
Pick’s  disease,  and  the  Hand-Christian- 
Schueller  syndrome) . 

Cutaneous  manifestations  of  silver  and 
phenol  products  are  infrequently  seen. 
Anthracosis  usually  refers  to  pigmenta- 
tion of  the  lungs  and  the  regional  nodes. 
Plumbism  or  lead  poisoning  with  pigment 
deposition  is  noted  as  a black  stippled  line 
on  the  gum  margin.  Hemoglobin  products 
with  cutaneous  signs  generally  require  a 
cellular  action  for  its  production.  It  does 
not  follow  a simple  chemical  breakdown 
of  hemoglobin.  It  usually  signifies  certain 
forms  of  infection  such  as  malaria  or  ty- 
phoid, or  other  hemolytic  anemias. 

Bilirubin  is  the  chief  pigment  of  bile, 
produced  by  the  Reticulo-Endothelial  cells 
(particularly  the  Kupffer  cells)  and 
secreted  into  the  bile  ducts  via  the  liver 
cell.  A concentration  of  bile  in  the  blood 
exceeding  one  part  in  50,000  results  in 
clinical  jaundice. 

Read  before  the  Letcher  County  Medical  Society,  Whites- 
burg,  October  25,  1949. 


Diagnosis 

The  diagnosis  of  the  underlying  cause  is 
of  immediate  and  paramount  significance 
in  order  to  properly  advise  and  treat  the 
patient.  The  first  choice  diagnosis  of  the 
cause  of  jaundice  is  90%  correct.,.  In  this 
group  of  cases,  surgery  was  required  for 
the  diagnosis  in  only  6.3%.  A diagnosis 
must  be  established,  for  the  decision  has 
to  be  made  to  treat  the  jaundiced  patient 
medically  or  surgically. 

To  arrive  at  a diagnosis,  a classification 
of  jaundice  should  be  followed,  and  Dueci’s 
is  one  of  the  more  recent3: 

1.  Pre-hepatic — hemolytic  or  acholuric 
jaundice  due  to  breakdown  of  hemoglo- 
bin products. 

2.  Intra-hepatic  — hepato-cellular  and 
hepato  canalicular  forms  such  :as  virus  or 
infectious  hepatitis,  yellow  atrophy  of  the 
liver,  and  (biliary  cirrhosis,  a “retention 
type.”  (Medical  treatment.) 

3.  Post-hepatic — obstructive  such  as 

stones,  carcinomas  and  strictures,  a regur- 
gitative  type.  (Surgical  treatment.) 

A special  search  should  be  made  for 
four  (bits  of  objective  evidence^ 

1.  The  vascular  spider,  indicating  long 
standing  liver  parenchymal  damage. 

2.  Cancer  elsewhere  in  body. 

3.  Size  and  consistency  of  liver  and 
spleen. 

4.  A palpable  gall  bladder. 

No  one  or  two  tests  are  diagnostic,  and 
a battery  of  tests  are  necessary  to  illumi- 
nate certain  points.  It  has  been  emphasized 
that  large  numbers  of  laboratory  measures 
are  not  essential  to  the  diagnosis  of  85- 
90%  of  the  causes  of  jaundice  if  a com- 
plete history  and  physical  examination  is 
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done2,  but  the  proper  use  of  the  laboratory 
will  increase  the  diagnostic  accuracy.,,  3,  4, 

5)  6>  7* 

Pre-Hepatic 

History:  Only  the  congenital  hemo- 
lytic type  is  here  considered.  A recurring 
series  of  “crises”  or  attacks  of  anemia  and 
jaundice  in  early  adult  life  with  familial 
traits  are  positive  findings.  The  stools  are 
normal  in  color  and  the  urine  is  not  dark- 
ened by  bile.  There  is  usually  no  nausea, 
vomiting,  or  abdominal  pain. 

Physical  Examination:  The  skin  color 
is  generally  lemon  yellow  and  the  spleen 
is  usually  enlarged. 

Laboratory:  Hemoglobin  is  being 

broken  down  quicker  than  it  can  be  ex- 
creted. An  increase  in  urobilinogen  of  the 
feces  and  urine,  an  increased  fragility  of 
the  spherocytes,  generally  with  an  anemia, 
the  presence  of  bile  in  the  feces,  and  an 
absence  of  bile  in  the  urine  are  generally 
found. 

Inlra-Hepalic 

History:  This  type  requires  medical 

treatment  rather  than  surgical.  A young 
adult  with  a short  history  of  fatigue, 
malaise,  fever  nausea,  upper  abdominal 
discomfort  or  pain,  vomiting  and  jaun- 
dice may  receive  a presumptive  diag- 
nosis of  infectious  hepatitis3,  frequently 
called  catarrhal  jaundice.  An  infusion  of 
blood  or  pooled  plasma  in  the  preceding 
months  might  suggest  homologous  serum 
hepatitis,  though  this  is  considered  a vari- 
ant of  infectious  hepatitis  by  some.  Ques- 
tions to  elicit  information  regarding  other 
hepato-toxins  may  best  be  directed  toward 
members  of  the  family  or  friends,  for  an 
alcoholic  rarely  makes  a true  statement 
concerning  his  alcohol  consumption.  The 
use  of  certain  drugs  such  as  cinchophen  in 
the  alleviation  of  rheumatism  is  occasion- 
ally followed  by  hepatitis  and  jaundice. 

Physical  Examination:  The  skin  color 
is  generally  golden  orange,  vascular 
spider  nevi  are  found  in  the  distribution 
of  the  superior  vena  cava,  the  liver  prob- 
ably is  enlarged  and  the  spleen  occasion- 
ally can  be  felt.  Palmar  erythema  seen 
frequently  with  vascular  spiders  is  thought 
to  be  a result  of  defective  protein  metabo- 
lism of  long  standing  liver  injury. 

Laboratory:  In  these  types  jaundice  is 
due  to  an  inability  of  the  liver  cells  to  col- 
lect and  excrete  the  normal  bile  compo- 


nents. Bile  is  found  in  the  duodenum,  in 
the  blood,  and  in  the  urine.  Urobilinogen  is 
increased.  A serum  bilirubin  or  icterus  in- 
dex to  determine  the  depth  of  jaundice  and 
one  or  more  flocculation  tests  to  indicate 
the  damage  will  all  be  positive.  The  Galac- 
tose Tolerance  Test  shows  decreased  toler- 
ance by  the  injured  liver  cells,  and  a large 
amount  of  sugar  is  pitched  over  into  the 
urine.  It  is  an  excellent  test  for  use  in 
distinguishing  this  type  of  jaundice  from 
the  obstructive  type.  If  the  prothrombin 
time  is  increased,  then  administration  of 
vitamin  K,  followed  by  no  change  of  the 
prothrombin  time  usually  means  primary 
hepatic  injury.  If  due  to  biliary  obstruc- 
tion, a reduction  is  noted  in  2 to  4 hours. 
The  hippuric  acid  excretion  is  reduced,  the 
serum  proteins  are  reduced  and  reversed 
in  ratio  to  each  other,  and  the  plasma  cho- 
lesterol is  reduced.  These  all  are  mirrors 
of  decreased  hepatic  function. 

Posl-Hepalic 

History:  Generally  requires  surgical 

treatment.  The  general  history  reveals 
little  change  in  metabolic  functions 
of  the  liver  unless  the  obstruction  is  of 
long  standing  or  complicated  by  infection 
of  the  liver  or  biliary  tract.  Signs  and 
symptoms  of  interference  with  biliary 
flow,  such  as  pain,  colic,  and  acholia  are 
present.  Prolonged  dyspepsia,  with  sharp 
colic  radiating  to  the  right  scapula  and 
shoulder,  is  typical  of  cholelithiasis.  Ano- 
rexia, less  well  defined  back  pain, 
flatulence,  and  weight  loss  are  suggestive 
of  carcinoma,  and  are  as  important  to  the 
analysis  of  the  history  as  are  the  absence 
of  severe  pain  and  evidences  of  hepatic 
dysfunction.  Stormy  post-operative  con- 
valescences after  biliary  surgery  are  very 
suggestive  of  a stricture. 

Physical  Examination:  The  skin  color 
is  generally  green  or  olive,  and  the  gall- 
bladder might  be  palpable  if  the  obstruc- 
tion is  slow  and  the  gall  bladder  normal 
(i.e.  carcinoma) . Scars  of  a previous  oper- 
ation may  suggest  the  presence  of  a stric- 
ture or  neoplasm.  The  patients  are  in  the 
older  age  brackets. 

Laboratory:  The  examinations  in  this 
type  of  lesion  reveal  evidences  of  biliary 
obstruction,  and  early  demonstrate  little 
liver  damage.  Thus,  bile  is  usually  absent 
from  the  feces  and  present  in  the  urine  and 
blood  in  large  amounts.  If  the  prothrombin 
time  is  increased,  then  a favorable  re- 
sponse to  vitamin  K can  be  expected.  Fur- 
ther examination  could  reveal  an  increase 
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in  the  serum  alkaline  phosphatase  and 
cholesterol,  which  would  definitely  favor 
the  diagnosis  of  obstructive  jaundice,  as 
both  are  excreted  in  the  bile.  Because  liver 
function  is  normal,  the  serum  proteins, 
Galactose  Tolerance,  and  hippuric  acid 
excretion  are  normal. 

Treatment 

The  significance  of  jaundice  leads  to 
the  need  of  an  accurate  diagnosis  to 
properly  guide  therapy  and  the  applica- 
tion of  definitive  steps.  In  only  6-7%  of  a 
selected  series  of  cases  was  surgical  ex- 
ploration necessary  to  establish  the  diag- 
nosis 2.  A guide  to  treatment  is  as  follows, 
and  by  no  means  is  to  be  considered  com- 
prehensive coverage  of  the  subject. 

Pre-Hepatic  (Hemolytic) : Treatment — 
Surgical.  With  a positive  diagnosis  of 
congenital  hemolytic  jaundice,  splenec- 
tomy is  the  operation  of  choice,  with 
thorough  examination  of  the  abdominal 
cavity  at  the  time  for  accessory  splenic 
material.  Relapses  following  splenectomy 
almost  always  indicate  an  incomplete  op- 
eration due  to  the  overlooking  of  acces- 
sory spleens.  Delay  of  the  operation  be- 
cause of  anemia  places  the  patient  in 
jeopardy,  for  quick  correction  of  the  ane- 
mia by  transfusions,  and  the  bringing  a- 
bout  of  a normal  fluid,  electrolyte,  pro- 
tein, and  vitamin  balance  can  be  done  in 
a relatively  short  pre-operative  period. 

Intra-Hepatic  (Hepatitis,  cirrhosis) : 
Treatment — Non-Surgical.  An  operation 
achieves  nothing  reparative  in  this  type 
of  clinical  jaundice,  except  for  biopsy  of 
the  liver.  The  biopsy  can  be  obtained  by 
needle  punch,  for  these  livers  are  usually 
enlarged  and  accessible.  One  of  the  big- 
gest advances  in  nutrition  in  the  last  10 
years  has  been  the  use  of  a large  protein, 
high  carbohydrate,  high  vitamin  diet  in 
the  treatment  of  liver  disease.  It  has  been 
felt  previously  that  proteins  would  over- 
tax or  further  limit  the  functions  of  an  in- 
jured liver.  At  first,  single  amino  acids 
were  used  as  dietary  supplements,  but  it 
is  now  felt  that  methionine  alone  is  not 
sufficient  for  synthesis  of  choline,  but 
that  the  ten  essential  amino  acids  should 
be  included  in  the  diet  in  ample  quanti- 
ties^ Cirrhosis  of  the  liver  has  shown  an 
improvement  with  the  use  of  116  to  300 
grams  of  protein  a day,  as  compared  with 
previous  protein  starvation  diets,,.  It  was 
pointed  out  at  the  same  time  that  part  of 
the  improvement  could  be  due  to  the  ap- 
petite restoring  property  of  crude  liver 
extract. 


Post-Hepatic  (Obstruction) : Treat- 

ment— Surgical.  With  establishment  of  the 
diagnosis  of  obstruction,  it  may  be  assum- 
ed that  the  obstructing  mechanism  lies 
outside  the  liver,  with  few  exceptions. 
Treatment  for  each  will  be  mentioned  in 
the  order  of  relative  frequency. 

A.  Stone  in  the  common  or  hepatic 
duct.  Removal  of  the  stones  with  explora- 
tion of  the  common  bile  duct  and  ampulla, 
and  cholecystectomy  is  the  procedure  of 
choice.  Use  of  a T-tube  for  about  three 
weeks  yields  ample  time  for  healing  of 
the  duct  before  removing  the  tube.  The 
T-tube  can  be  clamped  off  for  increasing 
periods  of  time  after  recovery  from  the 
post-operative  ileus,  preventing  an  upset 
in  the  acid  base  balance  of  the  body  from 
loss  of  electrolytes  and  promoting  a more 
rapid  return  to  the  normal  digestive  func- 
tion of  the  bile.  The  condition  of  the  pa- 
tient will  modify  any  type  of  surgery. 

B.  Carcinoma  of  the  pancreas:  The 

modern  surgical  concept  of  cure  by  ex- 
cision in  one  block  of  all  primary  carci- 
nomas is  usually  a valid  concept,  and  all 
patients  deserve  pre-operative  prepara- 
tion with  radical  curative  surgery  in  mind. 
But  in  this  type  of  carcinoma,  total  exci- 
sion is  so  formidable,  metastasis  is  so  early, 
and  diagnosis  is  so  late,  that  palliative 
choledocho-  or  cholecysto-enterostomy  is 
usually  the  practical  clinical  procedure 
to  be  done.  Use  of  the  Roux  Y Technique 
will  prevent  a post-operative  cholangitis 
frequently  seen  with  intestinal  loop  or 
gastric  anastomoses.  The  relief  of  the  dis- 
comforts of  jaundice  is  the  aim  of  this 
procedure. 

Carcinoma  of  the  ampulla  of  Vater  is 
rarer,  but  does  have  a better  prognosis 
than  carcinoma  of  the  pancreas,  Cooper 
recording  metastasis  in  only  20%  of  cases 
he  reviewed, 0. 

C.  Stricture.  Adequate  restitution  of  the 
calibre  of  the  biliary  lumen  is  the  aim  of 
all  surgical  procedures.  Plastic  work  in- 
volving the  widening  of  the  lumen  with- 
out removal  of  the  scar  is  followed  by  a 
number  of  recurrences.  Use  of  artificial 
tubes  soon  is  followed  by  obstruction 
from  deposition  of  bile  salts.  The  procedure 
is  affected  by  the  level  of  the  stricture, 
and  again  the  Roux  Y -anastomosis  yields 
satisfactory  results  if  the  site  of  anastomo- 
sis is  ten  to  twelve  inches  from  the  entero- 
enterostomy.  The  most  common  steps, 
however,  are  anastomoses  between  the 
duodenum  and  proximal  biliary  tract. 
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Summary 

The  diagnosis  of  jaundice  by  the  prac- 
titioner with  a few  laboratory  aids  can  Ibe 
85-90%  correct. 

The  indications  for  surgery  are  usually 
clear  cut  if  the  diagnosis  is  known,  and 
include  congenital  hemolytic  jaundice, 
common  duct  stones,  a patent  biliary  fis- 
tula, proved  complete  permanent  biliary 
obstruction,  and  proved  intermittent 
biliary  obstruction  with  fever. 

Contraindications  to  surgery  are  the 
history  of  blood  or  plasma  transfusion 
two  to  four  months  prior  to  onset  of  the 
jaundice,  the  presence  of  vascular  spiders, 
edema,  and  evidence  of  collateral  circula- 
tion, and  the  persistence  of  intense  jaun- 
dice (icterus  indexes  of  100  or  more)  in 
the  presence  of  patent  bile  passages. 
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RHEUMATIC  FEVER 

Thomas  G.  Hobbs,  M.  D. 

LEXINGTON 


The  rheumatic  state  is  probably  many 
thousands  of  years  older  than  man,  pos- 
sibly going  back  to  the  first  bony  joint 
that  began  to  show  signs  of  old  age  and 
the  strain  of  survival.  The  painful  rheu- 
matoid affections  of  the  ancient  Greeks 
were  noted  by  Hippocrates,  and  those  of 
the  old  Romans  appear  in  the  case  reports 
of  Galen.  Apparently  prayers  to  the  gods 
and  pilgrimages  to  holy  wells  were  of  no 
avail,  for  the  disease  continued  to  produce 
its  characteristic  disabilities  throughout 
the  Middle  Ages.  It  was  not  until  1642, 
when  the  works  of  Guillaume  de  Baillou 
made  their  posthumous  appearance,  that 
the  term  rheumatism  came  to  be  applied 
to  acute  polyarthritis.  Some  thirty  years 
later  Sydenham  presented  the  first  satis- 
factory clinical  description  of  this  disease 
entity,  distinguishing  it  from  gout,  and 
later  adding  a description  of  the  condition 
now  known  as  Sydenham’s  chorea.  It  is 
said  that  Sydenham  finally  gave  up  trying 
to  cure  the  disease,  and,  when  forced  to 
prescribe  something,  resorted  to  whey. 

Visceral  involvement  was  noted  by 
eighteenth  century  observers,  including 
Boerhaave  and  Storck,  and  the  same  cen- 
tury found  Lettsom  describing  a typical 
but  unrecognized  case  of  rheumatic  fever 
in  a child,  and  Jenner  and  Pitcairn  noting 

Read  before  the  Perry  County  Medical  Society,  May  13, 
1949. 


an  apparent  association  between  rheuma- 
tic fever  and  heart  damage.  Laennec’s 
stethoscope  furthered  such  observations, 
and  by  mid-nineteenth  century  Bouillaud 
was  able  to  formulate  his  famous  Law  of 
Coincidence:  “In  the  great  majority  of 
cases  of  diffuse  acute  articular  rheuma- 
tism with  fever,  there  exists  in  a variable 
degree  a rheumatism  of  the  sero-fibrous 
tissue  of  the  heart.  The  coincidence  is  the 
rule,  and  the  non-coincidence  the  excep- 
tion.” 

By  1810  Wells  had  noted  the  subcuta- 
neous nodules  characteristic  of  the  tertiary 
phase,  and  by  1831  Richard  Bright  had 
connected  chorea  with  “roseola  annulata” 
and  with  “affections  of  the  pericardium.” 
That  rheumatic  fever  is  usually  a disease 
of  childhood  was  recognized  by  Sir  Thomas 
Watson  in  1843,  and  in  1888,  Cheadle,  lec- 
turing before  the  Harveian  Society,  gave 
his  famous  classic  description  of  the  dis- 
ease. It  was  not  until  the  late  nineteenth 
century,  however,  that  rheumatic  myocar- 
ditis was  recognized,  and  not  until  1904 
did  Aschoff  give  his  name  to  the  inter- 
stitial myocardial  lesions,  the  specificity 
of  which  he  established. 

The  final  years  of  the  last  century  ush- 
ered in  a wide  discussion  as  to  the  micro- 
bic  origin  of  rheumatic  fever.  In  fact, 
Poynton  and  Paine,  of  the  Hospital  for 
Sick  Children  in  Great  Ormond  St.,  Lon- 
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don,  were  so  sure  that  they  had  discovered 
the  specific  microbe  that  they  went  about 
armed  with  hypodermic  syringes  and  vac- 
cine all  ready  to  slay  the  dragon,  diplococ- 
cus  rheumaticus.  However,  to  unromantic 
realists  the  separate  identity  of  this  strep- 
tococcus was  very  much  in  doubt,  as  well 
as  the  specific  nature  of  the  morbidity  it 
produced.  Strangely  enough,  discussion 
also  concerned  the  possible  nervous  cause 
of  arthritis,  and  Charcot  had  a joint  on 
permanent  display  at  the  Salpetriere,  with 
Raymond  or  Dejerine  always  on  hand  to 
demonstrate  the  (bizarre  articular  changes 
of  nervous  origin. 

Rheumatic  fever  ranks  with  tuberculo- 
sis and  syphilis  as  a great,  disabling,  chron- 
ic disease.  It  kills  at  least  five  times  as 
many  children  as  poliomyelitis,  and  its 
only  competitors  in  mortality  are  cancer 
and  perhaps  tuberculosis.  But  while  can- 
cer is  essentially  a disease  of  late  or  mid- 
dle life,  rheumatic  fever,  as  Sydenham  ex- 
pressed it,  “chiefly  seizes  those  that  are 
in  the  Flower  of  their  Age.”  A fifth  of 
those  who  get  the  disease  are  crippled  for 
life.  Eighty  per  cent  of  heart  disease  in 
the  age  group  10  to  19  is  due  to  rheumatic 
fever.  Although  in  the  United  States  it  has 
only  recently  become  a “reportable  dis- 
ease,” available  statistics  indicate  that 
probably  one  million  persons  suffer  from 
it,  and  that  the  mortality  is  perhaps  40,- 
000  a year.  However,  the  data  are  far  from 
adequate  or  accurate,  largely  because  of 
difficulties  in  diagnosis  and  differences  in 
diagnostic  criteria  and  nomenclature. 

In  one  five-month  period  of  1943,  while 
stationed  at  Buckley  Field,  Denver,  the 
author  noted  184  rheumatic  fever  admis- 
sions out  of  approximately  37,000  possibil- 
ities, thus  presenting  an  incidence  of  5 
oersons  out  of  every  1000,  considerably 
higher  than  Norway’s  total  attack  rate  of 
1.5  per  1000.  Of  those  cases  admitted  to 
Buckley  Field  Hospital,  approximately  50 
per  cent  gave  no  history  of  previous  rheu- 
matoid infection.  Coggeshall  notes  that 
during  the  war  years  rheumatic  fever  in 
young  adults  was  most  prevalent  in  camps 
located  in  the  Rocky  Mountain  area. 

Age  Distribution 

In  marked  contrast  to  civil  life,  where 
the  greatest  percentage  of  the  disease  oc- 
curs between  the  ages  of  6 and  9 years,  in 
military  life  the  average  age  is  from  20  to 
25  years.  Although  the  contagiousness  of 
rheumatic  fever  is  thought  to  be  low, 
German,  Italian,  French  and  British  litera- 
ture, dating  back  to  the  first  World  War, 


repeatedly  reports  barrack  epidemic  of 
the  disease.  Glover  describes  the  1928  epi- 
demic among  Royal  Air  Force  apprentices, 
as  well  as  another  in  the  winter  of  1926-27, 
which  occurred  in  a training  group  of  2000 
carefully  selected  16  year  old  boys.  He 
stresses  two  pertinent  and  sequential 
events:  (a)  severe  overcrowding,  and  (b) 
previous  outbreaks  of  acute  tonsillitis 

Rheumatic  fever  may  make  its  appear- 
ance at  any  age,  but  in  general  it  does  not 
occur  'before  the  age  of  two  nor  after  the 
age  of  40,  and  in  the  general  population 
there  are  very  few  initial  attacks  or  recur- 
rences after  puberty.  In  1939,  Coggeshall 
and  Scupham  at  Cook  County  Hospital, 
Chicago,  found  only  8 adult  cases,  an  in- 
cidence of  4 per  cent  per  100,000  hospi- 
talized patients. 

In  all  occurrences  of  the  disease, 
whether  civil  or  military,  in  children  or 
in  adults,  certain  contributing  or  predis- 
posing factors  have  been  determined.  The 
incidence  is  greater  in  the  colder,  wetter 
months,  and  in  temperate  rather  than  in 
trophic  climates.  Rheumatic  fever  is  more 
common  in  the  less  favored  economic 
groups,  although  occurrences  on  higher 
levels  are  not  infrequent,  especially  in  the 
rather  prosperous  homes  of  the  industrial 
laboring  classes.  It  occurs  more  often  in 
urban  than  in  rural  communities,  and  is 
likely  to  present  itself  where  there  is  over- 
crowding, particularly  indoors,  and  where 
there  are  frequent  respiratory  infections, 
dampness,  malnutrition  and  in  general 
poor  hygiene.  There  is  no  conclusive  evi- 
dence of  race  nor  of  sex  susceptibility,  but 
there  is  something  to  be  said  concerning 
familial  incidence. 

Family  Tendency 

Family  tendency  to  rheumatic  fever 
seems  to  be  supported  by  something  more 
than  environmental  conditions  and  the 
contagiousness  of  the  disease.  Noteworthy 
is  the  unusual  age  distribution  of  the  ma- 
lady, particularly  the  sparing  of  babies.  As 
Paul  states,  “The  infant  must  grow  up  to 
become  rheumatic.”  If  we  accept  the  hered- 
itary mechanism  as  dominant,  we  may 
believe  that  it  is  the  susceptibility  that  is 
inherited,  according  to  Wilson’s  idea  of  a 
single,  recessive  gene,  and  that  the  “grow- 
ing up”  phase  represents  the  development 
of  a sensitizing  process.  That  most  rheuma- 
tic phenomena  have  a basic  allergic  me- 
chanism seems  to  be  well  established. 
Both  hereditary  and  contact  factors  may 
operate. 

Rheumatic  fever  is  a systemic  and  prob- 
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ably  infectious  disease,  the  onset  of  which 
is  often  insidious,  particularly  irv  children. 
It  causes  a characteristic  involvement  of 
organs  and  tissues  with  a predilection  for 
the  heart,  and  tends  to  be  recurrent  or  re- 
petitive in  nature,  its  course  being  marked 
by  vacillating  periods  of  activity  and 
quiescence.  Apparently  a direct  relation- 
ship exists  between  the  amount  of  cardiac 
damage  and  the  number  and  severity  of 
recurrences,  the  degree  of  heart  insuffi- 
ciency, in  children  especially,  reflecting 
the  severity  of  the  infection.  A famous 
axiom  frequently  quoted  is  that  rheumatic 
fever  is  a disease  which  “licks  the  joints 
but  bites  the  heart.”  So  lightly  does  it 
sometimes  “lick  the  joints”  that  discon- 
certing signs  of  rheumatic  heart  disease 
are  found  in  many  individuals  without 
recognizable  history  of  rheumatic  fever. 

Etiology 

The  etiology  of  the  disease  is  a vexing 
question.  Theories  of  focal  infections,  fil- 
terable viruses  and  simple  allergies  have, 
for  all  practical  purposes,  been  cast  aside. 
Even  intra-cerebral  inoculation  of  rabbits 
with  fluids  from  affected  joints  and  from 
rheumatic  nodules  has  produced  no  en- 
lightenment. Recent  studies  indicate  an  as- 
sociation between  upper  respiratory  in- 
fections due  to  Lancefield’s  group  A hem- 
olytic streptococci  and  the  initiation  or 
reactivation  of  the  rheumatic  process. 
These  respiratory  infections  may  activate 
some  other  exciting  agent  or  may  predis- 
pose the  tissues  to  the  development  of 
such  a process.  The  predisposition  may  be 
similar  to  an  allergic  response,  with  or 
without  some  otherwise  innocuous  germ 
entering  the  picture.  All  that  can  be  said 
is  that  a streptococcus  infection  probably 
has  something  to  do  with  it,  but  that  the 
relationship  is  not  that  of  the  usual  infec- 
tions. Coburn  goes  so  far  as  to  state  that 
infection  of  the  upper  respiratory  tract 
with  hemolytic  streptococci  bears  the 
same  relationship  to  rheumatic  fever  as 
inhalation  of  ragwood  pollen  bears  to  hay 
fever.  Hay  fever  is  initiated  by  the  protein 
of  a plant,  while  rheumatic  fever  is  ini- 
tiated by  some  product  of  group  A hemoly- 
tic streptococcus.  Both  occur  when  the  ap- 
propriate antigen  is  prevalent,  and  among 
constitutionally  susceptible  subjects  only. 

The  streptococci  may  persist  in  the  vi- 
cinity of  the  respiratory  tract  for  weeks 
or  months  after  their  disappearance  from 
the  mucosal  surface.  They  usually  form 
matt  or  mucoid  colonies  on  blood  agar 
plates,  and  produce  in  vitro  at  least  three 
soluble  antigenic  principles— erythrogenic 


toxin,  fibrinolysin  and  streptolysin.  Libera- 
tion of  the  streptococcus  antigens  in  the 
infected  host  can  be  inferred  from  the 
significant  increases  in  the  specific  anti- 
bodies. The  majority  of  rheumatic  fever 
ratients  have  a negative  reaction  to  the 
Dick  test,  thus  showing  the  presence  of 
neutralizing  antibodies  to  erythrogenic 
toxin.  During  rheumatic  attacks  there  is 
an  increase  in  antistreptolysin  O and  a de- 
velopment of  antifibronolysin  titers.  Pa- 
tients show  an  increased  cutaneous  reac- 
tivity to  the  nucleoprotein  of  the  hemoly- 
tic streptococcus.  It  is  known  that  erythro- 
genic toxin  in  scarlet  fever  patients  can 
damage  the  endothelium  of  the  vascular 
tree,  and  it  is  established  that  nucleopro- 
tein acts  as  an  antigen  after  liberation 
from  the  interior  of  the  bacterial  cell.  The 
rheumatic  fever  antigen  is  not  associated 
with  any  serologic  type  of  the  hemolytic 
streptococcus  but  it  is  characteristic  of  the 
strain. 

The  small  minority  of  tonsillitis  or 
pharyngitis  patients  who  develop  rheu- 
matic symptoms  show  an  elevated  anti- 
streptolysin titer  of  140-400  units  at  the 
onset  of  illness.  It  might  be  assumed  that 
these  patients  have  recently  contracted 
an  infection,  thus  causing  an  elevated  ASL- 
titer  which  has  not  had  time  to  return  to 
normal  before  the  new  hemolytic  strepto- 
cocci infection  sets  in.  Such  a repeated 
streptococcus  infection  may  be  a prere- 
quisite for  the  development  of  rheumatic 
complications.  In  1922  Swift  reported  that 
repeated  infections  by  streptococci  were 
significant  for  the  genesis  of  rheumatic 
fever,  and  it  is  interesting  to  note  that  this 
observation  is  corroborated  by  antibody 
researchers  also. 

In  trying  to  explain  the  mechanism  of 
rheumatic  fever  activity,  Meyer  and  Ra- 
gan attempt  to  involve  connective  tissue 
in  general  and  its  interfibrillar  substance 
in  particular,  studying  the  two  distinct 
components  of  the  latter,  namely,  the 
amorphous  and  viscous  ground  substance 
and  the  cement  substance  proper.  Although 
the  chemistry  of  these  two  substances  is 
not  completely  known,  two  compounds, 
hyaluronic  acid  and  ichondroitin-sulfuric 
acid  have  been  isolated.  The  concept  of 
the  rheumatic  diseases  as  primarily  disor- 
ders of  the  cement  substances  goes  back 
to  the  histologic  studies  of  Klinge.  The 
highest  concentrations  of  hyaluronic  acid 
— in  the  mammalian  body  are  found,  first, 
in  synovial  fluid  and  skin,  and,  second,  in 
vitreous  humor.  It  appears  that  young  fib- 
roblasts in  undifferentiated  connective  tis- 
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sue  may  produce  it  in  large  quantities.  The 
only  micro-organisms  known  to  produce 
hyaluronic  acid  are  groups  A and  C hemo- 
lytic streptococcus  in  the  mucoid  phase. 
Nonmucoid  hemolytic  streptococci  may 
produce  hyaluronidase,  as  do  other  micro- 
organisms, such  as  pneumococci,  staphylo- 
cocci and  some  gas-producing  anaerobes. 

Symptoms 

The  onset  of  rheumatic  fever  is  usually 
insidious  and  difficult  to  recognize.  The 
first  phase  may  last  from  two  to  seven 
days  and  be  accompanied  by  acute  naso- 
pharyngitis, hemolytic  streptococci  in  the 
throat  flora,  elevated  temperature  and 
pulse  rate,  normal  electrocardiograph, 
moderately  elevated  erythrocyte  sedimen- 
tation rate,  and  a normal  or  low  antistrep- 
tolysin O titer.  The  second  phase  may  last 
from  seven  to  twenty-one  days,  and, 
though  hemolytic  streptococci  may  still 
be  present  in  the  throat,  there  is  freedom 
from  signs  of  infection.  The  electrocardio- 
graph, temperature  and  pulse  rate  are  nor- 
mal, the  sedimentation  rate  may  fluctuate 
but  returns  to  normal,  the  antistreptolysin 
O titer  either  increases  or  remains  normal, 
and  the  serum  precipitinogen  appears  late 
in  the  phase.  The  third  phase  lasts  for  about 
three  weeks  and  represents  the  first  cycle 
of  the  rheumatic  attack.  The  throat  may 
have  many,  few  or  no  hemolytic  strepto- 
cocci, but  there  is  an  abrupt  onset  of 
exudative  rheumatic  fever  manifestations. 
The  temperature  is  usually  elevated,  tachy- 
cardia is  common,  and  bradycardia  may 
be  seen  during  heart  block.  The  electro- 
cardiogram shows  prolongation  of  the  con- 
duction time  and  other  irregularities. 
There  is  a rapidly  rising  sedimentation 
rate  prior  to  or  along  with  the  onset  of 
symptoms.  The  antistreptolysin  O titer 
rises  at  onset  and  becomes  increasingly 
progressive  until  after  the  symptoms  sub- 
side. Other  immune  bodies  to  hemolytic 
streptococci  appear  during  the  acute 
symptoms,  and  there  is  a second  serum 
precipitin  phase,  precipitinogen  appearing 
early  in  the  attack. 

The  fever  may  be  the  first  and  only 
early  objective  manifestation,  the  type  of 
temperature  curve  following  closely  the 
pathological  process.  The  exudative  tissue 
reactions  — polyarthritis,  acute  carditis, 
pericarditis  — are  usually  accompanied  by 
marked  elevation  of  temperature  lasting 
from  a few  days  to  several  weeks.  As  the 
exudative  process  recedes  and  the  pro- 
liferative phase  dominates  the  picture,  the 
temperature  falls. 


Pathological  Processes 

Leucocytosis  also  reflects  the  patho- 
logical processes.  Quite  often  in  cases  of 
joint  pains,  a moderate  leucocytosis  is  the 
only  hint  as  to  the  nature  of  the  symptoms. 
If  the  grade  of  leucocytosis  is  regarded  as 
an  index  to  the  degree  of  infection, 
patients  with  carditis  have  a more  severe 
infection  than  those  with  simple  joint 
pains.  Vital  capacity  is  an  index  of  cardiac 
reserve  and  there  is  a close  correlation 
between  its  measurement  and  the  leuco- 
cyte count.  Loss  in  vital  capacity  is  one 
of  the  earliest  signs  of  cardiac  failure  and 
may  appear  before  the  clinical  symptoms 
and  signs. 

Although  a high  sedimentation  rate  is 
non-specific  in  most  infections,  in  rheu- 
matic fever  it  seems  to  have  specific  diag- 
nostic and  prognostic  significance.  The 
leucocytic  reaction  goes  along  with  the 
toxic  irritation,  while  the  sedimentation 
reaction  accompanies  the  reabsorption. 
Both  may  be  normal  or  elevated,  with  or 
without  fever,  and  in  both  repeated  deter- 
minations are  of  more  value  than  isolated 
ones. 

Secondary  anemia  is  usually  present, 
the  degreee  being  related  to  the  severity 
and  duration  of  the  disease.  Loss  of  weight 
and  fatigability  often  present  the  only 
evidence  of  subclinical  carditis  and  may 
occur  months  in  advance  of  an  acute  car- 
ditis. The  nature  of  the  marked  increase  in 
weight  that  often  follows  chorea  is  not 
understood. 

Atypical  rheumatic  fever  in  adults  may 
have  an  extremely  insidious  onset  and  the 
prodromal  symptoms  may  last  for  weeks. 
There  may  be  flitting  joint  pains  and  ma- 
laise, sometimes  preceded  by  erythema 
multiform.  Occasionally  treatment  is  mis- 
takenly given  for  sprained  knees  and  flat 
feet.  Sometimes  the  lungs  take  on  the 
picture  of  virus  pneumonia  or  even  tuber- 
culosis. But  the  clinical  presentation  merg- 
es imperceptibly  into  that  of  the  classi- 
cal type.  The  benign  adult  form  is  prob- 
ably much  commoner  than  is  usually 
believed. 

Coburn  says  that  it  is  difficult  to  corre- 
late rheumatic  manifestations  during  life 
with  the  autopsy  lesions.  Many  of  the 
physiological  changes  can  not  be  studied 
microscopically  and  others  are  evanescent. 
Furthermore  there  is  a lack  of  a suitable 
experimental  animal.  Owing  to  the  short 
duration  of  the  stages  and  to  overlapping, 
it  is  difficult  to  separate  the  lesions  of 
each.  The  rheumatic  attack  may  be  mono- 
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cyclic,  polycyclic  or  continuous,  or  may 
even  merge  into  the  rheumatoid  state. 
Throughout  the  progress  of  the  activity, 
the  state  of  the  host  appears  to  change, 
early  lesions  being  associated  with  infec- 
tion, and  later  ones  with  metabolic  dis- 
turbances. 

The  primary  biochemical  lesion  seems 
to  occur  in  mucoprotein,  involvement  of 
the  cement  substance  of  the  Iblood  vessels 
resulting  in  changes  in  vascular  permea- 
bility. The  initial  clinical  response  is  char- 
acterized by  evidences  of  an  exudative 
nature.  Common  at  this  stage  are  hemor- 
rhages, e.  g.,  epistaxis  and  erythemas,  and 
melena,  hemoptysis  and  hematemesis  also 
may  occur.  Studies  of  the  excretion  of 
erythrocytes  in  urine  indicate  the  close 
relation  of  the  diapedesis  of  red  blood  cells 
to  the  rheumatic  activity.  The  tissue  of 
patients  dying  during  the  initial  cycle 
shows  hemorrhagic  lesions  without  dis- 
tinctive histologic  structure,  suggesting  the 
activity  of  a single  process  with  varying 
degrees  of  intensity.  Few  or  no  Aschoff 
bodies  are  detected  in  the  cardiac  muscle, 
but  swollen  collagen  fibrils  and  edema  of 
the  subendothelial  tissues  of  the  mitral 
valve,  giving  rise  to  verrucae,  establish  the 
diagnosis.  ,j  , j 

Secondary  lesions  include  early,  evan- 
escent physiologic  changes  in  mesodermal 
tissues  followed  by  explosive  reactions  in 
the  endothelial  and  subendothelial  cells. 
With  these  reactions  are  liberated  sub- 
stances which  further  damage  the  tissues. 
Collagen  fibrils  undergo  necrosis,  vicinal 
heart  muscle  fibrils  are  fragmented,  and 
fibrin  and  other  serum  constituents  are 
deposited. 

In  the  tertiary  stage,  proliferative  le- 
sions occur  weeks  or  months  after  onset 
of  the  exudative  phenomena.  Subcu- 
taneous nodules  may  appear  until  the 
rheumatic  process  becomes  quiescent.  The 
biologic  or  biochemical  systems  involved 
in  the  pathogenesis  of  the  late  reactions 
may  be  secondary  to  but  different  from 
those  of  the  primary  lesions.  Histologically 
the  acute  lesions  are  characterized  by 
swelling,  edema  and  degeneration  of  col- 
lagen in  the  lamina  propria,  with  evidence 
of  vascularization  and  inflammation  in 
sub-adjacent  layers.  Also  there  is  cellular 
reaction  and  exudation  of  fibrin  with  be- 
ginning fibrinous  adhesions  between  lay- 
ers. The  Aschoff  bodies  are  usually  found 
near  the  blood  vessels.  Pericardial  involve- 
ment is  recognized  during  life  far  less 
often  than  it  occurs.  A sudden  onset,  with 
a chill,  high  fever,  precordial  pain,  cough, 


dyspnea,  cyanosis  and  rapid  rise  in  blood 
pressure  is  usually  a sign  of  increasing 
pericardial  eitusion.  Tne  temperature  is 
consistently  elevated,  as  are  tne  leucocyte 
count  ana  tne  sedimentation  rate.  Per- 
cussion over  the  precordium  shows  an  in- 
creasing area  oi  cardiac  dullness  at  tne 
base  and  to  tne  right  of  the  sternum.  In 
auscultation,  the  heart  sounds  are  dimin- 
isned  and  distant.  A to-ana-lro  friction 
rub  is  heard  at  the  base  or  at  tne  left  ster- 
nal border.  Tnis  may  appear  and  disappear 
during  a short  interval,  it  is  cimicany  im- 
possible to  determine  the  relative  degree 
of  myocardial,  valvular  and  endocardial 
involvement  Coombs  states  tnat  the  mitral 
valve  is  injured  in  all  cases,  the  aortic  in 
half,  the  tricuspid  in  one  third,  and  tne 
pulmonary  rarely. 

There  iare  striking  differences  in  the 
reactivity  of  a rheumatic  patient  during 
tne  progress  of  the  disease.  Whereas  tne 
primary  manifestations  are  closely  asso- 
ciated with  increasing  titers  of  strepto- 
coccus antibodies,  tbe  late  manifestations 
may  occur  in  the  absence  of  clinical,  bac- 
tenologic  or  serologic  evidences  of  strep- 
tococcus activity.  Recurrences  during  con- 
valescence may  be  precipitated  by  non- 
specific factors,  such  as  active  immuniza- 
tion with  bacterial  proteins  or  horse 
serum,  severe  sunburn,  fracture  of  the 
long  bones,  tonsillectomy,  tooth  extraction, 
and  splenectomy.  These  exacerbations  de- 
velop within  a few  hours  after  stimulation 
of  the  reticulo-endothelial  system.  Ex- 
planation lies  in  the  sensitization  arrived 
at  during  the  course  of  the  rheumatic  at- 
tack not  being  confined  to  the  product  of 
the  hemolytic  streptococcus.  The  patient 
may  be  refractory  to  the  superimposed 
hemolytic  streptococcus  of  the  throat  and 
yet  show  violent  reaction  within  a few 
minutes  after  non-specific  stimulation  of 
the  reticulo-endothelial  system. 

Electrocardiographic  Findings 

Abnormalities  in  the  electrograph  are 
often  the  sole  objective  findings  of  cardiac 
involvement.  Cardiac  enlargement,  peri- 
carditis, cardiac  failure,  diastolic  murmurs 
and  significant  systolic  murmurs  are  rela- 
tively infrequent  in  this  group.  The  most 
common  abnormality  in  the  electrocardio- 
graph is  a partial  A-V  block,  present  in  60 
per  cent  of  those  patients  who  show  elec- 
trocardiograph abnormalities.  Inversion  of 
Tl,  T2,  or  T4,  alone  or  in  combination, 
represents  the  second  most  frequent  ab- 
normality, being  found  in  35  per  cent* of 
those  patients  in  whom  electrocardiograph 
abnormalities  are  present.  Serial  records 


62 


KENTUCKY  MEDICAL  JOURNAL 


[February,  1950 


are  of  value  in  determining  the  signifi- 
cance of  borderline  T changes.  Abnormal- 
ities in  the  electrocardiograph  other  than 
conduction  defects,  ST-T  wave  changes 
and  major  arrhythmias  occur  in  rheuma- 
tic fever,  but  great  care  must  be  exercised 
before  interpreting  them  as  indicative  of 
active  carditis  when  they  are  present  as 
the  only  abnormal  electrocardiograph 
finding  in  a single  tracing.  Significant 
serial  changes  may  allow  one  to  interpret 
these  minor  abnormalities  as  evidence  of 
cardiac  involvement.  In  the  absence  of 
clinical  evidence,  the  electrocardiograph 
may  reveal  the  polycyclic  nature  of  the 
course,  thus  indicating  the  necessity  of 
taking  electrocardiograms  early  and  fre- 
quently. Abnormalities  may  indicate  re- 
activation during  convalescence  when  the 
patient  has  been  allowed  some  physical 
activity.  They  may  parallel  a secondary 
rise  in  fever,  sedimentation  rate,  or  be  an 
isolated  finding.  The  carditis  so  revealed 
may  be  subclinical,  demanding  appro- 
priate therapy.  However,  carditis  may  be 
obvious  clinically  in  the  absence  of  abnor- 
malities in  the  electrocardiogram  in  spite 
of  early  and  frequent  tracings. 

Cardiac  Involvement 

The  author  has  found  clinical  evidence 
of  cardiac  involvement  in  from  50  to  60 
per  cent  of  his  cases  in  children,  but  only 
in  about  25  per  cent  of  his  cases  in  adults. 
The  carditis  is  sometimes  manifested  by 
tachycardia  out  of  proportion  to  the  degree 
of  fever,  electrocardiographic  changes  re- 
vealing a prolonged  P-R  interval,  elevated 
S-T  segments  and  notched  P waves,  and 
fluoroscopic  studies  showing  prominence 
of  the  pulmonary  conus  and  left  auricle. 
The  to-and-fro  friction  rub,  indicating  peri- 
carditis, may  be  followed  by  an  effusion 
and  Ewart’s  sign. 

Most  cases  of  acute  rheumatic  carditis 
recover,  but  the  heart  is  left  crippled  be- 
cause of  the  valvular  cicatrization,  which 
may  require  months  or  years  to  develop. 
This  leads  to  a chronic  rheumatic  heart 
disease  characterized  early  by  a systolic 
apical  murmur,  thought  to  be  due  to  val- 
vular dilation,  and  later  by  a presystolic 
apical  murmur  denoting  mitral  stenosis. 
The  finding  of  an  aortic  stenosis  with  a 
basal  systolic  murmur  and  thrill  is  not 
common.  Rapid  development  of  aortic  in- 
sufficiency and  acute  carditis  is  a grave 
sign.  Fibrillation  is  more  common  in  adults 
than  in  children,  particularly  in  the  older 
age  groups.  About  4 per  cent  of  our  cases 
in  the  service  developed  this  complication, 
but  the  rhythm  soon  returned  to  normal. 


Rheumatic  Angina 

Trousseau  recognized  rheumatic  angina 
as  a clinical  entity  and  described  rheuma- 
tic sore  throat  as  involving,  not  only  the 
tonsils,  but  also  the  pharynx,  soft  palate 
and  uvula.  At  present  we  cannot  dis- 
tinguish clinically  between  rheumatic  sore 
throat  and  an  angina  due  to  other  causes. 

The  cutaneous  manifestations  are  rela- 
tively common  but  often  overlooked.  The 
probable  pathologic  basis  is  the  increased 
permeability  of  the  capillary  wall.  They 
are  often  indistinguishable  from  similar 
non-rheumatic  eruptions. 

Another  complication  is  non-traumatic, 
non-irritant  nosebleed,  often  followed  by 
partial  organization  of  a clot  with  subse- 
quent ulceration.  If  repeated,  epistaxis 
may  necessitate  transfusion,  but  cauteriza- 
tion will  usually  control  it. 

"Growing  pains”  are  due  to  synovitis  of 
the  hamstring  tendons,  and  heel  pain  is 
due  to  synovitis  of  the  bursa  of  the  Achil- 
les tendon.  There  are  focal  exudative 
lesions  and  Aschoff  nodes  of  irregular  out- 
line with  swollen  and  necrotic  collagen 
around  the  vessels  in  musculotendinous 
junctions  and  in  connective  tissue  sheaths. 
Afflicted  children  may  walk  with  a limp, 
or  bent  knee,  or  on  tiptoe. 

Torticollis  is  less  frequent  than  growing 
pains  and  occurs  usually  in  recurrent  at- 
tacks. 

Damp  and  rainy  weather  may  bring  on 
severe  or  slight  joint  pains  in  the  wrist, 
knee,  hip,  shoulder,  elbow  and  phalangeal 
joints.  Such  pains  may  come  and  go.  They 
represent  mild  arthritis  or  periarthritis  and 
their  predominant  tissue  reaction  is  prob- 
ably proliferative.  They  may  occur  during 
infections  or  after  unusual  exercise,  or  be 
associated  with  foot  strain. 

Polyarthritis  is  mild  in  children  and  in- 
frequent in  adults.  The  joints  involved  are 
the  ankles,  knees  and  wrists,  with  little 
swelling  and  some  evanescent  pain  or 
stiffness.  A painful  hip  with  referred  ab- 
dominal pain  may  simulate  an  acute  ab- 
domen, while  inability  to  lift  the  leg  may 
suggest  poliomyelitis,  or  osteomyelitis  of 
the  hip  joint. 

Symptoms 

The  subcutaneous  nodules  (gray,  trans- 
lucent, gelatinous,  with  yellowish  opacities 
in  the  center)  appear  over  various  bones 
associated  with  motion  or  pressure. 
Usually  discrete,  they  sometimes  conglom- 
erate, varying  in  size  from  2 mm.  to  1 cm. 
Small  ones,  like  rice  grains,  are  better  seen 
than  felt,  and  are  freely  movable  except 
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when  attached  to  the  periosteum.  They 
may  persist  for  weeks  or  months,  !but,  ex- 
cept when  compressed,  they  are  rarely  red 
or  painful.  They  usually  appear  in  the 
subacute  stages  and  are  often  overlooked. 

Sydenham’s  chorea  is  rarely  fatal.  The 
macroscopic  lesions  in  and  about  the 
smaller  blood  vessels  are  difficult  to  recog- 
nize. Microscopic  examination  shows  wide- 
ly disseminated  lesions,  comprising  en- 
gorgement of  blood  vessels  and  throm- 
boses in  numerous  small  arteries  and 
veins,  with  proliferation  and  fatty  infil- 
tration of  endothelium.  The  prodromal 
symptoms  include  personality  changes, 
restless  sleep  and  enuresis.  The  irregular, 
incoordinate  movements  are  often  sub- 
jectively purposeful  but  objectively  pur- 
poseless. The  blinking  eyes  or  spastic 
movements  suggest  mimicry  or  habit 
spasm.  Sometimes  the  movements  are 
severe  enough  to  interfere  with  walking, 
talking  and  swallowing,  but  they  are  more 
likely  to  be  pseudoparetic  with  definite 
weakness.  A sudden  onset  may  follow 
accident  or  shock. 

Rheumatic  pleurisy  may  occur  at  the 
beginning  of  a rheumatic  episode,  but  is 
more  often  associated  with  acute  pancar- 
ditis. The  roentgenographic  examination 
assists  in  making  the  differential  diag- 
nosis between  pleurisy  and  pericardial 
effusion.  The  pleural  friction  rubs  com- 
monly heard  may  be  mistaken  for  the  peri- 
cardial rub.  Clinically,  the  physical  signs 
of  lobular  pneumonia  may  appear,  unac- 
companied by  fever  or  increased  respira- 
tory rate  or  cough.  They  appear  and  dis- 
appear rapidly  in  small  scattered  chest 
areas,  and  are  considered  atypical. 

Abdominal  pain  may  occur  because  of 
alterations  in  the  mesenteric  vessels,  and 
may  be  severe  enough  to  justify  explora- 
tory laparotomy.  Paul  reported  a fatal 
case  of  abdominal  rheumatism  in  which 
localized  peritonitis  was  found  along  with 
Aschoff  bodies  in  the  diaphragm  and  peri- 
arteritis in  the  liver. 

Marked  enlargement  of  the  liver  is 
sometimes  seen,  especially  at  the  onset  of 
acute  rheumatic  pericarditis,  and  is  usually 
associated  with  other  evidence  of  conges- 
tive failure. 

There  is  some  evidence  that  nephritis 
may  occur.  Lymph  nodes  draining  organs 
already  affected  by  the  disease  may  show 
congestion  and  hemorrhage,  endothelial 
cell  proliferation  and  leucocytic  infiltra- 
tion of  fibrous  stroma. 

Cerebral  involvement  is  not  at  all  un- 


common in  the  acute  rheumatic  process, 
and  cerebral  symptoms  may  initiate  the 
disease,  with  malaise,  lethargy  and  hyper- 
irritability  altogether  different  from  those 
of  the  typical  chorea  case. 

Patients  free  from  rheumatic  activity 
for  years,  and  with  minimal  valvular  le- 
sions, may  have  subacute  form  of  bac- 
terial endocarditis  superimposed  upon 
non-rheumatic  valves,  as  in  congenital 
heart  disease.  At  onset  it  may  be  difficult 
to  differentiate  the  endocarditis  from 
rheumatic  activity,  especially  when  the 
onset  is  insidious  and  characterized  by 
joint  pains,  erythema  multiform  or  pur- 
pura. Of  diagnostic  significance  is  the  sep- 
tic-type temperature,  chills,  sweats,  splen- 
omegaly, embolic  manifestations,  hema- 
turia, visceral  pain  and  characteristic  skin 
lesions,  such  as  petechia  and  Osier’s  spots. 
Loss  of  weight  and  the  degree  of  anemia 
are  usually  more  extreme  than  in  active 
rheumatic  fever.  The  presence  of  a posi- 
tive blood  culture  is  confirmatory. 

Prognosis 

The  prognosis  of  rheumatic  fever  varies 
directly  with  the  number  of  recurrences, 
the  severity  of  the  attacks,  the  age  of  the 
victims  at  onset,  the  duration  of  the  in- 
fection and  the  treatment.  As  a rule,  the 
younger  the  patient,  the  more  severe  are 
the  complications  and  the  shorter  the  life 
expectancy.  In  Wilson’s  series  of  673  chil- 
dren with  a disease  duration  of  eight  years, 
cardiac  involvement  was  demonstrated  in 
all  but  four.  Other  statistics  vary  from 
60  to  80  per  cent.  Wilson  concludes  that  a 
rheumatic  child  has  four  out  of  five 
chances  of  survival  beyond  puberty,  and 
one  out  of  two  chances  beyond  the  age  of 
40.  Of  the  184  cases  at  Buckley  Field  no 
deaths  occurred  but  the  incidence  of  car- 
ditis in  adult  patients  with  initial  attacks 
could  be  conservatively  placed  at  25  per 
cent.  Interestingly  enough,  the  incidence 
of  former  rheumatic  fever  in  2100  soldiers 
in  a routine  history  survey  at  our  field 
was  2.0  per  cent. 

Cardinal  Principles  of  Therapy 

Chemoprophylaxis  is  advocated  by  Co- 
burn who  recommends  continuous  daily 
administration  of  1 gm.  of  sulfadiazine  in 
order  to  prevent  the  implantation  of  the 
hemolytic  streptococcus  on  the  throat  flora. 
He  finds  this  to  be  85  per  cent  effective 
in  rapidly  changing  groups  of  young  naval 
recruits  who  are  exposed  to  the  lowered 
resistance  associated  with  the  rigors  ot 
training,  the  prevalence  of  virus  infections 
in  the  respiratory  tract,  the  “seeding”  of 
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convalescent  carriers,  and  the  introduction 
of  highly  communicable  strains  of  hemo- 
lytic streptococcus.  Floor  dust,  blanket 
lint,  change  in  climate,  the  high  temper- 
ature and  the  low  humidity  of  barracks, 
triple  deck  bunks  and  over-crowded  sick 
bays — all  contribute  to  unusual  suscepti- 
bility to  rheumatic  fever. 

Although  it  is  well  known  that  no  speci- 
fic cure  exists,  there  are  certain  cardinal 
principles  of  therapy.  Each  case  presents 
an  individual  problem,  however,  two 
patients  rarely  manifesting  the  same  symp- 
toms, and  two  attacks  in  the  same  patient 
being  rarely  similar.  Only  a fraction  of 
rheumatic  activity  is  clinically  detected, 
and  much  advanced  rheumatic  disease  es- 
capes detection  until  autopsy.  Symptoms 
and  signs  which  appear  to  be  classic  in 
rheumatic  fever  may  occur  in  otner  dis- 
eases, mitral  valvulitis  with  disseminated 
lupus  erythematosis,  migratory  polyarth- 
ritis, acute  pericarditis  and  serofibrinous 
pleurisy  associated  with  tuberculosis.  The 
cutaneous  lesions  are  indistinguishable 
from  those  in  meningococcemia,  periarter- 
itis nodosa  and  serum  sickness.  No  clinical 
manifestations  are  pathognomic  of  rheu- 
matic fever  and  any  disease  involving 
small  blood  vessels  and  serous  linings  may 
simulate  it.  An  appraisal  of  the  clinical 
and  laboratory  observations  depends  on 
human  intuitiveness,  clinical  acuity  and 
bedside  experience. 

Therapeutic  agents  effective  in  modify- 
ing the  primary  lesions  are  ineffective  in 
modifying  the  tertiary,  and  the  repair  of 
the  tertiary  lesions  is  slow.  Coburn  divides 
general  treatment  into  five  divisions:  (1) 
hospitalization  at  onset;  (2)  administration 
of  salicylates  in  dosage  adequate  to  cause 
rapidly  progressive  decline  in  the  sedi- 
mentation rate;  (3)  early  transfer  of  the 
patient  to  improved  environment;  (4)  ex- 
posure to  increasing  amounts  of  sunlight; 
(5)  slowly  progressive  increases  in  physi- 
cal activity  after  quiescence  of  the  rheu- 
matic process.  Treatment  should  be  syn- 
chronized with  the  progress  of  the  disease. 

Bedrest  is  essential,  especially  in  adults, 
because  of  the  severe  disabling  polyarth- 
ritis and  marked  tachycardia  which  fur- 
ther embarrasses  the  already  over-bur- 
dened heart. 

Salicylates,  with  their  so-called  “anti- 
rheumatic action,”  are  often  considered  a 
therapeutic  test  in  the  differential  diag- 
nosis of  arthritis.  Their  primary  purpose  is 
to  reduce  pain,  immobility,  swelling  and 
inflammation  of  the  joints  in  acute  cases. 
If  salicylate  therapy  can  modify  the  sterile 


inflammatory  reaction,  it  can  be  expected 
to  inhibit  the  development  of  cardiac 
disease.  Although  evaluation  of  any  form 
of  therapy  is  difficult,  since  about  20  per 
cent  of  young  adults  may  be  expected  to 
have  a monocytic  attack  and  recover  spon- 
taneously under  symptomatic  treatment, 
Coburn  found  that  about  40  per  cent  of 
43  young  adults  treated  with  daily  doses 
of  3 to  5 gm.  of  sodium  salicylate  showed 
rheumatic  activity  for  more  than  one 
month,  but  that  18  patients  treated  with 
daily  doses  of  10  gm.  or  more,  either  orally 
or  intravenously,  showed  rapid  clinical 
recovery  and  a progressive  fall  in  the  sedi- 
mentation rate.  Although  half  of  the  18 
patients  had  electrocardiographic  evi- 
dence of  carditis  on  admission,  clinical 
signs  of  valvular  heart  disease  developed 
in  none.  Induction  of  a high  plasma  sali- 
cylate level  was  followed  not  only  by  a 
rapid  progressive  fall  in  the  sedimentation 
rate  but  also  by  a marked  and  rapid  im- 
provement in  the  clinical  appearance.  Co- 
burn feels  that  a plasma  salicylate  level 
of  at  least  350  micrograms  per  cc.  may  be 
required  to  suppress  the  rheumatic  reac- 
tion, and  that  plasma  level  below  200 
micrograms  per  cc.  may  be  sufficient  to 
relieve  symptoms  while  masking  a pro- 
gressive inflammatory  process. 

Reid  argues  that  if  the  erythrocyte  sedi- 
mentation rate  can  be  accepted  as  a re- 
liable index  of  rheumatic  activity,  then 
sodium  salicylate  has  a curative  action 
directly  related  to  the  plasma  concentra- 
tion of  the  drug.  This  conclusion  is  strongly 
supported  by  the  observation  that  recur- 
rence of  the  disease  during  oral  treatment 
with  salicylate  coincides  with  pronounced 
fall  in  plasma  salicylate  level  and  subse- 
quent remission  with  a secondary  rise  in 
the  plasma  level  of  the  drug.  It  appears 
that  the  main  practical  problem  is  to  know 
when  enough  salicylate  is  being  given. 
Dosage  should  be  controlled  by  repeated 
estimations  of  plasma  or  urinary  salicy- 
late. 

The  mechanism  of  salicylate  action  is 
an  enigma,  as  it  is  difficult  to  believe  that 
the  benefit  derives  from  antipyresis 
(mainly  on  the  central  nervous  system) 
and  analgesia.  Boas  and  Ellenberg  showed 
a new  use  of  salicylates  through  a drama- 
tic diminution  of  effusion  in  12  cases  of 
pericarditis,  but  with  no  effect  on  myo- 
carditis and  valvulitis.  At  Buckley  Field 
the  author  noted  three  salicylate-resistant 
cases  during  the  first  two  weeks  of  illness, 
although  later  all  cases  seemed  benefited. 

Guerra,  Meyer  and  others  have  shown 
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that  there  is  a biological  derivative  result- 
ing from  the  therapeutic  use  of  salicylates, 
which  has  the  ability  to  inhibit  hyaluroni- 
dase.  Meyer  found  that  the  genitsuric  acid 
isolated  from  the  urine  of  patients  taking 
salicylates  would  inhibit  the  action  of 
hyaluronidase,  and  Loewenstein  and  Gag- 
non reported  that  this  is  true  of  the  qui- 
none  also.  Serums  of  rheumatic  patients 
with  nasopharyngitis  due  to  hemolytic 
streptococcus  A or  C have  a non-specific 
inhibition  of  hyaluronidase  greater  than 
have  the  serums  of  normal  persons. 

It  cannot  be  said  that  oxygen  therapy 
significantly  influences  the  acute  inflam- 
matory process  in  the  heart,  but  is  does 
seem  to  have  good  effect  on  the  functional 
heart  disturbance  that  results  from 
shortening  of  the  period  of  cardiac  relaxa- 
tion and  lengthening  of  the  period  of  con- 
traction. 

Digitalis  is  used  in  the  congestive  heart 
failure  of  auricular  fibrillation.  Mercurial 
diurectics  eliminate  edema  when  combined 
with  acid  base  salts  and  sodium  free  diet. 
Vaccine  and  serums  have  little  support, 
but  there  is  some  evidence  that  convales- 
cent serum  may  benefit.  Vitamin  supple- 
ments have  no  effect,  and  fever  therapy 
in  the  treatment  of  chorea  has  been  found 
valueless. 

Treatment 

The  cornerstone  of  treatment  is  rest, 
since  it  conserves  vitality  and  allows  the 
heart  to  be  as  quiet  as  possible.  In  certain 
cases  the  patient  should  do  nothing  for 
himself,  but  usually  he  may  feed  himself 
and  indulge  in  light  diversional  activities 
in  bed.  Good  nursing  care  is  of  the  utmost 
importance.  The  diet  should  be  highly 
nutritious,  but  limited  to  liquids  and  light 
foods  during  acute  illness.  At  all  times  an 
abundance  of  water  and  juices  is  valuable. 
Aspirin  may  be  given  for  general  discom- 
fort, and  sedatives  are  useful  in  controlling 
restlessness.  The  return  to  full  activity 
must  be  long  and  gradual.  When  chronic 
heart  disease  is  present,  activity  will  de- 
pend on  the  degree  of  damage.  Even  if 
slight,  the  patient  should  avoid  strenuous 
physical  exertion  and  competitive  sports. 
He  should  have  periodic  check-ups,  and 
do  what  he  can  to  avoid  colds  and  sore 
throats.  Here  it  is  that  the  sulfa  drugs 
have  their  value  as  preventatives.  Warm, 
dry  climates  are  advised,  although  it  is 
not  conclusively  established  that  they  are 
requisite. 

The  author’s  criteria  for  the  dismissal  of 
a rheumatic  fever  patient  are  two  normal 
sedimentation  rates  and  white  blood  counts 


taken  at  weekly  intervals  without  medica- 
tion and  during  mild  physical  activity. 
Naturally,  no  evidence  of  joint  or  cardiac 
symptomatology  or  findings  is  expected. 

Summary 

Rheumatic  fever  ranks  as  one  of  the 
great,  disabling  chronic  diseases,  usually 
striking  early  and  crippling  during  the 
most  promising  years  of  youth.  The  inci- 
dence is  great  in  cold,  damp  weather,  in 
crowded  quarters,  and  among  the  lower 
economic  groups.  The  etiology  is  still  un- 
certain, but  hereditary  susceptibility  and 
infection  with  group  A hemolytic  strep- 
tococcus seem  to  play  an  important  role. 
Diagnosis  is  difficult  owing  to  the  vari- 
ability of  signs  and  symptoms  and  to  their 
similarity  to  those  of  other  diseases,  but, 
in  general,  fever,  high  leucocyte  count  and 
high  sedimentation  rate  following  infection 
with  hemolytic  streptococci  are  charac- 
teristic. The  most  serious  manifestation  is 
heart  disease  which  appears  with  the  exu- 
dative reactions  of  the  third  phase.  The 
course  of  the  disease  is  marked  by  recur- 
rences. Complications  include  skin  rash, 
nosebleed,  “growing  pains,”  joint  pains, 
subcutaneous  nodules,  chorea,  and  organic 
involvements.  Prognosis  varies  directly 
with  the  number  of  recurrences,  the  sever- 
ity of  the  attacks,  the  age  of  the  patient  at 
onset,  the  duration  of  the  primary  infec- 
tion and  the  therapy.  Chemoprophylaxis 
is  based  on  sulfadiazine,  which  seems  to 
deter  the  streptococcic  action.  Once  the 
disease  is  established,  however,  bed  rest 
and  the  administration  of  the  salicylates 
in  dosage  adequate  to  reduce  the  sedimen- 
tation rate  is  all  that  can  be  done  directly. 

Applications  of  the  fundamental  prin- 
ciples which  science  already  possesses  to 
the  solution  of  the  rheumtaic  fever  prob- 
lem will  eventually  prove  successful. 
Either  the  biologic  response  of  the  host 
must  be  modified  so  that  the  patient  re- 
covers promptly  from  the  monocyclic  at- 
tack, or  the  capacity  of  the  infecting  micro- 
organism to  elaborate  the  antigen  must 
be  inhibited  by  a chemotherapeutic  agent. 
Study  of  the  interstitial  mucopolysaccha- 
rides enzyme  systems  may  be  a key  to 
the  enigma. 
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ADDENDUM 

After  this  paper  had  been  submitted  for  publication 
Hench  (1)  and  others  reported  on  the  effect  of  17,  Hy- 
droxy— 11 — dehydrocorticosterone  (compound  E)  and  of 
pituitary  adrenocorticotropic  hormone  on  rheumatoid  arth- 
ritis. Later  Hench(2),  Thorn(3),  and  Jackson(4),  have 
shown  A.C.T.H.  to  be  effective  therapeutically  in  rheuma- 
tic fever.  Only  a few  patients  have  been  treated  with  Com- 
pound E,  but  results  have  been  dramatic.  There  was  a rapid 
and  complete  disappearance  of  fever,  polyarthritis  and 


tachycardia  and  in  addition  a return  to  normal  of  the  sedi- 
mentation rate,  E.  K.  G.,  and  plasma  proteins.  The  exact 
effect  on  the  cardiac  tissues  to  my  knowledge  is  unknown 
at  this  time.  This  work  opens  up  an  entire  new  approach  to 
this  preplexing  problem. 
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HEADACHE 

Lawrence  T.  Minish,  Jr.,  M.  D. 

LOUISVILLE 


The  ubiquitous  symptom  headache  cer- 
tainly must  be  as  old  as  man  and  is  prob- 
ably the  most  common  ailment  to  which 
we  are  heir.  To  be  sure,  the  majority  of 
people  who  suffer  with  headache  do  so 
but  infrequently  for  apparent  causes  that 
are  not  viewed  with  alarm  and,  therefore, 
constitute  no  problem  in  diagnosis  or 
treatment  for  the  physician.  These  suf- 
ferers either  disregard  their  discomfort 
or  secure  adequate  relief  through  self- 
medication  with  the  many  simple  and 
readily  available  anodynes.  On  the  other 
hand,  the  patient  who  presents  himself 
to  the  physician  for  relief  of  headache 
does  so  because  his  symptom  is  of  such 
severity  or  duration,  or  of  such  frequent 
recurrence  that  it  constitutes  a major  ob- 
stacle to  the  satisfactory  pursuit  of  his 
usual  activities.  These  patients  are  legion 
and  that  they  present  a challenging  clini- 
cal problem  is  best  attested  by  their 
seemingly  endless  migration  from  physi- 
cian to  physician  in  search  of  relief. 

Physiology 

The  solution  of  the  problem  is  not  sim- 
ple and  its  achievement  will  often  tax  the 
ingenuity  and  patience  of  the  most  astute 
clinician  and  require  the  expert  services 
of  the  several  specialists  who  deal  with 
the  structures  of  the  head.  This  presenta- 
tion will  attempt  by  review  of  older  in- 
formation and  exploitation  of  some  new- 
er knowledge  to  provide  a reorientation 
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for  a rational  clinical  approach  in  these 
patients.  An  appropriate  point  of  depart- 
ure would  seem  to  be  a discussion  of  the 
pathologic  physiology  of  headache,  which, 
prior  to  the  extensive  experimental  stud- 
ies of  Wolff  and  his  associates  in  recent 
years  would  have  been  based  upon  as- 
sumption and  surmise  and  would  have 
been  of  little  value.  Wolff  in  his  studies 
on  pain  makes  a distinction,  overlooked 
by  many  earlier  investigators,  between 
the  threshold  of  pain  perception  and  the 
threshold  for  reaction  to  pain  which  is 
pertinent  to  an  evaluation  of  headache. 
He  found  that  the  threshold  of  pain  per- 
ception was  remarkably  constant  among 
his  subjects  and  in  individual  subjects  at 
different  times.  It  is  altered  by  attitude 
and  suggestion,  being  raised  by  analgesics, 
distraction,  and  hypnosis.  Placebos  were 
found  to  have  a similar  but  less  powerful 
effect  than  analgesics.  Since  pain  is  an 
unpleasant  sensation  it  gives  rise  to  var- 
ious acts  of  aversion  which  provide  a 
threshold  for  reaction  to  pain.  This  thres- 
hold varies  widely  under  different  circum- 
stances and  among  different  individuals 
and  it  was  found  that  neurotic  patients 
had  a lower  threshold  for  reaction  than 
normal  persons,  a fact  of  considerable 
significance.  Conversely,  stoical  indivi- 
duals have  a high  threshold  for  reaction 
to  pain  and  it  has  been  found  that  mor- 
phine, alcohol,  and  similar  drugs  greatly 
raise  the  threshold  for  reaction  in  addi- 
tion to  their  influence  upon  pain  percep- 
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tion.  These  factors  concerning  pain  in 
general  would  seem  to  be  especially  ap- 
plicable to  head  pain  and  lead  us  into  the 
more  detailed  studies  of  pain  sensitivity 
of  the  various  structures  of  the  head  and 
the  mechanisms  by  which  headache  is 
provoked. 

Wolff  investigated  the  pain  sensitivity 
of  the  cranial  structures  by  means  of  va- 
rious stimuli,  including  traction  and  dis- 
tention, in  patients  undergoing  intracra- 
nial operations  with  the  following  conclu- 
sions. All  the  tissues  covering  the  cranium 
are  more  or  less  pain  sensitive  but  the  ar- 
teries are  especially  so.  Of  the  intracra- 
nial structures,  the  great  venous  sinuses, 
their  venous  tributaries  from  the  surface 
of  the  brain,  parts  of  the  dura  at  the  base, 
the  dural  arteries  and  the  cerebral  arter- 
ies at  the  base  of  the  brain,  the  fifth,  ninth 
and  tenth  cranial  nerves,  and  the  upper 
three  cervical  nerves  are  sensitive  to 
pain.  The  structures  that  are  not  sensi- 
tive to  pain  are  the  cranium,  the  Ibrain, 
most  of  the  dura  and  pia  arachnoid,  the 
lining  of  the  ventricles  and  the  choroid 
plexuses.  Localization  of  pain  from 
stimulation  of  any  of  the  pain  sensitive 
structures  lying  on  or  above  the  tentorium 
cerebelli  is  anterior  to  a vertical  line  ex- 
tended from  the  ears  across  the  head 
while  stimulation  of  these  structures  be- 
neath the  tentorium  cerebelli  produces 
pain  posterior  to  this  line.  Localization  of 
pain  in  and  immediately  around  the  ear 
may  occur  from  stimulation  of  remote 
areas  in  the  head  due  to  the  multiple  in- 
nervation of  this  region  by  several  cranial 
and  upper  cervical  nerves.  Upon  the  basis 
of  these  and  other  data  Wolff  postulated 
six  basic  mechanisms  of  headache  from 
intracranial  sources.  They  are:  1)  traction 
on  the  veins  to  the  venous  sinuses  from 
the  surface  of  the  brain  and  displacement 
of  the  great  venous  sinuses;  2)  traction 
on  the  middle  meningeal  arteries;  3)  trac- 
tion on  the  large  arteries  at  the  base  of 
the  brain  and  their  main  branches;  4)  dis- 
tention and  dilatation  of  intracranial  ar- 
teries; 5)  inflammation  in  or  about  any 
of  the  pain  sensitive  structures  of  the 
head,  and  6)  direct  pressure  by  tumors 
on  the  cranial  and  cervical  nerves  contain- 
ing afferent  fibers  from  the  head.  He  con- 
cludes that  intracranial  disease  commonly 
involves  more  than  one  mechanism  and 
that  traction,  displacement,  distention 
and  inflammation  of  cranial  vascular 
structures  are  chiefly  responsible  for 
headache. 


Clinical  Formulation 

From  the  preceding  discussion  it  seems 
clear  that  headache  may  be  produced 
by  local  intracranial  disease  or  derange- 
ments acting  locally  on  pain  sensitive 
structures  or  indirectly  by  one  or  several 
of  the  mechanisms  outlined.  In  this 
respect  it  is  of  importance  to  note 
that  the  only  pain  experienced  in  the 
head  referred  from  a source  outside  the 
head  is  the  jaw  pain  of  angina  pectoris. 
Thus,  headache  associated  with  many  sys- 
temic disturbances  is  the  result  of  cranial 
vascular  distention  produced  as  a secon- 
dary phenomenon.  In  fact,  Horton  makes 
the  statement  that  “all  headache  is  of  vas- 
cular origin”  and  while  this  may  not  !be 
literally  true  it  leads  to  a formulation 
which  I find  useful  in  the  clinical  ap- 
proach to  the  individual  patient  who  com- 
plains of  headache.  This  working  formu- 
lation divides  cases  into  two  broad 
groups,  those  with  head  pain  due  to  local 
organic  disease  and  those  with  headache 
of  vascular  type  including  migraine,  his- 
taminic  cephalgia,  and  other  functional 
types.  It  is  to  be  emphasized  that  there  is 
broad  overlapping  for,  as  has  been  stated, 
the  vascular  factor  is  the  most  important 
mechanism  in  the  head  pain  of  many  lo- 
calized intracranial  diseases.  Neverthe- 
less, I believe  this  division  will  aid  in  the 
earlier  differentiation  of  surgical  from 
medical  headaches  and  allow  for  more 
prompt  institution  of  appropriate  ther- 
apy. 

Our  approach  to  the  individual  patient 
who  presents  himself  with  the  complaint 
of  headache  should  not  be  brief  and  per- 
functory but  should  constitute  a thorough 
going  clinical  appraisal.  This  implies  a 
careful  medical  history  and  general  exam- 
ination including  such  basic  laboratory 
studies  as  urinalysis  and  blood  counts 
which  will  often  indicate  that  the  com- 
plaint is  only  a symptom  of  some  systemic 
disease  which  requires  the  focus  of  our 
attention.  Too  often  are  these  patients 
considered  but  briefly  and  sent  upon  a 
round  of  needless  consultations  with 
limited  specialists  where  spectacles  are 
changed  and  noses  treated  while  valuable 
time  is  lost  before  the  diagnosis  of  serious 
underlying  disease  is  established.  In  this 
regard  I recall  the  case  of  a young  man 
who  received  considerable  treatment  for 
sinusitis  without  success  before  it  was 
realized  that  his  facial  pain  was  probably 
a fifth  nerve  neuralgia  and  he  was  referred 
for  neuro-surgical  consultation.  This  con- 
sultant sent  the  patient  for  a general 
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check-up  whereupon  it  was  found  that  he 
suffered  with  subacute  bacterial  endo- 
carditis, the  presenting  symptoms  having 
been  the  result  of  embolization  of  which 
there  were  found  other  examples  in  the 
spleen  and  elsewhere.  The  patient  recov- 
ered with  appropriate  therapy  alter  having 
been  exposed  to  the  chance  of  more 
serious  or  fatal  embolus  for  an  unnecessary 
period  of  time.  Another  patient,  a middle- 
aged  woman,  received  prescriptions  for 
headache  from  her  physician  for  several 
months  before  she,  due  to  increasing  sever- 
ity of  pain  about  the  ear,  consulted  an 
otorhinolaryngologist  who  referred  her 
for  examination.  This  pitiable  creature  was 
found  to  have  an  advanced  carcinoma  of 
the  breast  with  intracranial  metastases. 
She  had  neglected  during  her  brief  inter- 
views with  her  physician  in  the  previous 
year  to  mention  the  lump  in  her  breast 
which  would  have  been  apparent  on  the 
most  casual  examination.  These  brief  case 
summaries  illustrate  the  necessity  of  ade- 
quate examination  by  the  general  prac- 
titioner or  internist  who  then  becomes  the 
captain  of  the  medical  team  and  may  seek 
specialty  services  when  needed.  By  the 
rather  simple  expedient  of  a general 
examination  we  will  discover  the  symp- 
tomatic headache  of  obvious  systemic  dis- 
orders such  as  septic  states,  nephritis, 
syphilis,  and  others  too  numerous  to  men- 
tion. We  may  now  turn  our  attention  to 
the  head  itself  which,  indeed,  is  the  site 
of  the  pain  and  enter  upon  a discussion 
of  various  types  of  headache  and  their 
treatment.  No  attempt  will  be  made  to 
make  this  discussion  all  inclusive  or  greatly 
detailed  as  our  time  is  limited  and  there 
are  excellent  monographs  available  for 
those  who  wish  more  exhaustive  informa- 
tion on  this  subject.  Recalling  our  working 
formulation  I shall  first  consider  those 
disorders  falling  within  or  on  the  border- 
line of  our  group  of  head  pain. 

Head  Pain 

Brain  tumor  is  of  relatively  frequent 
occurence  and  is  usually  associated  with 
headache.  It  is  certainly  one  of  the  most 
serious  diagnostic  implications  in  the  eval- 
uation of  the  patient  with  head  pain  and 
should  be  our  foremost  consideration.  That 
increased  intracranial  pressure  is  not  the 
principal  factor  in  the  production  of  brain 
tumor  headache  is  apparent  from  the  fact 
that  headache  occurs  about  as  frequently 
in  those  patients  without  increased  pres- 
sure as  in  those  with  increased  pressure 
and  further  that  reduction  in  elevated  pres- 
sure does  not  invariably  relieve  the  head- 
ache. The  pain  is  produced  by  traction  lo- 


cally upon  adjacent  pain-sensitive  struc- 
tures or,  at  a distance,  through  displace- 
ment of  the  brain  by  tumor  mass  or  ventri- 
cular obstruction.  The  pain  is  most  often  se- 
vere, throbbing  or  boring,  and  usually  con- 
tinuous with  nocturnal  aggravation.  It  may, 
however,  be  intermittent,  brought  on  by 
jarring,  straining,  or  sudden  changes  in 
position  and  it  can  be  reproduced  by  the 
injection  of  histamine,  a fact  to  remember 
in  relation  to  the  study  of  suspected  cases 
of  histaminic  headache.  The  headache  may 
be  of  considerable  value  in  localization 
since  it  is  almost  always  present  in  pos- 
terior fossa  tumor  and  in  about  two-thirds 
of  patients  without  papilloedema  it  over- 
lies  the  lesion.  With  cerebello-pontine 
angle  tumors  it  commonly  is  post-auricu- 
lar, and  in  supratentorial  tumors  with 
headache  it  is  frontal  until  papilloedema 
and  extensive  displacement  of  the  brain 
occur. 

Sinusitis  is  not,  as  generally  supposed, 
a frequent  source  of  headache  although 
there  is  probably  more  treatment  directed 
toward  the  sinuses  for  relief  of  headache 
than  is  exerted  in  any  other  direction.  It 
is  well  to  remember  that  when  sinus  dis- 
ease produces  head  pain  there  is  usually 
other  ample  evidence  of  its  presence.  In 
acute  maxillary  and  acute  frontal  sinusitis 
pain  and  tenderness  are  localized  over  the 
anatomic  area  but  when  severe  the  pain 
may  spread  over  most  of  the  frontal  re- 
gion of  the  involved  side.  With  infection 
of  the  posterior  ethmoid  cells  pain  may 
occur  in  the  suboccipital  region  but  this 
is  thought  to  be  due  to  prolonged  con- 
traction of  the  spino-capitus  muscles 
rather  than  to  true  referral.  In  acute  in- 
volvement of  the  sphenoid  sinus  pain,  when 
present,  may  be  described  as  deep  behind 
the  eyes  in  the  back  of  the  head.  Headache 
with  chronic  sinus  disease  is  indefinite  and 
may  be  felt  simply  as  a heaviness  or  full- 
ness in  the  frontofacial  area. 

Head  pain  occurs  frequently  in  associa- 
tion with  ocular  disorders  and  here  the 
careful  history  is  of  the  utmost  help  in 
pointing  to  necessary  optical  correction. 
This  association  is  so  strong  in  the  lay 
mind  that  many  patients  will  need  to  be 
examined  by  an  ophthalmologist  for  re- 
assurance, if  for  no  other  reason.  Increased 
intraocular  pressure  produces  pain  in  the 
eye  and  when  sufficiently  high  pain  may 
be  distributed  over  the  ophthalmic  di- 
vision of  the  fifth  nerve.  This  type  of  pain 
as  found  in  glaucoma  requires  early  and 
expert  attention.  Pain  may  occur  about  the 
eye  due  to  inordinate  strain  upon  the  ex- 
traocular muscles  in  certain  conditions. 
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However,  probably  the  most  common  pain 
related  to  errors  of  refraction  is  suboccip- 
ital  in  location  due  to  holding  the  head 
in  strained  positions  during  use  of  the  eyes 
in  an  effort  to  overcome  visual  defects. 
This  type  of  pain  is  myalgie  in  origin  and 
the  offending  muscles  will  usually  be 
found  to  be  tender  and  tense. 

In  completing  discussion  of  the  head 
pain  group  there  are  several  painful  states 
related  to  muscle  and  nerve  disturbances 
which  should  be  briefly  mentioned.  Neu- 
ralgias of  several  of  the  cranial  nerves, 
most  frequently  trigeminal  neuralgia  or 
tic  douloureux,  produce  severe  paroxys- 
mal unilateral  sharp  lancinating  pain 
over  the  distribution  of  the  involved 
nerve.  These  are  problems  for  the  neuro- 
surgeon to  be  dealt  with  by  nerve  block  or 
resection.  Cervical  arthritis  with  nerve 
root  irritation  may  produce  pain  in  the 
suboccipital  and  occipital  region  as  well 
as  in  the  neck,  shoulder  and  arm.  This  diag- 
nostic possibility  needs  only  to  be  thought 
of  to  be  apparent  in  these  cases.  Another 
and  most  common  cause  of  pain  in  this 
location  is  myositis  or  myalgia  of  the  nu- 
chal muscles.  This  type  of  pain  not  only 
results  from  certain  ocular  disturbances 
as  previously  noted  but  occurs  in  many 
tense  neurotic  individuals  and  in  others 
due  to  general  or  focal  infectious  states. 
I have  seen  one  such  case  in  a young  wo- 
man whose  agonizing  pain  and  nuchal 
rigidity  suggested  a diagnosis  of  menin- 
gitis. She  recovered  promptly  and  fully 
following  the  extraction  of  several  badly 
abscessed  teeth.  Treatment  of  most  of  these 
cases  that  are  due  to  muscular  tension 
will  be  successful  with  local  heat  and  mas- 
sage and  other  simple  measures. 

Headache 

Before  going  on  to  discussion  of  our 
group  of  headache  comprised  of  the  more 
classical  syndromes  of  vascular  headache 
a word  might  be  said  in  transition  in  re- 
gard to  so-called  hypertensive  headache. 
The  headache  associated  frequently  with 
arterial  hypertension  may  be  localized  or 
generalized,  is  usually  present  on  waking 
and  may  be  relieved  by  walking  or  coffee 
to  recur  with  excitement  or  recumbency. 
In  fact,  the  headache  may  be  a caffeine 
withdrawal  headache  since  it  is  likely  that 
coffee  has  been  interdicted  by  friends  or 
physician.  It  has  been  shown  that  these 
headaches  are  not  related  to  the  level  of 
the  blood  pressure  for  they  can  be  relieved 
by  ergotamine  in  face  of  a consequent  rise 
in  pressure,  but  are  vasodilating  in  type. 
It  is  probably  true  that  they  are  condi- 
tioned by  the  increased  intra-arterial  pres- 


sure exerting  its  effect  upon  a cranial 
artery  that  is  somewhat  relaxed  because 
of  other  factors.  The  foregoing  does  not, 
of  course,  apply  to  the  head  pain  of  hyper- 
tensive encephalopathy  which  is  probably 
due  to  cortical  vascular  spasm. 

The  group  of  vasodilating  headaches  is 
made  up  of  two  rather  precise  types, 
namely  migraine  and  histaminic  cephal- 
gia, and  several  related  forms  variously 
classed  as  tension  headache,  atypical  mi- 
graine, and  atypical  histaminic  cephalgias. 
The  pathogenesis  seems  to  be  a period  of 
vasoconstriction  due  to  tension  or  unknown 
causes  which  is  without  pain  followed  by 
vascular  fatigue  with  vasodilatation  and 
pain.  Certainly  true  migraine  is  the  only 
type  wherein  vasoconstriction  is  of  such 
magnitude  or  distribution  as  to  produce 
symptoms  in  this  phase.  There  continues 
to  foe  controversy  among  investigators  con- 
cerning the  location,  whether  intracranial 
or  extracranial,  of  the  arteries  involved 
in  the  painful  vasodilating  process  in  these 
conditions.  While  there  is  evidence  impli- 
cating the  branches  of  both  the  internal 
and  external  carotid  arteries  it  is  likely 
that  intracranial  vessels  are  predominant- 
ly affected  in  histaminic  headaches  where- 
as extracranial  ones  are  chiefly  respon- 
sible in  migraine. 

Histaminic  cephalgia  by  the  limiting 
definition  of  Horton  is  of  infrequent  occur- 
rence although  others  broaden  the  inci- 
dence by  the  admission  of  many  atypical 
cases.  He  defines  the  pain  as  excruciating, 
constant  and  unilateral,  of  short  duration 
with  abrupt  onset,  often  nocturnal,  about 
the  eye  and  temple  and  associated  with 
profuse  lacrymation  and  rhinorrhea  on  the 
affected  side.  Provocative  testing  car  be 
done  with  0.35  mg.  histamine  base  subcu- 
taneously. The  pain  of  a positive  test  can 
be  aborted  within  one  minute  by  dihydro- 
ergotamine  (DHE  45)  given  in  the  vein. 
Treatment  is  uniformly  successful  with 
histamine  hyposensitization  beginning 
with  a subcutaneous  dose  of  0.01  to  0.05 
mg.  and  increased  by  this  magnitude  de- 
pending upon  the  patient’s  tolerance.  In- 
jections are  given  twice  daily  for  several 
weeks,  and  when  a maintenance  dose  of 
0.4  mg.  is  achieved  the  interval  is  gradually 
prolonged.  Relapse  is  common  after  ter- 
mination of  treatment  but  the  recurrence 
can  again  be  successfully  treated.  Indivi- 
dual attacks  can  be  controlled  by  ergot- 
amine  derivatives  even  more  effectively 
than  can  attacks  of  migraine. 

Migraine  has  been  recognized  since 
antiquity  and  a multitude  of  theories  of 
etiology  and  modes  of  treatment  have  been 
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advanced  culminating  in  the  vascular 
theory  presently  held.  A great  amount  of 
time  could  be  spent  in  recounting  the  many 
factors  involved  in  its  production  and  in 
describing  its  many  recorded  variations 
but  for  our  purposes  the  term  designates  a 
periodic  hemicranial  headache  with  as- 
sociated visual  disturbances,  nausea  and 
vomiting  occuring  in  an  individual  whose 
family  history  indicates  similar  episodes 
in  his  forebearers.  The  most  satisiactory 
treatment  of  the  attack  today  as  it  was 
at  the  turn  of  the  century  is  with  deriva- 
tives of  ergot.  DHE  45  given  early  in  the 
attack  by  the  intravenous  route  will  abort 
over  ninety  per  cent  of  the  headaches.  Er- 
gotamine tartrate  by  mouth  or  intramus- 
cularly is  considerably  less  effective.  The 
newer  preparation  Cafergone  which  po- 
tentates 1 mg.  of  ergotamine  with  100 
mgm.  of  caffeine  is  superior  to  any  pre- 
vious oral  therapy  when  used  in  adequate 
dosage  at  the  outset  of  an  attack.  The  lar- 
ger doses  of  this  preparation  may  produce 
unpleasant  gastro-intestinal  side-effects 
and  when  taken  late  in  the  day  will  result 
in  insomnia  due  to  the  caffeine  component. 
It  should  be  noted  that  gangrene  due  to 
ergot  poisoning  has  not  been  reported 
following  the  use  of  ergot  derivatives  for 
the  treatment  of  headache. 


The  tension  or  emotional  headache  of 
vasodilating  type  is  subject  to  the  consid- 
erations enumerated  lor  the  preceding 
types.  The  psychosomatic  implication  in 
most  of  these  patients  is  great  and  they 
must  be  approached  along  lines  designed 
to  clarify  their  emotional  and  personality 
conflicts.  On  the  whole  I have  been  un- 
impressed by  results  obtained  with  the 
use  of  antihistaminics,  most  vasopressor 
drugs  and  endocrine  products  in  the  man- 
agement of  these  patients.  However,  at 
times  hormonal  therapy  will  abolish  the 
sick  headache  associated  with  premen- 
strual tension. 

In  summary,  I have  attempted  to  pre- 
sent the  salient  features  of  the  common 
types  of  headache  encountered  in  our  day 
by  day  practice  with  the  hope  of  providing 
a useful  guide  for  their  proper  diagnosis 
and  treatment. 
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OVARIAN  PREGNANCY 

Houston  W.  Shaw,  M.  D. 

LOUISVILLE 


Excluding  cervical,  ovarian  pregnancy 
is  the  rarest  form  of  extra-uterine  preg- 
nancy, there  being  only  sixty-one  authen- 
tic cases  reported  in  the  literature  to  date. 
The  disease  was  first  described  in  the 
17th  century,  but  a review  of  the  cases  by 
SpiegelbergH,  in  1878  showed  that  many 
so  reported  were  not  primary  in  the  ovary, 
but  merely  extensions  from  the  original 
site  in  an  oviduct.  Accordingly,  a series 
of  requirements  for  diagnosis  were  formu- 
lated by  him,  namely: 

1.  The  fetal  sac  must  occupy  the  position 
of  the  ovary. 

2.  The  oviduct  must  be  intact  grossly 
and  microscopically,  with  no  evidence  of 
chorionic  villi  in  the  wall. 

3.  Ovarian  tissue  must  be  found  in  the 
sac. 

Read  before  the  Jefferson  County  Medical  Society,  Sep- 
tember 19,  1949. 


4.  The  ovary  must  be  connected  with  the 
uterus  by  the  utero-ovarian  ligament. 

The  case  presented  satisfies  these  crite- 
ria, thus  adding  another  to  those  previous- 
ly reported. 

Definition 

A discussion  of  true  ovarian  pregnancy 
necessitates  mention  of  other  types  of 
ectopic  since  the  literature  is  so  scanty 
and  confusing  on  the  former.  In  general, 
this  is  merely  one  of  the  types  and  the 
signs,  symptoms,  diagnosis,  course  of  dis- 
ease pathologically  and  treatment  differs 
in  no  remarkable  way  from  the  more  com- 
mon tubal  ectopic.  An  excellent  definition 
quoted  from  Schumann,,  states:  “Extra- 
uterine  pregnancy  is  that  condition  which 
arises  when  a fecundated  ovum  lodges  and 
imbeds  itself  in  any  situation  outside  the 
cavity  of  the  uterus,  nidation  proceeding 
in  the  aberrant  site  for  a variable  period.” 
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Frequently  statistics  show  an  increasing 
number  of  cases.  This  absolute  increase 
is  undoubtedly  due  to  the  increasing  num- 
ber of  abdominal  operations;  which  pre- 
disposes to  the  development  of  ectopics 
of  any  type.  A relative  increase  is  noted 
due  to  more  accurate  diagnosis  with  re- 
sultant survival  rather  than  death  from 
hemorrhage  of  unknown  cause.  Race,  in 
the  United  States,  bears  no  relation  and  a 
final  analysis  exhibits  an  incidence  of  one 
to  303  intra-uterine  pregnancies  or  0.0033%. 
Age  is  important  in  only  that  the  disease 
occurs  during  the  childbearing  period 
Since  most  American  girls  marry  in  their 
twenties,  it  follows  that  the  decade  24-33 
years  and  the  first  ten  years  of  married 
life  present  the  majority  of  cases. 

Etiology 

Information  concerning  the  exact  eti- 
ology of  ovarian  ectopic  is  lacking.  Leo- 
pold0  has  suggested  it  results  solely  from 
fertilization  of  the  ovum  before  its  escape 
from  the  Graafian  follicle.  Hewitson  and 
Lloyd-  believe  that  after  fertilization  the 
phagocytic  ovum  may  burrow  into  another 
or  deeper  portion  of  the  ovary.  Norris7 
holds  the  spermatozoon  finds  its  way  into  a 
recently  ruptured  follicle  and  fertilizes  it 
in  situ.  Curtis3  disagrees  with  Leopold  and 
postulated  by  experience  with  a case  of 
his  that  fertilization  occured  as  usual  in 
the  oviduct  and  then  was  implanted  in  the 
ovary.  The  supporting  factor  was  that  the 
fimbriated  end  of  the  tube  was  unusually 
large  and  formed  a trough  to  the  ovary 
over  which  a fertilized  ovum  could  have 
skidded  from  the  oviduct  to  the  ovary. 
However,  endometriosis  complicated  his 
case  and  it  was  formerly  pointed  out  that 
oophoritis  contributed  to  the  development 
of  ovarian  pregnancy.  Analysis  of  the 
above  leads  the  author  to  believe  no  one 
theory  is  correct  and  fertilization  occurs 
in  a variety  of  ways.  The  fimbriated  end 
of  the  oviduct  in  the  case  persented  showed 
no  abnormalities. 

Pathology 

The  pathology  of  ovarian  ectopic  as  ex- 
plained by  Caturani,  is  that  a fertilized 
ovum  cannot  gain  exit  from  a ruptured 
Graafian  follicle  due  to  its  size.  When  a 
fertilized  ovum  grows  in  a follicle,  the 
latter  undergoes  conversion  into  a true 
corpus  luteum  of  pregnancy.  However, 
the  corpus  luteum  is  rarely  perfectly 
formed,  due  to  the  erosive  action  of  the 
trophoblast  whose  cells  rapidly  penetrate 
the  layer  of  lutein  cells  to  invade  sur- 
rounding ovarian  tissue.  They  open  blood 
spaces  from  which  developing  chorionic 


villi  may  derive  nutriment  for  the  em- 
bryo. Rupture  as  expressed  by  Rubins,  is 
occasioned  by  invasion  of  the  syncitium 
into  blood  vessels  with  intra-  or  extra-cell- 
ular bleeding.  Following  this,  the  sac  may 
become  thinner  and  if  unable  to  resist  the 
increasing  pressure  of  the  growing  ovum, 
bleeding  into  the  abdomen  occurs. 

Course 

The  course  of  the  disease  is  dependent 
on  several  factors,  namely,  primary  (in 
ovary) , or  secondary  (extra-ovarian)  posi- 
tion of  the  fertilized  growing  ovum  after 
rupture.  Likewise,  the  course  may  be  in- 
terrupted at  any  stage  by  protective  mech- 
anisms in  the  ovary  itself  or  by  surgical 
intervention.  Some  authors  have  stated 
that  the  ovarian  ectopic  is  the  most  likely 
place  for  a fetus  to  proceed  to  term  due 
to  elasticity  of  ovarian  tissue.  Such  was 
not  true  in  this  case  since  there  was  rup- 
ture when  the  embryo  reached  the  5mm 
stage. 

Variations 

1.  The  following  variations  logically  are 
possible  in  the  case  of  retention  of  the 
ovum  in  the  primary  site: 

1.  Development  to  term. 

2.  Death  of  embryo  and  complete  ab- 
sorption of  fetus  and  placenta  at  any 
stage. 

3.  Partial  absorption,  but  the  formation 
of  an  ovarian  mole  similar  to  those  found 
frequently  in  tubal  ectopic. 

4.  Rupture  of  ovary  with  hemorrhage. 

5.  Ovarian  abortion  of  both  fetus  and 
placenta  or  fetus  alone  into  the  abdominal 
cavity  or  implantation  into  broad  ligament 
with  extraperitoneal  position. 

6.  Surgical  interruption  at  any  of  the 
above  stages. 

Secondary  Phases 

II.  Secondary  phases  develop  when  one 
of  the  above  variations  occur,  and  may  be 
subdivided  accordingly: 

1.  Pelvic  hematocele  due  to  simple 
ovarian  rupture  from  (4)  above. 

2.  Rupture  into  peritoneal  cavity,  fetal 
death  and  complete  absorption,  from  (5) 
above. 

3.  Rupture  of  sac  with  incomplete  abor- 
tion and  secondary  ovario-abdominal  preg- 
nancy from  (5)  above.  Here  the  fetus 
alone  is  aborted,  the  placenta  remaining 
attached  to  the  ovary. 

4.  Rupture  of  sac,  complete  abortion  with 
secondary  attachment  of  ovum  in  another 
position  in  abdomen  with  resultant  true 
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abdominal  pregnancy.  A variation  of  this 
includes  implantation  on  the  broad  liga- 
ment, and  burrowing  of  ovum  between  the 
layers  and  the  development  of  true  extra- 
peritoneal  pregnancy.  The  author  has  ob- 
served a case  of  this  type  in  its  early 
stages.  In  this  case,  both  ovaries  and  ovi- 
ducts were  grossly  normal  and  the  micro- 
scopic placental  tissue  was  found  buried 
(between  the  layers  of  the  broad  ligament. 
Whether  the  original  impregnation  was 
tubal,  ovarian,  or  primary  is  unknown. 
Some  authors  believe  that  most  abdominal 
pregnancies  are  ovarian  in  origin. 

5.  Surgical  intervention  at  any  stage  of 
the  above  are  listed  possibilities. 

When  (3)  or  (4)  above  occurs,  there 
may  follow  development  to  term,  death 
and  complete  absorption,  or  degeneration 
at  any  stage  of  these  processes,  and  the 
development  of  the  following: 

a.  Suppuration  in  the  developing  preg- 
nancy. 

b.  Adipocere,  which  is  the  formation  of 
waxy,  fatty  child. 

c.  Mummified  or  dry  and  shriveled  foe- 
tus, partial  absorption. 

d.  Lithopedion  or  stony  child. 

e.  Skeletonized-absorption  of  all  the  tis- 
sues except  the  bony  portion. 

There  is  often  a combination  of  the  a- 
bove  processes  and  the  formation  of  any 
one  may  be  only  a stage  in  the  develop- 
ment of  the  other. 

Diagnosis 

Diagnosis  of  ovarian  pregnancy  is  mere- 
ly mentioned  here  in  that  it  is  impossible 
to  make  an  accurate  diagnosis  preopera- 
tively.  The  signs,  symptoms,  laboratory 
and  diagnostic  procedures,  except  perhaps 
culdoscopy,  differ  in  no  way  from  ectopic 
gestation  in  any  other  site.  The  author 
feels  that  culdoscopy  has  no  place  in  acute 
abdominal  hemorrhage  as  presented  in 
this  case.  It  is  valuable  in  the  diagnosis  of 
the  various  stages  of  subsequent  pathol- 
ogy when  the  patient  has  passed  through 
the  stage  of  ovarian  abortion  and  surviv- 
ed the  original  hemorrhage.  The  treatment 
is  always  surgical,  in  the  acute  hemor- 
rhage or  pre-abortive  stage,  always  e- 
mergency. 

Case  Report 

The  following  case  report  is  presented 
to  illustrate  various  points  discussed  a- 
bove  and  add  an  authenticated  case  to  the 
literature. 

Mrs.  D.  M.  C.,  a 24  year  old  gravida  0 
para  0 was  admitted  to  the  hospital  No- 


vember 29,  1947  with  the  chief  complaint 
of  abdominal  pain.  The  illness  began  one 
week  previously  with  some  cramping  in 
the  lower  abdomen  described  as  "gas 
pains.'1  Tinese  pains  persisted  for  approxi- 
mately 24  hours  and  subsided  sponta- 
neously. Twelve  hours  before  admission, 
there  occurred  sudden,  knife-like,  lower 
abdominal  pain.  The  pain  was  constant 
and  radiated  to  the  subcostal  region  and 
through  to  the  lower  part  of  the  back. 
There  had  been  no  fainting,  but  when  she 
tried  to  stand  there  was  dizziness,  palpi- 
tation and  a cold  sweat  appeared.  The 
menstrual  history  was  relevant  in  that 
there  was  always  a normal  monthly  men- 
ses since  puberty  until  this  month,  when 
there  was  no  menstruation,  vaginal  bleed- 
ing, or  discharge  of  any  type.  The  last 
menstrual  period  was  a week  early,  start- 
ed October  15,  1947  and  seemed  normal 
in  amount  and  duration. 

Positive  physical  findings  included  evi- 
dence of  intra-abdominal  hemorrhage. 
There  was  pallor,  sweating,  thirst,  air 
hunger.  The  temperature  was  97°,  pulse 
84,  and  respiration  24.  Other  abnormal 
physical  signs  were  limited  to  the  lower 
abdomen  with  exquisite  tenderness  and 
rigidity  in  the  left  lower  quadrant.  Bi- 
manual examination  of  the  pelvis  revealed 
only  severe  tenderness  and  rigidity  in  the 
region  of  the  left  adnexa.  No  abnormal 
masses,  enlargement  of  uterus,  nor  cul  de 
sac  bulging  were  noted. 

Laboratory  examination  revealed  the 
typically  normal  urine.  The  red  cells  num- 
bered 3,050,000  with  a 53%  hemoglobin. 
There  were  12,400  white  cells  including  a 
polymorphonuclear  increase  to  86%. 

At  operation  there  was  free  blood  in 
the  peritoneal  cavity  and  many  clots  in 
the  cul  de  sac.  Both  oviducts  and  the  right 
ovary  were  grossly  normal.  The  uterus 
was  normal  in  size,  shape,  consistency  and 
position.  The  left  ovary  was  enlarged  and 
there  was  a laceration  on  the  surface  of 
the  inferior  pole  from  which  blood  drip- 
ped freely.  The  surface  was  hemorrhagic 
in  this  area  and  clots  were  present  sur- 
rounding the  defect.  The  left  tube  and 
ovary  were  removed  and  the  abdomen 
closed  in  layers  without  incident.  Sec- 
tion of  the  ovary  post-operatively  through 
the  laceration  revealed  an  apparent  rup- 
tured corpus  luteum  of  pregnancy.  Within 
this  there  was  a foetus  approximately  5 
millimeters  in  length  attached  by  a body 
stalk  to  the  inner  layer  of  the  corpus  lu- 
teum. The  patient  made  an  uneventful  re- 
covery following  two  blood  transfusions 
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of  500  cubic  centimeters  each,  and  was 
discharged  from  the  hospital  December 
10,  1947. 

The  pathology  report  No.  S47-1236  re- 
vealed a normal  oviduct  both  grossly  and 
microscopically.  The  ovary  is  enlarged, 
and  has  been  sectioned.  It  measures 
4 x 2.5  x 1.8  centimeters  and  there  is  a 
ruptured  corpus  luteum  at  the  inferior 
pole  measuring  2.4  cm  in  diameter.  The 
outer  surface  of  the  ruptured  corpus  lu- 
teum is  ragged  and  covered  [by  a blood  clot. 
The  remainder  of  the  ovary  contains  a few 
unruptured  follicles. 

Microscopic  sections  through  the  corpus 
luteum  showed  chorionic  villi  attached  to 
the  corpus  luteum  and  mixed  with  blood 
clot  in  the  center  of  the  corpus  luteum. 
All  of  the  villi  showed  moderate  hydropic 
degeneration  of  the  stroma  and  in  a num- 
ber the  trophoblastic  covering  was  com- 
pletely hyaiinized.  In  others,  this  layer 
was  well  preserved.  Large  areas  of  the 
corpus  luteum  had  undergone  degenera- 
tive changes  with  loss  of  the  nuclei  and 
infiltration  of  phagocytes.  The  remaining 
cells  were  vacuolated  and  many  of  the 
nuclei  were  absent. 

Conclusions 

1.  An  authentic  case  of  ruptured  ovarian 
pregnancy  is  added  to  the  literature  to- 
gether with  a brief  discussion  of  the  dis- 
ease. 

2.  The  premise  that  ovarian  pregnancy 
may  occur  by  fertilization  of  the  ovum 
before  its  escape  from  the  follicle  is  sup- 
ported. Although  other  methods  of  fertili- 
zation and  reimplantation  are  not  denied. 

3.  Attention  is  called  to  the  fact  that  a 
diagnosis  of  ovarian  pregnancy  is  always 
to  be  considered  in  cases  of  ovarian  en- 
largement or  abdominal  hemorrhage  se- 
rious enough  to  warrant  surgical  inter- 
vention. 

4.  The  treatment  is  always  surgical. 

Slides  are  presented  illustrating  the 

gross  and  microscopic  appearance  of  au- 
thentic ovarian  pregnancy. 
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DISCUSSION 

Laman  A.  Gray,  Louisville:  It  has  been  a 

pleasure  to  hear  this  excellent  case  report  to- 
night of  a condition  apparently  rare,  since 
there  are  less  than  one  hundred  reported  in 
literature,  but  certainly  they  are  far  more 
common  and  a number  have  occurred  in  this 
very  city.  He  has  presented  not  only  the  theory 
of  the  origin  of  this  condition  of  the  ovary 
which  may  be  intrafollicular,  or  interstitial,  in 
which  the  follicle  opens  but  the  egg  gets  out- 
side the  follicle  into  the  body  of  the  ovary,  or 
it  may  be  on  the  surface  of  the  ovary,  in  which 
it  gets  out  of  the  ovary  and  then  stricks  to  the 
side  of  the  ovary,  or,  fourth,  it  may  occur  in 
the  blood  clot  of  ovulation. 

He  has  also  pointed,  out  how  the  majority 
of  these  cases  rupture  before  the  age  of  three 
months  but  how  some  of  them  may  progress 
as  abdominal  pregnancy  even  to  term,  others 
may  be  absorbed,  others  form  cysts  in  the 
ovary,  and  it  is  considered  any  thick  walled 
hemologic  cyst  may  be  ovarian  pregnancy,  but 
it  must  be  very  uncommon. 

Since  diagnosis  and  treatment  of  ovarian 
pregnancy  are  the  same  as  ordinary  extra 
uterine  pregnancy,  may  I digress  for  a point 
or  two  of  treatment  of  extra-uterine  preg- 
nancy. 

Three  points  only  in  treatment:  (1)  The 
importance  of  getting  the  patient  to  the  hos- 
pital. The  delay  from  the  time  of  rupture  un- 
til entrance  to  the  hospital  can  be  very  serious 
and  even  a fatal  matter.  (2)  The  matter  of  the 
blood  and  the  great  value  of  the  blood  banks 
which  is  a boon  to  this  condition.  It  would  seem 
that  every  hospital  in  this  town  should  have  a- 
vailable  one,  two,  or  three  pints  of  Type  0,RH 
negative,  blood  which  might  be  given  to  any 
real  emergency  without  any  cross  matching  at 
all,  apparently  with  real  safety.  (3)  The  third 
point  in  treatment,  of  course,  is  prompt  opera- 
tion. Operation  is  indicated  when  diagnosis  is 
made  and  it  is  not  indicated  to  watch  patient 
until  she  comes  out  of  shock.  Often  delay  is 
necessary,  of  course,  while  the  operating  room 
is  being  readied,  but  one  must  (as  a rule,  get 
into  the  abdomen  as  quickly  as  possible,  and 
get  out  as  quickly  as  possible. 

Dr.  Shaw  has  brought  to  us  an  interesting 
variation  of  a great  emergency  that  occurs  in 
medicine  and  has  pointed  out  to  the  surgeon 
who  gets  into  the  abdomen  full  of  blood  ex- 
pecting tubal  pregnancy  that  the  pathology 
may  be  in  the  ovary. 
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THE  NEWER  ANTIBIOTICS 

A.  S.  Warren,  M.  D. 

LEXINGTON 


The  modern  era  of  therapeutics  may 
very  justly  begin  with  the  discovery  of 
sulfa  derivatives  in  1935.  The  stimulus  of 
this  event  speeded  the  research  of  other 
materials  from  every  conceivable  source 
in  an  attempt  to  provide  an  agent  capable 
of  destroying  all  pathogenic  organisms. 
Laboratories  the  world  over  vied  in  the 
race  to  produce  the  most  effective  agent 
and  by  the  time  of  the  Second  World  War 
more  than  a dozen  sulfa  derivatives  had 
been  produced  and  used  clinically  with 
varying  success.  The  impact  on  medical 
therapeutics  was  dramatic.  At  last  we  had 
several  potent  agents  to  combat  the  serious 
infections  of  war  and  as  each  new  chemo- 
therapeutic agent  was  announced  our  at- 
tention was  called  to  its  ability  to  control 
disease.  First  we  had  prontosyl  solution 
to  be  followed  by  neoprontosyi.  The  first 
widespread  tablet  in  use  was  sulfanila- 
mide and  with  it  came  a marked  reduction 
in  the  mortality  and  morbidity  of  the 
streptococcal  infections.  But  the  depres- 
sion of  the  blood  forming  organs  with  re- 
sulting anemia  soon  caused  us  to  look  for 
other  less  toxic  compounds.  They  were 
not  far  behind.  The  advent  of  sulfapyri- 
dine  was  hailed  as  the  wonder  drug  of  the 
century  and  its  reported  use  in  the  treat- 
ment of  pneumococcal  pneumonia  was 
considered  dramatic.  The  reports  of  renal 
damage  with  crystalluria  very  soon  made 
us  seek  yet  another  member  of  this  rapid- 
ly growing  family.  Sulfathiasole,  sulfadia- 
zine, sulfamerazine  and  innumerable 
others  followed  and  have  been  assigned 
their  place  in  the  treatment  of  specific  dis- 
eases. 

Penicillin 

While  the  rest  of  the  world  was  trying 
first  one  chemotherapeutic  drug  after  an- 
other, an  English  bacteriologist  was  pon- 
dering the  value  of  bacteriophage,  a prep- 
aration which  had  been  shown  previously 
to  have  antibacterial  properties.  Dr.  Flem- 
ing, working  at  Oxford  in  the  late  1930’s 
noted  that  the  accidental  contamination 
of  his  cultures  with  certain  fungi  resulted 
in  the  inhibition  of  bacterial  growth.  By 
carefully  isolating  and  growing  these 
fungi,  he  was  able  to  produce  a substance 
from  their  growth  which  was  successful 
in  the  treatment  of  infections  caused  by 

Read  before  the  Eleventh  Councilor  District  Meeting, 
Clear  Creek,  June  28,  1949. 


the  streptococcus.  By  1939  he  felt  able  to 
suggest  the  use  of  this  agent  in  the  clini- 
cal fields  of  medicine.  The  British  Govern- 
ment, overwneimed  by  the  prospect  of  an 
all-out  war,  lent  a helping  hand  and  even- 
tually the  industrial  strength  of  the  United 
States  was  called  upon  to  speed  up  the 
production  of  this  miraculous  product. 
The  early  use  of  penicillin  was  “Top  Se- 
cret” and  the  entire  supply  was  diverted 
to  the  treatment  of  battle  casualties.  It  is 
an  interesting  sidelight  on  this  story  that 
Dr.  Fleming,  who  was  born  and  raised 
near  the  home  of  Winston  Churchill,  sav- 
ed from  drowning  the  later  Prime  Minis- 
ter of  England.  Fleming  was  penniless  and 
Churchill's  father  took  a liking  to  the 
young  man,  and  as  a token  of  his  appre- 
ciation, offered  to  finance  his  medical  ca- 
reer. Dr.  Fleming  never  forgot  this  obliga- 
tion and  during  the  North  African  cam- 
paign, Winston  Churchill  was  desperately 
sick  in  Cairo.  One  of  the  first  batches  of 
penicillin  was  flown  from  Fleming’s  labor- 
atory to  Egypt  and  was  successfully  used 
in  his  recovery. 

Penicillin  was  indeed  the  wonder  drug 
of  the  century.  The  previous  toxic  reac- 
tions did  not  appear  with  this  drug  and  its 
use  became  world-wide  as  soon  as  produc- 
tion caught  up  with  demand.  Later,  how- 
ever, reports  of  its  limitation  began  to  ap- 
pear. It  was  not  effective  in  the  large 
group  of  gram  negative  bacteria;  nor  was 
it  of  any  benefit  in  the  increasing  number 
of  viral,  rickettsial  and  protozoal  infec- 
tions. 

Streptomycin 

As  a result  of  this  need,  researchers  the 
world  over,  taking  the  lead  from  Dr.  Flem- 
ing went  back  to  the  earth  for  yet  another 
material  in  the  hopes  of  producing  an 
agent  capable  of  inhibiting  the  gram  nega- 
tive organisms.  Dr.  Waksman  working 
with  an  extract  of  Streptomyces  griseus 
was  able  to  produce  just  such  an  agent. 
When  given  parenterally  in  adequate  dos- 
age, streptomycin  resulted  in  the  elimina- 
tion of  most  of  the  gram  negative  bacteria. 
Subsequently  the  literature  was  flooded 
with  reports  of  its  use  in  many  infections 
but  its  greatest  clinical  value  has  been  in 
the  treatment  of  diseases  caused  by  the 
gram  negative  (bacteria,  as  a complement 
to  the  rest  therapy  of  pulmonary  tubercu- 
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losis,  all  non-pulmonary  forms  of  tuber- 
culosis and  Tularemia.  Again  reports  of 
the  toxicity  of  this  antimicrobial  drug 
soon  began  to  appear.  The  specific  involve- 
ment of  the  8th  cranial  nerve  along  with 
vestibular  function  was  noted.  The  pro- 
longed use  of  this  preparation  especially 
in  tuberculosis  usually  resulted  in  marked 
depression  of  hearing  and  disturbing  tin- 
nitus. This  was  permanent  in  a large  per- 
centage of  cases  and  so  again  the  search 
for  a less  toxic  drug  began.  The  laboratory 
was  able  in  this  case  to  modify  the  exist- 
ing drug  and  decrease  the  neurotoxic 
property.  By  the  catalytic  hydrogenation 
of  streptomycin,  a new  antimicrobial 
agent,  Dihydrostreptomycin,  was  develop- 
ed. This  drug  is  markedly  different  in  its 
pharmacology  and  chemical  action  and  al- 
though derived  from  the  parent  drug 
should  be  considered  a new  agent.  Dihy- 
drostreptomycin is  not  as  effective  in  the 
control  of  the  same  organisms  as  is  the 
parent  drug  but  its  toxicity  is  many  times 
less.  On  the  basis  of  standard  culture  pro- 
cedures using  Klebsiella  pneumoniae, 
Aerobacter  aerogenes,  Escherichia  coli, 
Staphylococcus  aureus,  Brucella  abortus 
and  Streptococcus  pyogenes,  dihydrostrep- 
tomycin shows  equal  antimicrobial  action 
as  comoared  to  streptomycin.  In  studies 
with  the  enteric  organisms  Salmonella 
schottmulleri  and  Salmonella  typhosa, 
dihydrostreptomycin  is  less  effective.  Both 
invitro  and  clinical  studies  with  tubercu- 
losis have  shown  no  difference  in  the  two 
drugs.  Both  will  produce  the  neurotoxic 
signs  if  adequate  dosage  is  maintained 
but  dihydrostreptomycin  may  not  cause 
recurrence  of  toxic  symptoms,  i.  e.,  tin- 
nitus, deafness,  rash,  etc.  in  a previously 
allergic  patient.  On  the  other  hand  dihy- 
drostreptomycin has  been  shown  to  inhi- 
bit the  strains  of  tuberculosis  resistant  to 
the  parent  drug.  Following  intramuscular 
injection  of  one  to  two  grams  of  the  new 
drug,  therapeutic  levels  are  found  in  the 
blood  as  long  as  24  hours.  70%  or  better 
of  the  dihydrostreptomycin  can  be  recov- 
ered in  the  24  hour  urine  specimen.  The 
concentration  in  the  cerebrospinal  fluid  is 
equal  to  that  in  the  peripheral  blood  but 
the  use  of  intrathecal  dihydrostreptomy- 
cin is  still  debatable. 

Aureomycin 

In  the  spring  of  1948  Duggar  working 
in  the  research  laboratory  at  Pearl  Rive:-, 
isolated  a substance  from  Streptomyces 
aureofaciens  which  is  named  Aureomycin, 
because  of  its  golden  color.  His  original 
report  suggested  the  use  of  this  drug 
against  staphylococci,  certain  virus-like 


infections  and  the  Richettsiae  of  Q fever, 
Rocky  Mountain  spotted  fever,  Typhus 
and  scrub  typhus.  This  announcement  like- 
wise, was  heralded  as  the  greatest  discov- 
ery since  penicillin.  For  the  first  time  we 
had  an  agent  capable  of  combating  infec- 
tion caused  by  the  elusive  Richettsial  or- 
ganisms. The  chemically  pure  substance 
has  now  been  studied  thoroughly  in  vitro 
and  the  results  are  truly  amazing.  Toxic- 
ity studies  reveal  the  oral  dose  to  be  250 
times  the  maximum  therapeutic  dose  in 
mice.  Little  or  no  evidence  of  toxicity  re- 
sulted from  administration  of  maximal 
doses  by  the  oral,  intramuscular  and  in- 
travenous route  over  a period  of  15  weeks, 
in  dogs.  The  intramuscular  route  when 
used  is  accompanied  by  transient  irritation 
and  since  the  oral  administration  is  fol- 
lowed by  a rapid  blood  level,  the  drug  is 
usually  given  by  this  route.  Nausea  and 
emesis  with  infrequent  soft  stools  occur  in 
approximately  10%  of  patients,  when  the 
oral  route  is  used.  These  symptoms  are 
apparently  due  to  gastritis,  and  can  be  re- 
lieved by  antacid  therapy  in  conjunction 
with  the  oral  Aureomycin.  Prolonged 
clinical  use  of  the  drug  has  failed  to  re- 
veal any  reported  cases  of  serious  toxicity. 
Sensitivity  to  the  drug  will  occur  and  un- 
doubtedly cases  of  toxicity  will  be  report- 
ed but  to  date  I am  not  aware  of  any  se- 
rious damage  to  the  skin,  blood,  genito- 
urinary, gastro-intestinal  or  central  ner- 
vous systems.  Clinical  investigation  has 
widened  the  spectrum  of  Aureomycin  un- 
til it  is  now  of  proven  value  in  the  treat- 
ment of  the  original  infections  plus, 
Lymphogranuloma  venereum,  acute  Bru- 
cellosis, Primary  Atypical  pneumonia  and 
Tularemia.  In  vitro  studies  suggest  its  ef- 
fectiveness in  Richettsialpox  and  Psitta- 
cosis. In  addition  it  is  the  present  drug  of 
choice  in  the  treatment  of  urinary  infec- 
tions resistant  to  Penicillin  and  Dihydro- 
streptomycin, i.e.,  B.  coli,  Aerobacter  aero- 
genes, B.  paracolon  and  Streptococcus  fae- 
calis.  The  0.5%  ointment  in  borate  is  ef- 
fective in  ocular  infections  caused  by 
staphylococci,  pneumococci,  Hemophilus 
influenza,  diplococcus  of  Morax-  Axenfeld 
and  Friedlanders  bacillus. 

Dosage  schedule  is  highly  individualized 
as  yet  and  varies  both  with  the  disease  to 
be  treated  and  the  doctor  reporting.  Recent 
studies  on  the  blood  and  spinal  fluid  con- 
centrations reveal  that  10  mgm/kgm 
body  weight  was  sufficient  to  control  in- 
fections of  Rocky  Mountain  spotted  fever 
and  pneumococcic  pneumonia.  Whereas 
the  treatment  of  murine  Typhus  in  Mex- 
ico required  from  50  to  100  mgm/kgm 
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body  weight. 

In  the  spring  of  1948  Dr.  Yale  Kneeland 
working  in  New  York  City,  was  asked 
to  recommend  therapy  in  a severe  case 
of  Atypical  Virus  Pneumonia.  The  pa- 
tient had  failed  to  respond  to  the  usual 
treatment  and  because  of  cyanosis  and 
progressive  signs  of  pulmonary  disease, 
it  was  suggested  that  Aureomycin  be 
given  a trial.  Still  in  the  experimental 
stage  at  nearby  Pearl  River,  a supply 
of  the  new  drug  was  rushed  to  the 
hospital  and  the  result  is  history.  The 
patient  recovered  and  a new  page  in  medi- 
cal therapeutics  was  written.  The  first 
widespread  use  of  antimicrobial  agents 
was  launched  against  the  viral  diseases. 
Ample  clinical  reports  confirm  the  ef- 
fectiveness of  Aureomycin  in  this  group 
of  diseases.  Wright  et  al  have  reported  ex- 
cellent results  in  the  treatment  of  lym- 
phogranuloma venereum  and  granuloma 
inguinale.  Braley  and  Sanders  have  had 
good  results  in  five  cases  of  inclusion  con- 
junctivitis and  one  case  of  trachoma,  both 
diseases  caused  by  viruses  of  the  psitta- 
cosis group.  Recent  work  by  Woodward 
and  associates  on  both  experimental  ani- 
mals (mouse)  and  three  clinical  cases  of 
Tularemia,  confirms  the  value  of  Au- 
reomycin. The  drug  was  administered 
both  by  intramuscular  injection  and  by 
mouth  to  a total  dose  ranging  from  15  gms 
to  32  gms  with  a schedule  of  0.5  gm  every 
4 hours.  A comparison  of  Aureomycin  with 
Chloromycetin  reveals  the  former  is  more 
effective  against  the  bacterium  tularense 
both  in  vitro  and  in  the  experimental  ani- 
mal. Studies  with  experimental  relapsing 
fever  and  Wills  Disease  (leptospirosis 
icterohemorrhagica)  reveal  Aureomycin  to 
be  2 to  3 times  as  effective  as  penicillin. 
Recent  work  at  the  Mayo  Clinic  has 
shown  that  Aureomycin  is  very  effective 
in  the  treatment  of  late  cutaneous  syphilis. 
Preliminary  reports  of  2 cases  reveal 
clearing  of  the  skin  lesions  in  the  first  af- 
ter 56.6  gms  had  been  given  in  18  days 
while  the  second  case  received  60.0  gms 
in  16  days.  Further  study  may  reveal  a po- 
tentiating effect  of  Aureomycin  in  combi- 
nation with  penicillin  in  other  stages  of 
this  disease.  McVay  et  al  have  recently  re- 
ported interesting  work  suggesting  the 
therapeutic  benefit  of  Aureomycin  in 
amebiasis.  Three  of  the  14  cases  treated 
successfully  were  reported  clinically  im- 
proved and  amebae  free  after  the  oral  ad- 
ministration of  7 to  15  gms  over  a period 
of  3 to  6 days. 


Chloromycetin 

In  1947  another  antimicrobial  agent  was 
isolated  from  a culture  of  streptomyces 
Venezuela  by  Burkholder.  Chloromycetin 
was  introduced  for  the  treatment  of  the 
gram  negative  bacteria  including  Typhoid, 
the  paratyphoid  group  of  organisms  and 
the  rickettsial  diseases.  Experimental 
work  on  Scrub  Typhus  in  Malaya  proved 
highly  satisfactory  in  lowering  the  mor- 
tality and  morbidity  of  this  rickettsial  dis- 
ease. Twenty-five  cases  of  Scrub  typhus 
were  treated  with  Chloromycetin,  50  mgm/ 
kilo  body  weight  initially  and  followed  by 
0.2  to  0.3  gms  every  3 hours  to  a total  of 
about  6 gms.  In  this  group  there  were  no 
deaths  and  no  complications.  In  a control 
group  of  12  cases  there  was  one  death  and 
one  case  each  of  parotitis  and  pneumonia. 
It  will  be  recalled  by  many  of  you  that 
this  disease  was  of  considerable  impor- 
tance to  the  Allied  troops  engaged  in  the 
past  world  war  and  this  therapeutic  agent 
may  now  be  used  to  decrease  the  severe 
complications  of  the  disease.  During  the 
course  of  this  investigation  on  Kaula  Lam- 
pur,  2 cases  of  Typhoid  were  later  proven 
to  be  among  those  treated  with  Chloromy- 
cetin. The  excellent  response  prompted  the 
use  of  this  agent  in  other  cases  of  Typhoid 
fever.  Subsequent  clinical  reports  have 
verified  the  initial  success  and  rate  Chlor- 
omycetin as  the  treatment  of  choice  in 
Typhoid  fever.  It  must  be  noted  however 
that  although  symptomatic  relief  was  ob- 
tained in  all  cases,  complications  of  severe 
hemorrhage  and  intestinal  perforation  oc- 
curred in  2 of  the  9 cases  treated,  even 
during  the  afebrile  period.  Chloromycetin 
has  been  reported  effective  in  the  para- 
typhoid group  of  disease.  Woodward  in  a 
recent  report  states  that  Chloromycetin 
and  Aureomycin  are  equally  effective  in 
the  treatment  of  Acute  Brucellosis,  Tula- 
remia and  the  Rickettsiae  of  Scrub  typhus, 
Murine  typhus,  Rocky  Mountain  Spotted 
fever  and  Q fever.  A single  case  of  Primary 
Atypical  Pneumonia  was  successfully 
treated  by  Woodward  using  Chloromyce- 
tin. 

Bacitracin 

Bacitracin,  an  antimicrobial  agent  of 
bacterial  origin,  was  discovered  in  1943  by 
Dr.  Frank  Meleney  and  his  staff.  The  or- 
ganism, a member  of  the  B.  subtilis  group 
was  isolated  from  the  debrided  tissue 
from  a compound  fracture  of  the  tibia  in 
a 7 year  old  girl  named  Margaret  Tracey: 
hence  the  name  Bacitracin.  The  substrate 
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of  this  organism  was  found  to  contain  cer- 
tain antimicrobial  effects  in  vitro  and  sub- 
sequent clinical  trials  proved  its  effective- 
ness in  many  of  the  common  infections  of 
the  skin  and  subcutaneous  tissue.  Further 
clinical  trial  revealed  however  that  a toxic 
substance,  detrimental  to  the  kidneys  was 
inevitably  associated  with  the  “purified” 
extract.  This  nephrotoxic  factor  has  been 
a deterrant  for  the  widespread  use  of  this 
antimicrobial  agent,  but  when  used  as  an 
ointment  together  with  penicillin,  surface 
infections  of  either  the  eye  or  skin  are 
readily  eliminated.  Further  purification 
or  chemical  synthesis  may  eliminate  the 
nephrotoxic  factor  according  to  its  dis- 
coverer, Dr.  Meleney. 

Polymixin 

Polymixin  an  antimicrobial  agent,  de- 
rived from  the  soil  organism  B.  polymixa, 
hes  been  shown  to  be  effective  against  Un- 
dulant  fever,  whooping  cough  and  pseudo- 
monas aeroeginosa  infections.  Schoenbach 
at  Johns  Hopkins  Hospital  has  found  that 
as  little  as  3 mgm/kilo  body  weight  is  suf- 
ficient to  produce  clinical  response  in  these 
diseases,  and  when  divided  into  eight 
equal  doses  every  twenty-four  hours  pro- 
duced dramatic  results  in  each  case. 
Gram  negative  organisms  do  not  appear 
to  develop  resistance  to  polymixin  as  they 
do  to  streptomycin.  Laboratory  experi- 
ments reveal  promising  results  in  the 
treatment  of  Brucellosis,  typhoid  fever, 
urinary  tract  infections,  tularemia  and 
paratyphoid  fever.  Unlike  the  Bacitracin, 
Polymixin,  although  bacterial  in  origin 
has  shown  no  toxic  effects  even  in  doses 
up  to  100  mgm/kilo  in  the  experimental 
animal.  Bliss,  Chandler  and  Schoenbach 
have  used  this  agent  parenterally  up  to 
5 mgm/kilo  without  toxic  reactions.  Poly- 
mixin does  not  penetrate  the  meninges 
and  is  inhibited  by  a combination  of  se- 
rums and  heat. 

Numerous  other  antimicrobial  agents 
have  been  isolated  and  given  experimen- 


tal and  clinical  trial.  Of  these  Sub- 
tenolin  and  Aerosporin  offer  the  greatest 
promise.  The  latter  however  has  a neph- 
rotoxic factor.  The  search  for  more  effec- 
tive and  less  toxic  anti-microbial  agents 
will  no  doubt  give  us  a wide  selection  in 
the  treatment  of  the  varied  diseases  which 
afflict  mankind. 

An  excellent  article  in  the  Southern 
Medical  Journal  offers  hope  for  the  use  of 
ment  of  Herpes  Zoster,  by  the  use  of 
Chloramphenicol  (Herpes  Zoster:  Treat- 
ment with  Chloramphenicol,  42:696,  1949.) 

ADDENDUM 

Since  this  paper  was  published  several  clinics  have  re- 
ported their  results  with  a new  intravenous  aureomvcin. 
In  an  addendum  to  their  article  in  the  September  issue  of 
Journal  of  Clinical  Investigations,  Sanders  et  al  reported, 
the  use  of  sodium  glycinate  aureomycin  in  forty-three 
cases  of  infection.  Results  were  excellent  and  react'ons 
minimal.  Additional  experience  with  sodium  glvcinate 
aureomycin  was  reported  by  Randall  and  Herrell  in  the 
December  7,  1949  issue  of  the  Mayo  Bulletin.  These  repots 
reveal  therapuetic  concentrations  at  twelve  hours  afte" 
500  mgm.  by  the  intravenous  route.  This  serum  concentra- 
tion was  greater  than  that  obtained  by  1 gm.  of  the  drug 
given  by  mouth. 
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Special  JIrticle 


THE  FUNCTION  AND  RESPONSIBILITY  OF  PSYCHIATRY* 

Leo  H.  Barlemeir,  M.  D. 

DETROIT 


I do  not  know  how  many  of  you  appre- 
ciate the  truly  great  significance  of  this 
occasion  because  those  who  participate 
from  the  beginning  to  the  end  in  a large 
and  complex  project  are  usually  too  close- 
ly associated  with  it  to  realize  all  of  its 
most  important  aspects.  For  those  of  us 
who  devote  ourselves  to  the  psychiatric 
aspects  of  medicine  the  creation  of  this 
magnificent  wing  of  the  Norton  Memorial 
Infirmary  is  the  first  realization  of  the 
larger  function  and  responsibility  of  psy- 
chiatry. It  is  something  more  than  “Ken- 
tucky’s first  in-patient  service  and  clinic 
as  an  integral  part  of  a private  general 
hospital;”  it  has  a larger  meaning  than 
the  opportunity  it  will  provide  for  the 
training  of  physicians  in  the  specialty  of 
psychiatry;  it  has  meaning  and  signifi- 
cance which  even  transcends  the  profes- 
sional care  and  treatment  of  those  who  are 
emotionally  ill. 

Social  Responsibility 

The  construction  of  this  million  dollar 
wing  for  psychiatry  and  psychosomatic 
medicine  is  the  first  occasion  in  the  his- 
tory of  the  United  States  that  the  citizens 
of  a community  have  demonstrated  their 
understanding  of  the  need  for  providing 
for  the  emotional  disorders  of  their  fel- 
low man.  This  understanding  is  unique  in 
the  history  of  American  communities  and 
this  occasion  is  an  event  as  epoch-making 
as  Pinel’s  famous  order  to  remove  the 
shackles  from  the  mentally  ill  in  the  latter 
part  of  the  eighteenth  century.  The  shack- 
les of  prejudice,  stigma  and  apathy  con- 
tinue to  bind  the  citizens  of  our  metropol- 
itan centers  from  appreciating  that  men- 
tal health  is  man’s  most  precious  heritage 
and  that  mental  ill  health  has  become  a 
social  responsibility  of  vast  importance 
for  our  local  and  our  national  security. 
The  creation  of  this  substantial  psychia- 
tric unit  by  popular  subscription  is  evi- 

*An address  delivered  as  part  of  the  dedicatory  program 
of  the  Psychiatric  Department.  John  W.  Norton  Memorial 
Infirmary,  in  affiliation  with  the  University  of  Louisville 
School  of  Medicine,  Tuesday,  June  14.  1949,  Lpuisvilh*, 
Kentucky  and  the  Post-graduate  Medical  Seminar,  June  13, 
14,  1949, 


dence  that  the  people  of  .Louisville  have 
acquired  an  understanding  of  this  social 
responsibility  and  this  brings  me  to  at- 
tempt a thumb-nail  sketch  of  what  I con- 
sider to  be  the  most  important  significance 
of  this  memorial  occasion. 

Personality  of  Psychiatrists 

We  all  know  that  the  history  of  this  psy- 
chiatric unit  antedated  Doctor  Spafford 
Ackerly’s  document  in  1940.  We  know  that 
the  potentialities  for  its  creation  began  as 
early  as  seventeen  years  ago  when  he  first 
came  to  Louisville.  We  know  that  the  en- 
lightenment of  the  citizens  of  this  com- 
munity antedated  the  drive  for  funds 
which  they  have  so  generously  contributed. 
We  know  that  their  understanding  this 
great  community  need  has  been  acquired 
gradually  through  the  years  not  only  by 
the  educational  measures  which  Dr.  Ack- 
erly  and  the  members  of  his  staff  have  so 
faithfully  provided  but  also  because  of  the 
kind  of  man  he  is  and  the  personality 
characteristics  of  those  he  has  chosen  for 
his  associates.  Psychiatry  is  no  greater 
than  psychiatrists  themselves  just  as  all 
medicine  is  measured  by  the  personalities 
of  the  physicians  who  administer  it.  One 
of  the  most  important  functions  and  re- 
sponsibilities of  psychiatry  is  the  facility 
of  psychiatrists  themselves  to  win  and 
maintain  the  respect  and  the  admiration 
of  their  medical  colleagues.  This  means 
in  part  that  although  they  are  specialists 
they  remain  geared  to  the  practice  of 
medicine  and  that  in  communicating 
themselves  about  psychiatry  they  make 
sense.  I regard  it  as  an  important  func- 
tion and  responsibility  of  psychiatry  that 
the  psychiatrist  himself  in  his  inter- 
personal relationships  with  his  medical 
colleagues,  his  students  and  his  fellow 
citizens  shall  be  a living  example  of  what 
he  teaches.  Then  and  only  then  will  it  be 
possible  for  him  to  initiate  such  an  epoch- 
making  event  as  the  establishment  of  this 
great  psychiatric  unit. 

I have  dwelt  in  this  topic  of  the  person- 
ality of  the  psychiatrist  because  we  all 
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know  that  this  present  accomplishment 
would  not  have  been  possible  without 
energetic  participation  ot  the  entire  group 
of  physicians  in  the  community  and  in  the 
University  of  Louisville  School  of  Medi- 
cine, especially  Dean  John  Walker  Moore, 
and  Drs.  E.  R.  Landis  and  W.  K.  Keller, 
professors  of  psychiatry.  It  is  not  the 
achievement  of  any  one  person.  It  is  the 
result  of  a highly  mutual  collaboration  be- 
tween physicians.  It  signifies  that  they 
have  become  imbued  with  the  spirit  and 
the  principles  ot  psychiatry  and  that  their 
convictions  regarding  the  psychological 
factors  in  illness  are  well  founded.  This 
unanimity  of  conviction  and  capacity  for 
working  together  as  a team  is  a rare  ac- 
complisnment  and  something  of  which  I 
hope  each  of  you  are  justly  proud.  I know 
that  the  people  of  this  community  are 
proud  of  you  or  they  would  not  have  joined 
you  in  this  enormous  undertaking. 

The  establishment  of  this  psychiatric 
division  of  Norton  General  Infirmary  is 
the  greatest  blow  to  the  concept  of  social- 
ized medicine  which  anyone  can  imagine 
because  this  building  is  the  result  of  pri- 
vate enterprize.  It  is  something  of  the 
people,  by  the  people  and  for  the  people, 
it  is  a monument  to  the  expression  of  free 
choice  and  I hope  that  the  representatives 
of  other  communities  will  come  here  and 
study  its  plans  of  development  and  learn 
at  first  hand  how  they  may  follow  this 
illustrious  example  of  man’s  concern  for 
man. 

Value  in  Every  Day  Life 

The  second  world  war  taught  us  the 
great  value  of  teamwork  and  the  necessity 
for  good  group  morale.  Psychiatry  came 
to  see  that  its  contributions  to  the  indi- 
vidual soldier  and  the  psychology  of  large 
numbers  of  troops  could  be  applied  to  the 
psychology  of  everyday  life,  both  for  in- 
dividuals and  for  group  organizations.  It 
came  to  see  that  the  psychiatric  aspects 
of  public  health  were  equally  as  important 
as  the  treatment  of  individual  patients. 
That  there  is  urgent  need  for  this  expand- 
ed function  and  responsibility  of  psychia- 
try is  evident  when  we  consider  the  many 
manifestations  of  the  sickness  which  per- 
vades our  society.  I may  remind  you  of  our 
high  incidence  of  domestic  disharmony, 
the  widespread  and  costly  occurrence  of 
major  crimes  and  the  large  labor  strikes 
which  bring  unhappiness  to  so  many  and 
which  are  so  paralyzing  to  our  productiv- 
ity. I have  not  mentioned  the  large  inci- 
dence of  serious  mental  disorder  in  our 
society  nor  the  handicaps  that  are  pre- 


venting so  many  of  our  people  from  at- 
taining the  heights  of  their  potential  ef- 
ficiency in  the  situations  that  opportunity 
brings  them.  All  of  these  are  public  health 
problems  which  are  as  disastrous  in  some 
respects  as  the  nationwide  epidemics  of  a 
former  day.  Our  methods  of  combating 
them  have  been  woefully  inadequate. 

Prevention 

It  is  not  some  great  fundamental  change 
that  is  needed  but  rather  an  intelligent 
appreciation  of  those  neglected  factors 
that  have  brought  about  these  unfavorable 
conditions.  Psychiatry  has  studied  the  fac- 
tors which  are  responsible  for  these  un- 
healthy aspects  of  our  society  and  an  in- 
creasing number  of  psychiatrists  are  de- 
voting their  energies  to  these  problems. 
There  is  still  much  that  needs  to  be  learned 
and  the  task  is  too  large  for  psychiatry 
itself.  These  problems  extend  beyond  the 
boundaries  of  medicine  and  will  require 
all  the  skills  which  the  social  sciences  will 
be  able  to  provide  for  their  adequate  un- 
derstanding. Once  the  methods  of  pre- 
vention have  been  evolved  and  their 
validity  has  been  thoroughly  established 
it  will  be  necessary  that  they  become  ac- 
ceptable to  the  great  majority  of  people 
in  order  that  their  application  may  become 
effective. 

If  you  are  inclined  to  think  that  these 
proposals  sound  like  wild  impractical 
dreams  which  can  never  be  accomplished 
I would  remind  you  that  less  than  twenty- 
five  years  ago  many  intelligent  people 
would  have  thought  the  same  if  someone 
had  proposed  the  erection  of  this  psychiat- 
ric hospital  wing  by  means  of  voluntary 
subscription.  That  which  would  have 
seemed  utterly  impossible  then  now  stands 
as  an  actual  accomplishment.  When  you 
remember  that  Freud’s  first  contribution 
appeared  in  collaboration  with  Breuer  in 
1895  and  that  his  first  great  statement  did 
not  appear  until  1900,  and  when  you  take 
cognizance  of  the  vast  burden  of  super- 
stition, prejudice  and  error  which  has  been 
accumulating  about  human  personality 
for  centuries,  I am  sure  that  you  will 
agree  with  me  that  the  progress  which 
has  been  achieved  in  the  past  forty-nine 
years  is  in  keeping  with  the  spirit  of 
America.  You  will  perhaps  share  my  be- 
lief that  the  dissemination  of  a sound  ap- 
preciation of  the  problem  of  public  mental 
health  carries  with  it  the  promise  of 
remedy  of  the  sickness  of  our  society.  It 
has  to  be  grasped  as  a grave  sickness  be- 
fore we  can  expect  curative  steps. 
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Local  Achievements 

If  we  return  to  the  local  scene,  I serious- 
ly doubt  that  anyone  in  our  great  cen- 
ters of  learning  as  recently  as  fifteen  years 
ago  would  have  imagined  that  the  State 
of  Kentucky  and  the  City  of  Louisville, 
which  has  already  achieved  national  pre- 
eminence because  of  its  horseracing,  would 
achieve  national  preeminence  today  be- 
cause it  is  the  first  city  in  the  land  to  have 
built  a wonderfully  large  and  modern 
psychiatric  unit  onto  a private  general 
hospital  out  of  funds  contributed  by  its 
citizens.  I think  we  need  to  keep  in  mind 
that  it  is  not  the  difficulties  of  a perform- 
ance that  embarrasses  man;  difficulties 
are  surmounted  if  the  goal  is  clearly  vis- 
ualized and  its  value  clearly  perceived. 
You  have  demonstrated  this  fact  not  only 
to  yourselves  but  to  the  nation  at  large.  It 
is  the  first  time  in  the  history  of  American 
psychiatry  that  it  has  been  demonstrated 
and  I am  personally  very  happy  that  you 
were  the  first  to  accomplish  it. 

American  psychiatry  in  its  organization 
as  an  association  has  recently  concluded 
its  105th  annual  meeting.  During  this  time 
its  functions  and  its  responsibilities  have 
evolved  and  expanded  in  accordance  with 
the  great  progress  achieved  by  medicine 
itself.  Concerning  itself  originally  only 
with  the  custodial  care  of  the  mentally 
sick  it  has  followed  in  the  footsteps  of 
medicine  by  devoting  its  intensive  efforts 
in  the  direction  of  prevention  of  illness. 
Your  Louisville  Mental  Hygiene  Clinic  and 
child  study  school  is  recognized  through- 
out the  country  as  one  of  the  best  ex- 
amples of  preventive  psychiatry.  While 
psychiatry  has  learned  much  about  the  re- 
habilitation of  those  suffering  from  the 
most  serious  forms  of  mental  disorder  it 
has  been  concerned  particularly  since  the 
war  with  the  application  of  its  principles 
to  the  lives  of  those  who  do  not  need  hos- 
pital care  and  who  can  be  treated  in  out- 
patient clinics  such  as  you  have  here  in 
the  Norton  Memorial  Infirmary. 


This  psychiatric  unit  in  its  various 
divisions  is  in  keeping  with  the  best  tra- 
ditions and  the  most  recent  progress  of 
American  psychiatry.  There  are  in  fact 
very  few  psychiatric  units  which  can 
boast  of  two  floors  for  the  study  and 
treatment  of  patients  suffering  from  psy- 
chosomatic disorders,  as  well  as  a division 
for  those  suffering  from  alcoholism.  It  has 
been  gratifying  to  learn  that  the  costs  in 
this  new  hospital  wing  per  patient  per  day 
are  in  keeping  with  the  costs  for  patients 
suffering  similar  disorders  in  the  other 
private  psychiatric  hospitals. 

I have  had  the  pleasure  of  inspecting  this 
beautiful  building  with  Dr.  Ackerly  this 
morning  and  it  is  my  opinion  that  it  is 
the  most  modern  psychiatric  unit  in 
Amercia  today.  Dr.  William  Russell,  one 
of  the  great  fathers  of  American  psy- 
chiatry, had  hoped  to  be  with  us  on  this 
occasion.  Let  me  read  you  in  part  what 
he  wrote  to  Dr.  Ackerly: 

“I  am  much  impressed  !by  the  character 
and  importance  of  the  development.  It  is, 
I feel,  particularly  significant  and  gratify- 
ing that  this  provision  for  the  study  and 
treatment  of  mental  illness  has  been  made 
by  the  contributions  of  hundreds  of  pri- 
vate citizens  rather  than  by  public  funds. 
This  is  a remarkable  and  inspiring  example 
of  enlightenment  and  liberality,  which 
should  encourage  other  communities  to  do 
likewise.  It  also  illustrates  how  unfor- 
tunate it  would  be  if  the  fine  hospitals  of 
this  country  which  are  a spontaneous  ex- 
pression of  the  benevolence  of  groups  of 
private  citizens  should,  as  in  England  and 
as  may,  if  present  trends  continue,  occur 
here,  be  taken  over  by  the  Government.” 
I join  with  Doctor  Russell  in  his  high 
esteem  of  this  great  enterprise,  and  as  a 
representative  of  the  American  Psychiatric 
Association  I extend  you  and  all  who  have 
participated  in  the  creation  of  this  psy- 
chiatric wing  the  congratulations  and  the 
best  wishes  of  our  colleagues  in  the  Asso- 
ciation. 
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PROCEEDINGS  OF  THE  EDUCATION  SUBCOMMITTEE 
OF  THE  PUBLIC  RELATIONS  COMMITTEE  OF 
THE  JEFFERSON  COUNTY  MEDICAL  SOCIETY 


A meeting  of  the  Education  Subcommit- 
tee of  the  Public  Relations  Committee 
of  the  Jefferson  County  Medical  Society 
was  held  Monday,  December  5,  1949 

at  7:30  P.  M.,  in  the  auditorium  of  St. 
Joseph  Infirmary.  There  were  ninety 
members  of  the  society  present  including 
the  members  of  the  Public  Relations 
Committee.  The  meeting  was  called  to  or- 
der by  Dr.  David  M.  Cox,  Chairman,  who 
stated: 

“The  reason  for  having  this  meeting  to- 
night is  that  we  all  love  freedom  and  we 
know  that  the  more  the  government  con- 
trols the  less  freedom  we  have.  The  Pub- 
lic Relations  Committee  has  remained 
fairly  inactive  during  this  year  because 
we  have  been  told  that  our  efforts  were 
not  needed  in  Washington,  but  we  have 
been  informed  now  that  beginning  the  first 
of  the  year  we  may  be  needed,  so  let  us 
start  with  ourselves  and  try  to  learn  more 
about  our  country  and  what  socialization 
would  do  it  it.  Let  us  trv  to  refrain  from 
using  the  words  “socialization  of  medi- 
cine;” let  us  think  chiefly  of  socialization 
of  the  entire  country,  a step  at  a time.” 

The  following  papers  were  read  before 
the  group: 

PUBLIC  RELATIONS 
Mr.  J.  A.  Clos,  Promotion  Director 
WKLO  Broadcasting  Station,  Louisville 

I understand  my  remarks  are  being 
taken  down  tonight,  therefore  I would 
like  to  say  I am  speaking  purely  as  an  in- 
dividual, primarily  as  a fellow  American, 
and  in  connection  with  that,  as  one  who 
has  been  intimately  associated  with  the 
medical  profession,  first  as  a former  tb. 
patient,  and  second,  associated  with  Rene 
Du  Bois  and  a number  of  other  medical 
men  at  the  University  of  Michigan.  I also 
knew  the  wife  of  Rene  Du  Bois  as  a tb.  pa- 
tient. Therefore,  my  interest  in  you  has 
been  deeply  personal. 

What  I have  to  say  tonight  to  you  is  go- 
ing to  be  very  brief,  general,  and  yet  I 
hope,  cogent.  I feel  we  stand  at  a thresh- 
old. In  the  next  month’s  Reader’s  Digest 
this  article  by  Harold  Stassen  will  appear. 
I had  the  privilege  of  reading  this  article 
in  a recording  for  the  blind.  It  is  entitled: 
“Never,  Never,  Never — A Report  on  More 
Medical  Care  for  More  People  at  a Higher 


Cost.”  That,  I think,  is  the  substance  of 
the  whole  argument.  What  I have  to  say 
stems  from  my  convictions.  Mr.  Stassen’s 
sincerity  is  beyond  doubt.  What  he  has  to 
say  of  socialized  medicine  abroad  is  docu- 
mented. What  he  has  to  say  of  its  applica- 
bility to  the  United  States  is  documented. 
I shall  come  back  to  this  later. 

All  I can  say  about  the  problem  that 
faces  us  as  individuals  is  that  we  have  to 
get  the  story  over  to  the  right  people  at 
the  right  time,  and  that  time  is  Now.  How 
we  are  going  to  do  it  is  actually  a matter 
of  no  moment.  I was  brought  to  Washing- 
ton in  1943  to  work  in  the  Bureau  of  Pub- 
lic Relations  of  the  U.  S.  Army.  Our  Prob- 
lem was  to  encourage  copper  production. 
We  finally  found  how  we  could  best  at- 
tack it  at  the  grass  roots  level,  and  it  is  be- 
cause I am  utterly  convinced  that  only  at 
that  level  will  the  future  be  determined 
that  I presume  to  speak  here.  I am  not 
very  powerful.  None  of  us  is  very  power- 
ful. But  collectively  as  a county  society, 
as  a commonwealth  adjunct  of  the  United 
States,  your  voice  can  be  tremendously 
powerful;  and  I say  that,  not  merely  in 
the  councils  of  the  AMA  or  other  groups 
of  medical  profession  as  a whole,  but  as 
an  expression  of  you  as  a unit  of  Ameri- 
cana speaking  your  thoughts  of  what  is 
best  for  the  people. 

I have  here  a document  that  is  highly 
technical,  called  “Publicity  Guide  for 
Executives.”  The  first  statement  it  makes 
is  that  publicity  cannot  be  used  effective- 
ly in  promotion  of  public  relations  until 
its  functions  or  limitations  are  recognized. 
By  the  same  token,  we  understand  that 
publicity  and  public  relations  are  two 
separate  mediums.  One  tells  a story  and 
the  other  establishes  a relationship,  such 
as  yourself  with  your  patient.  And  when 
you  have  established  that  primary  essen- 
tial “public  relations,”  then  I believe  you 
are  well  on  the  way  toward  telling  your 
side  of  the  story.  Which  I do  not  believe 
has  ever  thoroughly  been  told. 

There  are  many  ways  it  can  be  told.  This 
Guide  was  written,  incidentally,  for  such 
diverse  groups  as  newspapers,  manufac- 
turing corporations,  etc.,  but  continuing 
the  thought  I had,  we  must  first  recog- 
nize we  are  perhaps  a hundred  people 
here  tonight.  Associated  with  us  in  our 
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thinking  there  are  three  or  four  hundred 
in  our  families,  a thousand  in  our  imme- 
diate friendship  group.  But  they,  in  turn, 
have  the  same  sort  of  relationships.  We 
begin  to  see  what  public  relations  is.  It  is 
not  a cold  program;  it  is  not  just  a personal 
relationship  between  yourself  and  patient, 
or  yourself  and  the  editor  of  a paper. 
There  are  certain  technical  things  that 
can  be  done.  I think,  first,  is  cohesion; 
second,  is  effective  expression  of  that  co- 
hesion as  a group.  Once  you  have  achiev- 
ed that,  and  only  then,  are  you  in  a posi- 
tion to  go  out  and  tell  your  story  to  the 
public. 

Now,  and  I quote  again  from  the 
“Guide,”  it  speaks  of  the  effective  use  of 
letters  to  the  editor  as  publicity  material. 
Who  made  most  effective  use  of  them  in 
the  past  election?  PAC  and  CIO.  Why? 
Because  for  every  letter  sent  in  by  an 
irate  reader,  a nationally  selected  com- 
mittee had  a clipping  and  instructed  the 
local  committee  how  best  to  answer  it. 
And  you  cannot  beat  $25,000  a year  brains 
at  the  local  level,  because  the  answers 
were  the  same  all  over  the  country.  That  is 
just  a tiny  example  of  what  integrated 
public  relations  can  be. 

Publicity:  Each  of  you,  I don’t  doubt, 
because  I have  known  many  doctors,  has 
a story  to  tell  that  to  a housewife  at  home 
picking  up  a newspaper  and  suddenly 
saying:  “John,  listen  to  this.  Dr.  So-and-so 
today....”  and  there  the  story  unfolds. 
That  was  put  into  print  as  an  actual  news 
item.  I have  seen  a doctor  whose  income 
was  considerable,  treat  not  one,  but  house 
servant  after  house  servant,  of  wealthy 
families  and  not  charge  them  a dime,  but 
that  story  has  not  been  told  effectively, 
and  that  is  one  tiny  angle.  How  many  of 
you  are  carrying  thousands  of  dollars  of 
unpaid  bills?  You  don’t  treat  them  as  un- 
paid bills;  you  treat  them  as  emergencies 
which,  under  the  rules  of  the  profession 
and  the  integrity  of  your  heart,  you  have 
cared  for,  but  that  has  never  been  told. 
Now,  do  you  begin  to  see  the  public  re- 
lations story  unfolding?  I consider  Rene 
Du  Bois  one  of  the  greatest  researchers  of 
the  day.  I knew  his  wife  when  she  was  in 
a tb  sanatorium,  and  I know  he  dedicated 
his  life  to  an  attack  on  the  tb  bacillus,  but 
that  story  has  never  been  told. 

I was  down  at  a hotel  tonight  and  was 
invited  over  to  the  table  of  some  fairly 
wealthy  people  from  this  state,  and  some 
friends  from  Louisville,  and  I was  asked 
where  I was  going  and  I told  them  I was 
to  appear  before  some  doctors.  They  ask- 
ed what  I was  going  to  tell  them  and  I 


said  “They  want  to  know  about  radio  and 
I want  to  know  about  doctors.”  One  gen- 
tleman there  immediately  said,  facetious- 
ly, “Well,  I wish  you  would  tell  them  about 
my  wife.  I have  spent  a thousand  dollars 
last  year  on  doctors’  bills  and  probably 
will  continue  to  spend  it.”  But  do  you  see 
what  is  happening?  That  man  would  think 
nothing  of  buying  her  a $7,000  mink  coat, 
but  the  insurance  he  is  buying  to  protect 
the  life  of  the  dearest  thing  he  has  on 
earth  receives  facetious  treatment.  And  I 
say  again,  we  have  failed  in  a certain 
measure  to  educate  them  to  what  actually 
is  what.  Now,  that  is  one  small  instance 
and  it  occurred  not  an  hour  ago.  Yet  I 
don’t  doubt  every  man  here  has  had  that 
experience,  and  I say  that  is  at  the  basis 
of  the  start  of  such  a movement  as  volun- 
tary health  insurance. 

There  are  a thousand  ways  of  getting  a 
story  across,  but  I refer  again  to  the  state- 
ment I made  that  it  is  only  through  co- 
hesion and  through  choosing  the  proper 
expression  of  that  cohesion  (I  mean  that 
group  of  people  qualified  to  work  first 
closely  with  you  because  they  believe  in 
what  you  are  doing  and  what  it  can  mean 
to  this  country)  that  you  are  going  to  a- 
chieve  what  can  well  mean  the  difference 
between  “Never,  Never,  Never”  and  the 
present  system,  which  has  done  so  much, 
for  so  many,  at  such  little  cost. 

Now,  there  is  the  whole  story.  If  you 
want  specifics  I can  go  on  indefinitely  but 
I do  not  believe  you  need  that;  I believe 
I have  outlined  enough  of  the  basic  ma- 
terial that  has  to  be  handled  to  assure  you 
of  the  effectiveness  of  such  media  as  ra- 
dio and  newspapers.  Forgive  me,  if  I say 
I do  not  believe  the  medical  profession 
should  abstain  from  discussions  on  the  ra- 
dio of  voluntary  health  insurance.  You 
have  a bigger  story  to  tell  than  anybody 
else  and  if  you  abstain  from  arguing  about 
it  intelligently  then  you  are  not  going  to 
get  your  story  across.  In  connection  with 
that,  I want  to  quote  one  thing  from  the 
Guide:  “Special  pleading  stands  the  best 
chance,  in  the  realm  of  radio,  if  presented 
in  some  form  of  round  table  where  both 
sides  are  represented,  and  if  your  argu- 
ment cannot  stand  up  against  alert  and  in- 
telligent opposition,  don’t  take  a chance 
with  it  on  the  radio.”  And  do  not  tell  me 
you  cannot  stand  up  because  you  speak 
for  the  thousands  of  people  you  have 
saved  from  death,  and  if  that  kind  of 
thing  cannot  stand  up  against  organized 
deliberate  propaganda,  then  I don’t  know 
what  public  relations  can  do. 
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BLUE  SHIELD  INSURANCE  PLAN 
Mr.  Lane  Tynes,  Executive  Director 
Blue  Cross,  Blue  Shield,  Louisville 

My  subject  tonight  is  your  recently  in- 
augurated Medical  Plan  known  as  Blue 
Shield.  In  the  short  time  allotted  me  I 
would  like  to  convey  to  you,  if  I may,  a 
philosophy  of  Blue  Cross-Blue  Shield.  In 
a few  short  words  it  is  this: 

Blue  Cross  and  Blue-  Shield  are  com- 
munity health  services.  Business  leaders, 
hospital  personnel  and  doctors  contribute 
the  benefits  of  their  experience  and 
knowledge  of  community  health  needs  to 
make  Blue  Cross-Blue  Shield  working 
partners  of  the  people  who  want  the  best 
hospital  and  medical  care  on  terms  they 
can  afford.  Blue  Cross-Blue  Shield  has 
become  the  people’s  answer  to  the  prob- 
lem of  paying  for  hospital  and  medical 
care  as  self-supporting  citizens  in  accord- 
ance with  the  American  tradition  of  dem- 
ocratic community  action  and  individual 
initiative. 

Blue  Shield,  like  Blue  Cross,  serves  a 
deeper,  more  profound  service  for  the 
medical  profession  in  this,  the  most  cru- 
cial period  of  its  history.  It  serves  as  a 
most  practical  and  effective  service  arm 
in  combating  government  controlled  medi- 
cine. 

Blue  Shield  medical  care  is  the  logical 
answer  to  the  Doctor’s  fight  against  Fed- 
eral intervention.  The  Doctor’s  fight  to 
keep  their  profession  from  being  remov- 
ed from  the  field  of  skilled  science  and 
delivered  into  the  clumsy  and  inept  hands 
of  untrained  and  disinterested  politicians. 

Blue  Shield  is  not  another  commercial 
or  mercenary  agency  but  instead  is  a non- 
profit adjunct  sponsored,  controlled,  and 
administered  by  the  State  Medical  Asso- 
ciation, with  the  assistance  of  community 
leaders  whose  interest  in  the  health  of  their 
fellow  citizens  propels  them  into  such  a 
group  activity  as  Blue  Shield. 

Why  is  Blue  Shield  so  dynamic  to  the 
public  in  this  fight  for  free  enterprise  in 
Medicine? 

For  years  hospitals  and  Doctors  have 
been  faced  with  the  problem  of  caring  for 
the  poor.  There  has  been  no  organized 
program  to  approach  the  problem.  Hospi- 
tals and  doctors,  both  humanitarians,  have 
been  heavily  imposed  upon.  In  an  effort 
to  bring  their  services  to  everyone,  they 
have  been  forced  to  adopt  the  age  old  phi- 
losophy “bleed  the  rich  to  serve  the  poor.” 


Unwillingly,  doctors  and  hospitals  have 
lost  their  popular  prestige  as  humanitar- 
ians in  their  efforts  to  keep  their  profes- 
sion on  a business  paying  basis.  With 
rocketing  welfare  taxes,  self-supporting 
citizens  have  begun  to  resent  the  medical 
profession’s  business  philosophy.  The  pro- 
fession has  become  vulnerable  to  public 
criticism.  The  fires  of  public  opinion  have 
been  fanned  by  political  intrigue  and  fer- 
tile media  for  the  ever  present  weed,  gov- 
ernment controlled  medicine,  has  been 
prepared. 

One  of  the  smartest  moves  the  medical 
profession  has  made  is  to  inaugurate  its 
own  plan — Blue  Shield — which  will  bring 
doctors  services  within  the  reach  of  all 
income  groups — most  particularly  the  low 
income  group — on  a community  service 
basis. 

It’s  vitally  important  that  Blue  Shield 
is  promoted  as  a community  service.  To 
the  public  at  large  it  will  then  take  on  its 
true  value,  namely,  a magnanimous  move 
on  the  part  of  the  doctor  to  make  his  serv- 
ices available  to  all;  an  honest  effort  to 
stabilize  his  income  without  jeopardising 
specific  income  groups;  a business  like  ap- 
proach to  the  problem  of  the  potential 
medically  indigent — an  approach  in  other 
words  that  all  America  understands,  a 
community  service— its  what  our  nation 
was  built  on.  Mr.  Oscar  Ewing  hasn’t  a 
chance  with  a wide  spread  working  appeal 
such  as  this. 

There  is  yet  a deeper  significance  in  the 
importance  of  doctors  working  together  to 
make  Blue  Shield  so  successful  that  fed- 
eral intervention  cannot  succeed. 

In  the  history  of  all  totalitarian  states, 
the  people’s  rule — Democracy — has  gasp- 
ed its  final  feeble  breath  with  the  advent 
of  government  controlled  education  and 
medicine. 

I feel  deeply  that  the  fight  to  maintain 
freedom  in  the  medical  profession  is  two 
fold,  with  the  less  prominent,  but  infinite- 
ly more  important  factor  to  every  man, 
woman,  and  child  in  America,  that  of  De- 
mocracy, at  stake.  The  doctors  of  Ameri- 
ca have  it  within  their  power  to  preserve 
this  Democracy,  and  their  initial  step — 
Blue  Shield — is  a sound  one. 

The  efforts  we  devote  to  Blue  Cross- 
Blue  Shield  contribute  to  the  betterment 
of  community  health  and  the  continuation 
of  a voluntary,  democratic  means  of  meet- 
ing the  people’s  health  needs.  In  a demo- 
cratic society,  there  is  no  purpose  more 
worthy  of  serving. 
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THE  HISTORY  OF  SOCIALIZATION 
OF  MEDICINE 

George  F.  Archer,  M,  D.,  Louisville 

This,  also,  will  be  a rather  Ibrief  discus- 
sion of  the  trend  in  social  security  and  the 
National  Health  Act. 

Before  1911,  from  1900  on,  only  a few 
so-called  liberal  speakers  and  writers  ever 
discussed  the  problem  of  socialized  medi- 
cine. In  1911  the  British  passed  the  Na- 
tional Insurance  Act  and  it  became  quite 
the  thing  for  liberal  men  in  this  country 
to  take  it  up  and  get  it  before  the  public. 
Our  own  Judge  Brandeis  was  one  of  the 
first  to  advocate  the  passage  of  a national 
insurance  act  in  this  country.  In  1911  when 
the  British  passed  their  act,  he  addressed 
a conference  of  social  workers  in  New 
York  City  in  which  he  brought  out  that 
one-third  of  the  people  of  this  country  was 
so  undernourished  and  in  need  of  medical 
care  that  he  thought  something  should  be 
done.  This  conference  joined  with  Ameri- 
can Association  for  Labor  Legislation. 
This  group  sponsored  a compulsory  health 
legislation  in  this  country  and  was  made 
up  chiefly  of  labor  advisors  to  the  organi- 
zation, and  their  idea  was  to  present  the 
various  social  care  programs  to  the  various 
states. 

In  1912  the  Progressive  Party,  in  a na- 
tional election,  had  as  one  of  its  platforms 
a compulsory  medical  care  program.  They 
were  defeated. 

As  far  as  any  organized  effort  to  produce 
a medical  plan  in  the  United  States,  obvi- 
ously the  British  plan  of  1911  was  the  be- 
ginning. In  1915  a bill,  called  the  Standard 
Bill,  was  introduced  in  Congress  at  Wash- 
ington to  insure  all  manual  and  non-man- 
ual workers,  who  received  less  than  $1200 
a year,  all  necessary  medical  and  hospital 
care.  Congress  failed  to  act  on  the  Stand- 
ard Bill,  but  the  American  Association  of 
Labor  Legislation  had  this  bill  introduced 
in  fifteen  states.  Four  states  accepted  it. 
They  were  New  York,  Ohio,  California 
and  Massachusetts.  This  law  also  included 
maternity  benefits,  but  gradually  because 
of  a non-administrative  plan,  it  died  out, 
and  in  1921  the  last  payment  was  made 
in  the  State  of  New  York  for  maternity 
benefits  under  this  bill. 

During  the  1920’s  there  was  very  lit- 
tle done  concerning  compulsory  health  in- 
surance. It  was  not  until  1932  that  Presi- 
dent Hoover  appointed  a commission  to 
study  the  set-up  of  medical  care  in  the 
whole  country.  Dr.  Ray  Lyman  Wilbur 
and  his  group  recommended  a voluntary 


set-up  in  regional  areas  all  over  the  coun- 
try. There  was  to  be  no  federal  assistance 
in  the  bill.  Dr  Wilbur’s  group  advocated 
a voluntary  group  practice  both  pre- 
ventive and  therapeutic,  to  be  furnished 
largely  by  organized  groups  of  physicians, 
dentists,  nurses,  pharmacists  and  other 
personnel,  and  that  the  cost  of  medical 
care  be  placed  on  a group  payment  through 
the  use  of  insurance. 

This  report  was  immediately  challenged 
by  the  AMA  which  opposed  all  group  prac- 
tice and  all  pre-payment  of  medical  costs. 
However,  the  AMA  recommended  that 
united  attempts  be  made  to  restore  the 
general  practitioner  to  the  central  place 
in  medical  practice.  Nothing  came  of  this 
report  due  to  the  election  of  President 
Roosevelt  and  the  beginning  of  the  New 
Deal  in  our  legislative  program. 

Following  the  beginning  of  Roosevelt’s 
office  there  were  various  surveys  made 
by  social  workers,  under  the  U.  S.  Public 
Health  Service  and  WPA,  concerning 
medical  care  and  costs  throughout  the 
country.  In  1935  the  Social  Security  Di- 
vision, which  is  now  under  administrator 
Ewing,  was  created.  This  gave  great  im- 
petus to  social  workers  to  continue  various 
investigations  of  medical  care  throughout 
the  country,  and  in  1938  President  Roose- 
velt called  a National  Health  Conference 
in  Washington.  This  conference  advocated 
extension  of  all  hospital  facilities  and  ex- 
pansion of  public  health  services  in  the 
country  to  provide  medical  care  for  the 
one-third  group  of  our  population  with 
the  lowest  income.  The  expense  was  to  be 
met  through  the  national  treasury  and 
medical  insurance  for  the  rest  of  the  popu- 
lation at  a state  level.  Also  included  in  this 
report  was  compensation  for  wage  loss  on 
a federal-state  basis.  This  report  was 
heralded  by  the  social  agencies  as  the 
greatest  event  in  medical  science  in  our 
time,  in  that  it  marked  the  end  of  the  old 
indifference  to  health  measures  by  the 
politicians  in  Washington,  and  a new  un- 
derstanding that  health  should  be  the  first 
and  most  appropriate  object  for  national 
action. 

This  report  was  introduced  in  Congress 
in  1939  by  Senator  Wagner  and  became 
the  first  Wagner  Compulsory  Health  Leg- 
islation. This  bill  would  have  given  to 
states  one-sixth  to  two-thirds  of  the  cost 
of  the  state’s  operation  of  this  bill.  Money 
would  have  come  through  general  taxa- 
tion and  supplemented  through  the  fed- 
eral treasury,  and  was  to  be  under  the 
states’  control.  The  only  control  the  Fed- 
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eral  Government  would  have  over  the  ad- 
ministration of  the  bill  would  be  only  in- 
sofar as  the  Surgeon-General  would  have 
the  power  to  determine  how  much  money 
was  to  go  to  each  state. 

In  1942  Rep.  Thomas  Eliot  introduced 
into  Congress  a complete  Federal  control 
bill  for  medical  insurance  in  this  country. 
This  bill  was  to  be  paid  for  by  6%  deduc- 
tion from  the  wages  of  every  worker  in 
the  country,  to  be  matched  by  an  equal 
6%  of  employers. 

In  June  1943,  following  the  Eliot  bill, 
the  first  Murray-Wagner-Dingell  Bill  was 
introduced  into  Congress.  This  was  also 
an  all-coverage  Ibill  from  the  cradle  to  the 
grave.  Except  for  drugs,  dentistry,  and 
home  nursing,  the  medical  service  was  to 
be  practically  complete.  The  Surgeon- 
General  of  the  Public  Health  Service  was 
to  preside  over  all  in  the  spending  of  a- 
bout  three  billion  dollars  which  was  to  be 
allocated  to  medical  insurance.  The  disa- 
bility allowance  under  this  bill  would  a- 
mount  to  80%  of  a man’s  wages  and,  of 
course,  all  of  his  medical  care.  This  bill 
set  a pattern  for  the  three  following  Mur- 
ray-Wagner-Dingell Bills.  With  them  the 
trend  toward  federalization  of  medicine 
was  complete.  In  connection  with  the  bills 
already  discussed,  one  should  note  the 
swing  away  from  consideration  of  local 
conditions  and  desires  and  recommenda- 
tions of  the  doctors  and  toward  more 
standardization  of  increasingly  liberal 
benefits. 

With  the  support  of  the  AMA,  the  Amer- 
ican Hospital  Association,  and  other 
groups,  Congress  passed  what  is  now 
known  as  the  Hill-Burton  Bill.  This  bill 
provides  for  the  expenditure  of  state 
funds  over  a period  of  years  for  assistance 
in  the  construction  of  hospitals  and  health 
centers  in  areas  which  can  demonstrate 
the  need  of  such.  The  states  are  to  make 
surveys  and  set  up  regulations  for  the 
quality  and  conduct  of  these  institutions 
which  must  meet  Federal  standards.  The 
supervision  of  these  institutions,  however, 
is  to  be  entirely  under  state  control. 

All  of  the  bills  I have  spoken  of  so  far, 
except  the  Hill-Burton  Bill,  have  never 
come  out  of  conference.  In  1945  the  second 
Murray-Wagner-Dingell  Bill  was  referred 
to  the  Committee  on  Education  of  which 
Senator  Murray  was  chairman.  The  Mur- 
ray-Wagner-Dingell Bill  of  1945  was  re- 
ported to  Congress  from  this  committee. 
Its  coverage  was  to  be  of  workers  and 
their  dependents,  except  certain  casual 
laborers,  persons  in  the  employ  of  child 


or  spouse,  or  children  under  21  in  the  em- 
ploy of  parent,  seamen  on  foreign  vessels, 
employees  of  a foreign  government  or  in- 
strumentalities of  a foreign  government, 
government  employees  and  ordained  min- 
isters. Workers  must  have  received  at 
least  $150  in  wages  during  eligibility  pe- 
riod. The  financing  of  this  bill  was  to  be 
four  percent  pay  roll  from  employees  and 
employers  and  any  deficit  to  (be  met  by 
the  Federal  Government.  These  levies  are 
to  cover  the  entire  social  security  cost  and 
are  not  applicable  to  health  insurance  a- 
lone. 

It  is  interesting  to  note  that  in  this  sec- 
ond Murray-Wagner-Dingell  Bill  Senator 
Wagner  decided  to  reduce  the  wage  de- 
mands from  six  to  four  percent  as  the  pay 
roll  deduction  for  workers  covered  under 
this  plan.  The  American  Bar  Association, 
in  a wage  study  of  this  bill,  listed  26  pow- 
ers of  the  Surgeon-General.  Some  were 
routine;  others  carried  great  influence. 
This  report  found  that  the  bill  seeks  to  in- 
vest in  the  Surgeon-General,  who  is  not 
an  elected  servant  of  the  people,  the  pow- 
er arbitrarily  to  make  rules  and  regula- 
tions, having  the  force  and  effect  of  law, 
which  directly  affects  every  home.  A- 
mong  these  were  his  power  to  select  spe- 
cialists and  hospitals,  to  set  up  appeal 
boards,  and  to  negotiate  all  agreements 
affecting  the  society.  Although  the  acts 
of  the  Surgeon-General  were  subject  to 
judicial  revision,  the  bill  failed  to  safe- 
guard the  rights  of  patients,  citizens,  hos- 
pitals or  doctors  with  respect  to  disputes 
arising  or  rights  denied  through  the  ar- 
bitrary action  of  one  man.  In  addition  to 
his  other  powers,  the  Surgeon-General 
was  authorized  to  administer  grants-in-aid 
to  non-profit  institutions  and  agencies  en- 
gaging in  research  or  in  undergraduate 
or  postgraduate  professional  education. 

In  1947  there  was  another  health  con- 
ference held  in  Washington  in  which  men 
from  the  medical  profession,  labor  unions, 
men  in  public  health  work,  and  those  in- 
terested in  the  health  of  the  nation,  were 
called.  Mr.  Ewing  set  up  this  new  health 
conference  whose  report  has  become  the 
present  Murray-Wagner-Dingell  Bill.  May 
19,  1947,  President  Truman  used  it  in  his 
message  on  the  health  of  the  nation.  Sena- 
tor Murray  introduced  it  in  1947  to  Con- 
gress. The  coverage  is  the  same  as  the  pre- 
vious bill  except  that  this  bill  includes 
federal  employees  not  in  the  Armed  Serv- 
ices and  recipients  of  public  assistance. 
Railroad  workers  are  exempted.  Benefits 
are  the  same,  except  the  drug  benefit  is 
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definitely  limited  to  “unusually  expensive 
drugs.”  The  hospital  benefit  includes  only 
general  ward  care  for  general  types  of 
sickness.  Care  for  mental  and  tubercular 
patients  is  limited  to  thirty  days.  The  1947 
0-11  imposes  a limit  to  the  cost  equal  to 
3f/<  of  the  current  wage  plus  one  half  of 
1%  for  1949-52  (1%,  1953-55)  of  the  “esti- 
mated annual  wage”  of  the  three  preced- 
ing fiscal  years.  Instead  of  the  centralized 
federal  system  outlined  in  the  1945  bill, 
the  new  bill  provides  for  a decentralized 
administration.  The  real  administrators 
will  toe  local  officers  or  committees,  ap- 
pointed and  supervised  by  a state  agency. 
The  Federal  National  Health  Insurance 
Board  will  have  the  duty  of:  (1)  approv- 
ing state  plans,  (2)  supervising  them,  (3) 
assuming  the  administration  in  those 
states,  the  plans  of  which  are  not  approv- 
ed or  which  are  mismanaged.  Other  du- 
ties of  the  Board  are  to  apportion  the 
funds  to  the  different  states,  make  reports 
and  suggest  legislation.  Both  bills  omit 
any  cash  disability  benefits  or  provision 
for  raising  funds. 

This  is  the  bill  that  obviously  President 
Truman  will  present  again  at  the  next 
Congress. 

DISCUSSION  OF  PENDING  FEDERAL 
HEALTH  LEGISLATION 

Oscar  O.  Miller,  M.  D.,  Louisville 

I have  enjoyed  Dr.  Archer’s  analysis  of 
these  bills.  Don’t  underrate  it.  It  is  Uto- 
pian in  its  concept  and  Machiavellian  in 
operation.  It  promises  everything.  You  can 
come  into  the  hospital  and  have  any  phy- 
sician you  want.  You  can  have  free  drugs 
and  X-rays,  etc.  When  discharged  from 
the  hospital  you  can  have  a graduate 
nurse  in  your  home  to  give  you  care.  Do 
not  think  they  have  missed  anything  in 
this  bill.  It  is  the  most  beautiful  thing 
you  ever  read,  in  its  composition.  And  how 
is  it  going  to  operate?  First,  you  have  the 
board.  The  board  consists  of  three  mem- 
bers appointed  by  President  Truman  by 
the  consent  of  the  Senate,  one  of  whom 
shall  be  a physician,  the  other  two  are  the 
Surgeon-General  and  the  Administrator 
of  Social  Security.  The  Advisory  Council 
consists  of  16  members,  eight  of  whom 
shall  represent  the  public  who  receive 
the  services,  and  six  others  represent  the 
people  who  administer  the  services.  There 
is  only  one  physician  to  represent  doctors, 
one  dentist,  one  hospital  administrator, 
one  nurse,  and  perhaps  one  other.  And 
who  will  be  the  doctor?  Certainly  one 


from  a group  who  has  favored  socializa- 
tion of  medicine,  such  as  the  Physicians’ 
Forum.  They  will  not  appoint  anyone 
from  the  American  Medical  Association. 

Dr.  Archer  has  told  you  how  you  will 
be  paid  for  your  services.  It  will  be  on  a 
fee  basis,  a per  capita  basis,  or  straight 
salary  or  a combination  of  any  of  these 
methods.  They  also  say  they  will  utilize 
group  insurance,  and  since  the  Kentucky 
Physicians  Mutual,  Inc.,  is  in  operation 
they  may  accept  that  corporation  to  fur- 
nish services. 

The  bill  provides  that  the  board  shall 
determine  who  shall  qualify  for  special- 
ists and  it  specifies  that  the  board  will 
take  into  consideration  the  national  licen- 
sing boards.  This  board,  consisting  of 
five  hand-picked  members,  will  take  it  in- 
to consideration  but  are  not  governed  by 
the  standards  of  specialization  today,  and 
since  there  may  be  too  many  specialists 
to  serve  the  program,  those  men  who  are 
qualified  to  be  specialists,  but  not  certi- 
fied by  specialty  boards,  will  be  told  they 
must  be  general  practitioners  unless  they 
elect  to  go  to  some  remote  section  of  the 
country  where  their  specialty  may  be 
necessary. 

Gentlemen,  this  is  a most  pernicious 
bill.  This  is  purely  the  entering  wedge  to 
socialization.  In  England  they  never 
brought  about  socialization  by  revolu- 
tionary means  but  by  evolutionary  me- 
thods. It  was  the  Fabian  Society,  that  by 
a gradual  process  of  attrition,  wore  down 
opposition  and  over  a period  of  years 
brought  about  socialization  in  Great  Bri- 
tain. This  country  is  almost  socialized  to- 
day when,  at  the  present,  30%  of  income 
goes  to  the  Government.  If  it  reaches  33% 
of  all  income  then  you  have  got  socializa- 
tion as  a fact. 

The  Ibill  specifies  what  hospitals  shall 
render  service  and  that  service  shall  be 
in  a ward,  but  if  the  patient  desires  better 
service  and  accommodations  above  that 
provided,  the  individual  must  pay  for  it. 
The  board  sets  the  standard  and  the  fee 
the  hospital  shall  charge  for  that  service. 

The  bill  specifies  that  it  will  not  restrict 
the  physician  in  his  mode  of  practice.  It  is 
manifest  from  reading  the  bill  that  the 
physician  who  cooperates  whole-heartedly 
and  plays  up  to  the  local  administrator 
will  be  in  a position  to  receive  many  bene- 
fits. The  local  administrator  is  empowered 
to  send  the  physician  for  postgraduate 
courses  and  pay  his  expenses.  He  will  be 
able  to  assign  another  physician  to  care 
for  the  doctor’s  practice  while  he  is  tak- 
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ing  post-graduate  work.  He  is  also  em- 
powered to  arrange  for  the  doctor’s  vaca- 
tion. It  is  quite  evident  the  local  adminis- 
trator will  be  in  a position  to  demand  for 
himself  and  family  the  very  best  services 
possible  both  in  medical  care  and  in  hos- 
pital accommodations. 

Gentlemen,  this  bill  has  a tremendous 
appeal.  If  you  ask  the  public:  “Don’t  you 
want  your  hospital  bill  paid,  your  doctor’s 
and  surgeon’s  bills  paid,  all  specialist 
charges  paid,  a nurse  to  take  care  of  you 
when  you  go  home,  and  a maid  to  do  your 
house  work  while  you  are  convalescing?” 
His  natural  reply  would  be  “Yes.”  And 
when  you  tell  him  it  is  going  to  cost  him 
any  where  up  to  13%  of  his  income  he 
may  stop  and  consider  that  after  all,  these 
services  may  not  be  so  desirable  at  such 
a high  price. 

The  bill  further  states  the  patient  shall 
have  choice  of  physician  and  the  physi- 
cian shall  have  choice  of  patients,  but  if 
you  do  not  cooperate  with  the  local  admin- 
istrator in  every  particular,  he  is  empow- 
ered to  strike  your  name  off  the  list,  and 
you  are  no  longer  privileged  to  be  a 
participant  in  the  Federal  program.  In 
England  there  is  absolutely  no  recourse 
for  the  physician  in  law.  The  local  admin- 
istrator may  not  like  a physician.  If  the 
physician  does  not  cooperate,  he  is  out. 
Since  the  practice  of  private  medicine  has 
bsen  absolutely  destroyed,  that  man  is 
placed  in  a position  where  he  cannot  prac- 
tice his  profession. 

This  bill  covers  everybody  earning  up 
to  $3,600  a year,  and  that  takes  in  about 
97%  of  the  people  in  the  U.S.A. 

Gentlemen,  it  is  not  a question  of  what 
is  good  for  the  profession.  We  represent 
only  about  147,000  as  against  140  million 
people,  but  the  question  is:  what  is  good 
for  the  American  public,  and,  I assure  you, 
this  is  not  good  for  the  public  welfare. 

The  income  of  the  general  practitioner 
today  is  about  $11,000  to  $12,000  a year. 
The  board  would  be  empowered  to  start 
out  paying  everybody  $13,000  a year.  If 
they  did  so  they  would  suddenly  realize 
there  are  not  enough  funds  to  pay  the 
costs.  The  proponents  of  this  socialized 
medicine  say  they  may  not  at  first  be  able 
to  give  all  services  promised;  it  will  be 
contingent  upon  the  availability  of  a suf- 
ficient number  of  physicians  and  hospitals 
and  other  auxiliary  services.  It  is  quite 
evident  that  as  soon  as  the  plan  runs  into 
financial  difficulties  two  courses  would 
be  open  to  the  administration:  one,  to  in- 


crease the  taxes;  the  other,  to  scrutinize 
the  physicians’  income,  and  then  the  temp- 
tation arises  to  reduce  the  fee  for  services 
rendered.  Once  the  private  practice  of 
medicine  is  destroyed,  this  procedure 
would  be  easy  of  accomplishment.  The 
administration  could  say  “We  acted  in 
good  faith  in  establishing  the  fee  for  ser- 
vice but  circumstances  are  such  that  it  is 
mandatory  that  we  reduce  the  charge  in 
order  to  balance  the  budget.” 

Provision  is  made  in  the  bill  for  the  ap- 
pointment of  local  committees  similar  to 
the  national  committee.  There  will  be  lo- 
cal administrators  who  will  receive  their 
orders  direct  from  Washington.  This  is 
for  the  purpose  of  decentralizing  the  ad- 
ministrative features  of  the  program,  but 
in  actual  operation,  all  authority  will 
stem  from  the  Federal  Security  Adminis- 
trator and  his  hand-picked  board  in  Wash- 
ington. 

Those  who  proclaim  the  State’s  Rights 
are  few  and  far  between  and  like  the  voice 
of  one  crying  in  the  wilderness.  If  a state 
decides  to  exert  its  sovereignty  and  reject 
the  socialization  plan,  the  Federal  Security 
Administrator  is  empowered  to  call  upon 
the  Governor  to  furnish  a program  of  par- 
ticipation, and  failing  this,  the  Federal 
Government  under  the  provisions  of  this 
bill,  is  empowered  to  move  into  the  state 
and  set  up  its  own  program  of  socialized 
medicine. 

Gentlemen,  the  Brookings  Institute  is  a 
group  competent  to  make  an  adequate  as- 
sessment and  they,  on  the  invitation  of 
one  of  the  Senate  committees,  appraised 
the  adequacy  of  the  present  methods  of 
medical  care  in  the  United  States  and  stat- 
ed that  the  average  individual  was  able 
to  provide  for  his  own  medical  care  if  he 
gave  it  a high  priority.  It  is  a known  fact 
that  the  average  American  citizen  pays 
more  for  cosmetics  than  for  medical  care. 
With  the  development  of  hospitals  in  the 
state,  more  and  more  competent  men  are 
going  out  in  the  state  to  provide  adequate, 
and  excellent  medical  care. 

One  of  the  things  that  distresses  many 
of  those  who  are  fighting  for  the  preser- 
vation of  the  private  practice  of  medicine, 
is  the  apathy  in  the  profession  itself.  It  is 
not  a question  of  income  at  all;  it  is  a ques- 
tion of  freedom,  and  I want  to  tell  you  I 
would  sacrifice  income  any  time  for  the 
privilege  of  practicing  medicine  the  way 
I want  to  serve  the  American  public,  and 
according  to  the  traditions  and  ethics  of 
the  profession.  We  are  the  poorest  public 
relations  men  in  the  world,  and  we  have 
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the  greatest  public  relations  cause  any 
profession  ever  enjoyed.  If  we  can  stimu- 
late the  profession  to  do  something  about 
this,  we  can  defeat  any  kind  of  compul- 
sory health  insurance  that  comes  up  in 
Washington. 

SUGGESTIONS  FROM  INFLUENTIAL 
PERSONS 

Louis  M.  Foltz,  M.  D„  Louisville 

In  taking  up  the  problem  of  socialized 
medicine,  it  seems  important  to  consider 
the  point  of  view  of  those  who  seem  to  be 
in  favor  of  socialized  medicine  and  see 
what  questions  they  have  and  how  we  can 
best  help  them  to  understand  our  point  of 
view.  In  view  of  this,  I have  contacted 
people  who  are  in  a position  to  influence 
public  opinion  and  who  have  looked  into 
the  matter  to  some  extent  at  least. 

The  following  is  a summary  of  their 
opinions: 

1.  There  is  not  enough  medical  care  for 
a rather  large  portion  of  our  population. 
This  is  due  to  the  fact  that  some  areas  do 
not  attract  doctors  because  of  economic 
conditions  and/or  lack  of  facilities. 

2.  These  areas  will  never  be  adequately 
serviced  without  federal  subsidies. 

3.  Clinics  and  hospitals  should  be  built 
with  federal  funds. 

4.  Doctors  willing  to  practice  and  live  in 
these  areas  should  be  subsidized  to  the 
point  where  such  practice  would  be  as  at- 
tractive to  a good  number  as  is  city  prac- 
tice. This  should  be  paid  out  of  taxes. 

5.  Doctors  are  too  self-righteous,  pro- 
tecting their  own  interests  instead  of  try- 
ing to  solve  the  problems.  In  other  words, 
they  feel  that  if  we  have  done  constructive 
thinking  and  planning,  we  have  not  de- 
monstrated it  enough  to  them. 

6.  One  person  felt  that  the  doctors  felt 
that  they  should  be  treated  in  a special 
way. 

7.  They  feel  that  the  voluntary  insur- 
ance plans  are  not  inclusive  enough  and 
that  illnesses  extending  over  longer  pe- 
riods than  thirty  to  ninety  days  are  situa- 
tions that  the  average  person  cannot 
handle  financially. 

8.  They  are  not  of  the  opinion  that  a 
health  insurance  plan  sponsored  Iby  the 
government  would  lead  to  Socialization 
of  the  American  way  of  life. 

9.  They  are  of  the  opinion  that  the  best 
qualified  minds  of  the  doctors  should 


make  an  effort  to  pool  their  knowledge 
and  work  out  a feasible  plan  that  would 
improve  the  medical  care  of  these  people 
in  the  rural  areas. 

10.  No  one  seemed  to  be  in  favor  of  to- 
tally socialized  panel  medicine;  some 
thought  that  medical  services  in  the  cities 
can  and  should  be  distributed  through 
bigger  and  better  voluntary  insurance 
plans,  which  can  operate  without  govern- 
ment support  or  interference. 

It  seems  to  me  in  listening  to  these  va- 
rious ideas,  that  we  could  do  a great  ser- 
vice if  we  worked  out  a way  in  which  to 
discuss  our  views  with  the  editors  of  our 
papers  and  other  organs  of  influence 
throughout  this  particular  area. 

THE  PHILOSOPHY  OF  NATIONAL  COM- 
PULSORY HEALTH  INSURANCE 
Max  L.  Garon,  M.  D.,  Louisville 

The  issue  of  National  Compulsory  Health 
Insurance  carries  with  it  greater  implica- 
tions than  one  would  gleam  from  the 
title.  Our  nation  has  always  rested  upon 
the  tradition  of  freedom  and  private  en- 
terprise derived  from  the  principles  of 
personal  liberty  and  individual  initiative. 
As  deficient  as  one  might  demonstrate 
our  health  program  to  be,  it  is  still  the 
healthiest  nation  in  the  world.  There  is  no 
denial  that  a health  program  is  important. 
We  do  deny,  and  fiercely,  that  a compul- 
sory plan  would  solve  our  problems;  we 
do  assert  that  our  medical  program  would 
be  hindered  and  even  stymied  by  such  a 
plan;  and  we  do  offer  in  its  place  a volun- 
tary method. 

Let  us  evaluate  the  over-all  philosophy 
of  such  a proposal. 

What  does  all  this  mean,  in  terms  of  our 
Nation’s  future:  What  is  the  real  and 

ultimate  significance  of  proposals  for 
National  Compulsory  Health  Insurance- 
proposals  involving  bureaucratic  control, 
inferior  medical  care,  staggering  costs 
and  taxes,  invasion  of  personal  privacy, 
destruction  of  doctor-patient  relationships, 
Government  meddling  in  private  medical 
institutions,  unfair  taxation  of  millions  of 
American  citizens,  and  financial  disrup- 
tion of  existing  insurance  programs? 

First,  it  means  the  crippling  of  our 
American  system  of  medical  care,  the  stif- 
ling of  scientific  incentive,  and  second 
rate  health  care  for  the  people. 

It  means  the  dictatorial  regimentation, 
of  both  patients  and  doctors,  of  hospitals, 
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clinics,  medical  schools,  and  research 
laboratories. 

It  means  the  development  of  a wholly 
un-American  health  system,  topped  by  a 
medical  commissar  in  Washington,  and 
regulated  by  a horde  of  petty  bureaucrats 
throughout  the  land. 

However  evil  and  offensive  this  may  be, 
it  marks  only  the  beginning.  When  Gov- 
ernment socializers  take  incentive  and 
freedom  from  one  group  of  citizens,  they 
invariably  move  against  others.  If  doc- 
tors and  dentists  lose  their  fundamental 
American  right,  who  will  be  next — law- 
yers, architects,  Journalists?  The  answer 
is  simple.  It  may  be  anyone  and  will 
probably  be  everyone! 

Socialized  medicine  has  been  called  the 
keystone  to  the  arch  of  the  Socialist 
State. 

In  other  words,  National  Compulsory 
Health  Insurance  provides  the  crack  in 
the  dike,  the  (breach  in  the  wall.  It  leads 
to  the  ultimate  socialization  of  a Nation — 
through  a totally  un-American  system  of 
Government  directive,  domination  and 
control. 

The  growth  of  American  Voluntary 
Health  Insurance  systems,  has  been  one 
of  the  most  spectacular  economic  develop- 
ments in  our  time.  Life  insurance  grew  to 
great  strength,  and  vital  importance,  to 
millions  of  our  citizens,  only  after  a cen- 
tury of  struggle. 

Voluntary  Health  Insurance  programs 
have  mushroomed  to  a tremendous,  Na- 
tion-wide membership  in  a very  short  span 
of  years,  covering  only  a decade  or  two. 

The  insurance  industry  has  worked 
earnestly,  to  perfect  plans  that  will  offer 
health  protection  to  the  people  at  low  cost. 
The  medical  profession  has  matched  their 
zeal,  in  establishing  and  sponsoring,  non- 
profit medical  care  plans — often  at  great 
cost,  to  the  sponsoring  medical  societies. 
Both  professions  are  making  diligent  and 
constant  improvements  in  their  plans,  and 
the  competition — to  provide  the  best  pro- 
duct at  the  best  price — is  healthy  and 
truly  American. 

You  have  been  presented  with  a great 
mass  of  figures  that  concern  themselves 
with  hospitalization  insurance,  medically 
sponsored  voluntary  health  insurance, 
plus  a number  of  other  plans  sponsored 
by  private  companies. 

Thus  we  have  a great  need  being  met 
by  a splendid  new  development  in  medi- 
cal economics.  The  people  themselves  are 
finding  the  solution  to  this  problem.  And 


they  are  saying  in  emphatic  language: 
Keep  politics  out  of  medicine!  There  is  no 
people’s  mandate  for  socialized  medicine. 
Rather  the  people,  53  million  strong,  have 
endorsed  Voluntary  Health  Insurance! 

If  you  insure  your  car  against  theft,  or 
your  home  against  fire,  your  premium 
payment  is  in  proportion  to  the  amount 
of  protection  you  receive.  The  same  is 
true  of  your  Voluntary  Health  Insurance 
plan.  It  is  so  devised  as  to  give  you  the 
exact  amount  of  protection  you  feel  you 
require  and  can  pay  for,  according  to  your 
income  and  personal  needs. 

If  there  were  half  the  public  demand 
for  a Government-controlled  plan  of 
Compulsory  Health  Insurance  that  there 
is  for  voluntary,  then  the  Federal  Security 
Administrator  would  have  won  his  case 
long  ago,  and  would  never  have  found  it 
necessary  to  attempt  to  dupe  the  Ameri- 
can people  with  the  mis-representations 
contained  in  his  “Report  on  the  Nation’s 
Health.” 

The  voluntary  way  is  the  American 
way — and  the  American  people  instinc- 
tively know  that.  The  voluntary  plans 
give  us  freedom  to  choose  our  own  doctors, 
our  own  hospitals,  our  own  type  and  kind 
of  system,  depending  upon  our  income 
and  our  needs.  Personal  patient-doctor  re- 
lationships continue  unrestricted.  Our 
health  records  are  private  records,  not 
public  records. 

Under  voluntary  systems,  if  we  don’t 
happen  to  like  the  kind  of  service  we’re 
getting,  we  can  change  our  program, 
change  doctors,  or  quit  the  program  en- 
tirely, without  permission  from  a Govern- 
ment Bureau.  This  is  indeed  the  American 
Way,  and  once  the  word  has  reached  fhe 
American  people  that  they  have  a choice 
between  health  protection  and  health 
regimentation,  their  voices  will  be  heard 
as  far  as  the  inner  recesses  of  the  Office 
of  the  Federal  Security  Administrator. 

Mr.  Oscar  Ewing’s  program  of  compul- 
sion doesn’t  compel  him  to  produce  on 
any  of  his  rosy  promises,  but  only  com- 
pels you  to  pay  for  his  hierarchy’s  activi- 
ties. 

This  is  more  than  a medical  issue.  This 
is  an  issue  affecting  not  only  the  health 
of  our  people,  but  also  the  economic  and 
political  freedom  of  our  country.  If  Com- 
pulsory Health  Insurance  is  enacted  into 
law,  a dangerous  victory  will  have  been 
won  by  the  advocates  of  the  all-powerful 
State. 

This  is  an  hour  for  positive  action  on 
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the  part  of  every  one  of  us. 

American  medicine  must  foe  kept  free 
of  political  control.  American  health  must 
stay  in  the  hands  of  a Free  American  Peo- 
ple. 

Our  health  is  our  own  business. 

THE  SHORTAGE  OF  PHYSICIANS 

Bruce  Underwood,  M.  D.,  Louisville 

A debator  for  Senate  Bill  1453  said  that 
the  chief  cause  of  the  shortage  of  physi- 
cians was  due  to  the  six  years  of  World 
War  II  when  very  few  medical  men  were 
trained.  This,  of  course,  is  not  true,  for 
actually  many  more  physicians  than  usual 
were  graduated  due  to  an  augmented  pro- 
gram. From  1937  to  1942  the  total  number 
of  physicians  practicing  in  the  United 
States  increased  6,920,  while  there  was  an 
increase  of  16,442  in  the  succeeding  5 year 
period  from  1942  to  1947.  For  ten  years 
preceding  the  war,  we  graduated  an  aver- 
age of  6,016  physicians  per  year.  The  num- 
ber graduated  per  year  now  is  close  to 
7,000  and  is  expected  to  continue  to  in- 
crease. 

The  public  has  been  told  and  tends  to 
believe  that  physicians  are  holding  down 
the  number  of  graduates.  They  need  to  be 
told  the  facts  that  medical  schools  are  ex- 
pensive and  that  lack  of  money  has  been 
a major  factor;  however,  they  should  be 
warned  that  money  alone  will  not  solve 
the  problem.  A good  medical  school  re- 
quires a staff  of  well  trained  professional 
people,  access  to  adequate  clinical  mate- 
rial, and  research  program.  It  is  a highly 
technical  institution  that  is  expensive  but 
which  also  requires  time  for  its  establish- 
ment or  enlargement  because  of  all  that  is 
involved. 

Kentucky  has  an  actual  shortage  of 
physicians  in  her  rural  areas.  There  are 
sixteen  counties  which  have  three  or  less 
physicians  while  some  of  these  have  only 
one.  They  are  the  poorer,  rural  and  more 
isolated  counties  of  the  state.  Attention 
should  be  called  to  the  Rural  Kentucky 
Medical  Scholarship  Fund,  sponsored  by 
the  Kentucky  State  Medical  Association, 
which  now  has  two  physicians  in  rural 
areas  and  has  more  than  34  on  the  way. 

The  statisticians  and  government  plan- 
ners predict  a greater  shortage  of  physi- 
cians; but  I submit  to  you  that  during  the 
years  1940-48  the  physician  population  in- 
creased 14  percent,  while  the  general 
population  increased  only  12  percent.  In 
addition  to  that,  with  the  increased  meth- 
ods of  travel  the  day  has  gone  when 


every  crossroad  needs  a physician.  New 
drugs  and  techniques  plus  nurses,  tech- 
nicians, interns,  residents  and  others  have 
served  to  extend  further  the  services  of 
the  physician. 

There  is  a relative  shortage  of  physi- 
cians in  the  United  States  with  an  actual 
shortage  in  some  rural  areas.  There  are 
large  numbers  of  physicians  serving  in 
the  Armed  Forces  all  over  the  world,  and 
in  the  Veterans  Administration  in  this 
country.  Yet  we  all  know  that  some  cities 
now  have  an  excessive  number  of  physi- 
cians. We  have  in  this  country  more  phy- 
sicians in  proportion  to  population  than 
any  other  country  of  the  world.  We  have 
only  6%  of'  the  world’s  population,  and  yet 
we  have  more  hospital  foeds  than  all  the 
rest  of  the  countries  of  the  world  combin- 
ed. Already  other  states  are  filling  up  with 
all  the  physicians  they  can  support.  Phy- 
sicians are  moving  into  Kentucky  where 
the  larger  centers  have  an  abundance  of 
physicians  at  the  present  time.  It  will  not 
be  many  years  until  all  areas  are  well 
covered.  In  fact  the  serious  acute  shortage 
in  these  areas  has  been  greatly  relieved 
even  during  the  past  year.  We  do  have  an 
actual  shortage  of  physicians  in  rural  and 
isolated  areas,  but  it  is  due  to  distribution. 
We  do  not  have  an  actual  shortage  of  phy- 
sicians in  the  United  States  as  a whole 
but  it  is  a relative  shortage.  Compulsory 
Health  Insurance  would  further  increase 
the  relative  shortage  by  adding  the  burden 
of  care  for  every  ache  and  pain,  plus  the 
interference  of  forms  to  fill  out  and  gov- 
ernment bureaus  to  be  satisfied.  The  inev- 
itable result  would  be  more  medical  at- 
tention but  less  actual  medical  care. 

PROBABLE  COST  OF  COMPULSORY 
HEALTH  INSURANCE 
Henry  B.  Asman,  M.  D„  Louisville 

I have  been  asked  to  say  a few  words 
tonight  concerning  the  possible  or  prob- 
able cost  of  a system  of  compulsory  health 
insurance  as  proposed  foy  Mr.  Ewing  and 
the  Truman  administration. 

The  cost  of  compulsory  health  insurance 
has  never  been  correctly  anticipated  or 
budgeted  in  any  country  in  which  the 
scheme  has  been  tried.  There  is  ample  evi- 
dence, too,  that  the  cost  of  such  plans 
spirals  upward  at  an  alarmingly  rapid 
rate  as  the  years  go  by.  In  England  we 
have  just  seen  that  despite  the  fact  that 
the  cost  of  the  program  for  the  first  year 
was  just  about  twice  the  amount  budget- 
ed for  that  purpose,  the  Government  has 
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been  forced  to  reduce  the  benefits  by 
making  a small  charge  for  prescriptions. 
Past  experience  would  suggest  that  this 
may  well  be  the  first  of  many  cut-backs 
in  the  services  provided.  In  Germany  the 
cost,  in  terms  of  individual  taxes,  was  in- 
creased on  100  different  occasions  in  50 
years. 

There  is  no  agreement,  in  or  out  of  our 
Government,  on  the  probable  costs  of  the 
Ewing  plan.  The  Federal  Security  Admin- 
istrator himself  has  estimated  that  it 
would  cost  4 billion  dollars  per  year  at 
the  start,  and  would  eventually  cost  10  to 
12  billion  per  year.  He  has  suggested  that 
a 1%%  payroll  tax,  with  an  equal  amount 
contributed  by  the  employer,  would  fi- 
nance the  plan  at  the  start.  Using  his  own 
figures,  then,  we  could  expect  the  even- 
tual payroll  deduction  to  reach  4Vfe % just 
for  medical  care. 

Actuaries  outside  the  Government  have 
estimated  that  it  would  require  a 3%  pay- 
roll tax,  plus  3%  from  the  employer,  just 
to  set  up  the  machinery  for  compulsory 
health  insurance.  This  means  that  an  in- 
dividual earning  $50  per  week  would  pay 
$156  per  year  for  a plan  which  promises 
everything  but  guarantees  nothing.  The 
tax  is  compulsory,  but  the  services  and 
benefits  will  be  provided  “whenever  pos- 
sible,” “when  and  if  facilities  are  avail- 
able,” or  at  the  discretion  of  the  Adminis- 
trator. 

Much  more  adequate  insurance  can  be 
obtained  under  the  various  voluntary 
health  insurance  plans  for  about  $60  per 
year,  which  is  the  approximate  cost  of  a 
package  of  cigarettes  per  day. 

The  Hoover  Reports  published  some 
months  ago  rather  forcefully  brought  to 
our  attention  the  gross  inefficiency  and 
waste  in  the  running  of  our  government. 
During  1947,  the  forty-odd  agencies  of  the 
Government  which  carried  on  some  func- 
tions pertaining  to  the  health  of  the  coun- 
try provided  some  health  services  to  ap- 
proximately one-sixth  of  the  population. 
The  cost  was  1.96  billion  dollars.  During 
the  same  year,  the  cost  of  private  medical 
care  for  the  other  five-sixths  of  the  popu- 
lation was  1.70  billion.  The  entire  cost  of 
medical  care  in  the  United  States  aver- 
ages less  than  $50  per  family  per  year. 
The  total  cost  is  less  than  we  spend  on 
liquor,  less  than  the  outlay  for  tobacco, 
or  for  cosmetics,  and  less  than  we  spend 
for  entertainment  and  amusement. 

If  we  use  Veterans  Administration 
figures  as  a yardstick  for  estimating  the 
cost  of  government-controlled  medicine, 


we  would  start  with  about  18  billion  dol- 
lars the  first  year,  with  rapidly  mounting 
costs  until  about  10%  of  every  American 
paycheck  would  be  withheld  just  for 
health  insurance.  A former  actuary  for 
the  Federal  Security  Board  has  estimated 
that  from  18  to  36%  of  our  National  in- 
come would  go  to  Truman’s  proposed  se- 
curity program  if  socialized  medicine 
were  to  be  included. 

ABSTRACT  OF  DISCUSSION 

Dr.  Louis  M.  Foltz:  “As  I listened  to 

these  men  I was  impressed  that  none  of 
them  was  sold  on  socialized  medicine.  They 
were  willing  to  listen  and  get  other  peo- 
ple’s ideas.  They  seemed  to  indicate  they 
were  definitely  willing  to  work  out  some- 
thing with  doctors’  ideas.  They  seemed  to 
indicate  we  will  need  to  try  to  help  them 
understand  our  way  of  thinking.  They  do 
not  understand  it  at  +he  present  time  and 
I think  that  we  have  *iot  helped  them  un- 
derstand our  way  of  thinking  by  being  too 
cautious  in  our  attitudes  and  not  publiciz- 
ing our  ideas  enough.” 

Dr.  David  M.  Cox:  I wish  to  give  you 
the  following  quotations  from  “Medical 
Economics.” 

“Proponents  of  compulsory  health  in- 
surance vigorously  aver  that  the  taxpayer 
will  be  spared  the  squandering  of  funds 
linked  to  every  other  Government  enter- 
prise. Yet  in  New  Orleans,  within  a radius 
of  six  miles,  the  Hoover  Commission  dis- 
covered five  federal  hospitals  separately 
run  by  the  Public  Health  Service,  the  V. 
A.,  the  Army,  the  Navy  and  the  Naval  air 
arm. 

“In  greater  New  York  it  found  eleven 
major  Federal  hospitals  with  a combined 
capacity  of  8,257  beds,  a patient  census  of 
5,330— and  7,000  Federal  employees.  There 
were  630  full-time  physicians,  or  one  for 
every  nine  patients. 

“If  the  government  wants  better  distri- 
bution of  medical  care,  why  doesn’t  it 
start  housecleaning  at  home?” 

Dr.  Louis  M.  Foltz:  “In  relation  to  pub- 
lic opinion  and  editorials,  the  Point  of 
View  letters  to  the  Editor  are  read  about 
five  to  one  over  the  editorials  themselves. 
I am  informed  that  the  best  way  to  reach 
the  public  is  through  letters  to  the  editor. 
They  will  publish  any  letter  sent  in  to  the 
editor  and  give  it  first  position  if  it  is 
something  worth  while  in  terms  of  public- 
ity. If  you  send  a letter  not  more  than 
once  every  two  weeks,  individually,  your 
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letter  will  be  in  that  column  and  will  be 
read  by  far  more  people  than  read  edito- 
rials.” 

Dr.  Charles  Bryant:  “I  think  we  have 
all  forgotten  one  of  the  most  important 
groups  in  the  country  in  molding  public 
opinion.  That  is  PTA.  Practically  every 
doctor  has  contact  with  PTA.  The  doctor 
in  the  neighborhood  can  very  definitely 
get  on  these  programs  of  PTA.  They  are 
always  looking  for  speakers  and  you  can 
do  a lot  to  mold  opinion  right  there.  Ro- 
tary, Kiwanis,  and  Lions  Clubs  are  al- 
ready with  us.  You  want  people  out  in 
neighborhoods  where  votes  counts.  If  you 
can  swing  PTA  you  have  it  whipped.” 

Dr.  J.  R.  Hendon:  “There  has  been  a 
good  deal  said  tonight  about  the  formali- 
ties of  handling  public  relations.  Without 
decrying  the  formalities  of  public  rela- 
tions, it  seems  to  me  that  each  one  of  us 
has  a large  sector  of  the  public  with 
whom  he  comes  in  contact  every  day,  and 
that  we  should  be  able  to  influence  the 
thinking  of  that  sector  of  the  public,  and 
not  only  that,  but  to  influence  the  indivi- 
dual to  put  his  thinking  into  action  and  to 
serve  his  Congressman  with  notification 
of  his  feelings  about  socialization,  and  I 
think  it  is  up  to  us  to  do  it.  We  know  the 
problem  'better  than  anyone  else  can 
know  it,  and  we  can  state  it  better  and 
with  very  little  trouble  on  our  part  I be- 
lieve we  could  do  individually  a great  deal 


more  than  a lot  of  elaborate  programs 
could  do;  certainly  as  much.” 

There  were  many  other  interesting 
questions  and  comments  concerning  the 
papers  which  was  evidence  of  the  sincere 
interest  of  those  present.  Dr.  Cox  called 
the  attention  of  the  group  to  the  pam- 
phlets and  other  material  published  by  the 
American  Medical  Association  and  stated 
it  was  available  at  the  Kentucky  State 
Medical  Association  office  at  620  South 
Third  Street,  Louisville  2,  Kentucky.  He 
also  stated  other  pamphlets  could  be  se- 
cured by  writing  the  Southern  States  In- 
dustrial Council,  Nashville,  Tennessee. 

Everyone  present  was  invited  to  turn 
in  any  comments  or  suggestions  that 
might  be  helpful  in  the  educational  cam- 
paign and  stated  there  would  be  another 
meeting  in  about  two  months.  The  meet- 
ing adjourned  at  10:00  P.  M. 

Respectfully  submitted, 

Education  Subcommittee  of  the 
Committee  on  Public  Relations, 
Jefferson  County  Medical  So- 
ciety 

David  M.  Cox,  Chairman 
George  F.  Archer 
Arthur  T.  Hurst 
Max  L.  Garon 
Louis  M.  Foltz 
Harper  E.  Richey 


February,  1950] 


KENTUCKY  MEDICAL  JOURNAL 


93 


County  Society  Reports 


BATH 

The  regular  monthly  meeting  of  the  Bath 
County  Medical  Society  was  held  in  D'r. 
D.  C.  Dotson’s  office  at  Owingsville.  Those 
present  were  Drs.  D.  C.  Dotson,  H.  S.  Gilmore. 
Robin  A.  Byron,  and  B.  Ralph  Wilson.  The 
following  officers  were  elected  for  a term  of 
one  year  beginning  Jan.  1,  1950:  D.  C.  Dotson, 
M.  D.,  President;  H.  S.  Gilmore,  M.  D.,  Vice 
President;  B.  R.  Wilson,  M.  D.,  Secretary  & 
Treasurer;  H.  S.  Gilmore,  Board  of  Censors. 

Officers  remaining  in  office  from  election  on 
January  3,  1949,  whose  terms  have  not  expired: 
D.  C.  Dotson,  M.  D.,  Board  of  Censors,  1 year 
to  serve;  Robin  A.  Byron,  Board  of  Censors,  2 
years  to  serve;  B.  Ralph  Wilson,  M.  D.,  Dele- 
gate to  the  KSMA,  1 year  to  serve;  Robin  A. 
Byron,  M.  D.,  Alternate  Delegate,  1 year  to 
serve. 

The  society  discussed  the  grouping  of  coun- 
ties in  the  public  health  plan  and  desirous  of 
further  information,  the  secretary  was  in- 
structed to  make  inquiry  of  the  Montgomery 
County  Society  if  they  had  any  instructions  on 
this  grouping. 

There  being  no  further  business  the  meeting 
adjourned. 

B.  Ralph  Wilson,  Secretary 


BELL 

The  Bell  County  Medical  Society  held  its 
regular  monthly  meeting  December  9,  at  the 
Middlesboro  Hospital.  The  program  consisted 
of  three  speakers  from  the  University  of  Lou- 
isville School  of  Medicine.  Dr.  Charles  H.  Ma- 
guire, associate  professor  of  surgery  at  the 
University  of  Louisville  School  of  Medicine, 
spoke  on  surgery  of  the  gastro-intestinal  tract 
in  newborn  infants.  He  emphasized  early  di- 
agnosis and  treatment.  Dr.  Henry  Work  spoke 
on  feeding  problems  and  children.  Dr.  Joseph 
Little  who  is  pediatrics  consultant  at  the  State 
Department  of  Health  and  Associate  Professor 
of  Pediatrics  at  the  University  of  Louisville 
School  of  Medicine  spoke  on  early  immuniza- 
tions in  children.  Dr.  Little  stressed  early  im- 
munizations, beginning  routinely  at  three 
months  of  age  and  in  faces  of  epidemics  the 
immunizations  may  be  begun  as  early  as  six 
weeks  without  any  serious  reaction  whatever 
to  the  child. 

The  same  group  of  men  had  spoken  before 
the  Whitley  County  Medical  Society  in  Corbin, 
on  the  8th  of  December.  This  program  is  part 
of  an  organized  plan  brought  forth  by  the 
State  Board  of  Health  in  sending  a group  of 


doctors  throughout  the  State  to  discuss  newer 
methods  of  treatment  with  local  doctors.  The 
plan  has  been  very  well  received  and  has  been 
greatly  appreciated  by  the  Bell  County  Medi- 
cal Society. 

E.  W.  Schaeffer,  Secretary 


SCOTT 

The  regular  monthly  meeting  of  the  Scott 
County  Medical  Society  was  held  at  the 
John  Graves  Ford  Memorial  Hospital  January 
5th.  After  a delicious  turkey  dinner  served  by 
the  hospital  management  the  meeting  was 
called  to  order  by  the  President,  Dr.  H.  G. 
Wells,  with  the  following  members  present: 
Drs.  H.  G.  Wells,  L.  F.  Heath,  P.  H.  Crutchfield, 
W.  S.  Allphin,  A.  F.  Smith,  D.  E.  Clark,  F.  W. 
Wilt,  E.  C.  Barlow  and  H.  V.  Johnson. 

The  minutes  of  the  previous  meeting  were 
read  and  approved.  The  Secretary  read  a let- 
ter from  the  State  Medical  Association  in  re- 
gard to  legislation  to  come  up  before  the  gen- 
eral assembly  and  it  was  the  unanimous  opin- 
ion of  all  the  members  present  that  the  law 
be  passed  in  regard  to  the  sale  of  barbiturates 
except  on  a physician’s  prescription  and  also 
the  law  in  regard  to  small  hospitals  conform- 
ing to  the  standards  and  regulations  adopted 
by  the  State  Board  of  Health,  and  the  passage 
of  a law  allowing  the  practical  Nurses  to  be 
registered  and  be  recognized  as  such. 

The  Secretary  was  instructed  to  write  our 
Senator  and  Representative  to  vote  for  these 
measures. 

Mrs.  Morris,  the  hospital  Superintendent,  was 
called  in  and  she  asked  us  to  adopt  some  uni- 
form care  for  the  new  born  infants  in  regard 
to  the  use  of  soap  and  water  baths  or  the  use 
of  oil.  She  also  asked  that  two  members  of 
the  County  Society  be  appointed  to  the  hos- 
pital board.  The  President  appointed  Dr.  F.  W. 
Wilt  and  D'r.  D.  E.  Clark.  There  being  no 
further  business  the  meeting  adjourned  to 
meet  the  first  Thursday  in  February. 

H.  V.  Johnson,  Secretary 


Malaria  strikes  an  estimated  300,000,000  each 
year;  of  these  2 to  3,000,000  die;  others  are 
weakened  so  much  that  their  productivity  as 
workers  is  greatly  reduced.  In  August.  1949, 
seven  WHO  demonstration  teams  were  fight- 
ing Malaria  in  Afghanistan,  India,  Pakistan  and 
Thailand,  six  of  them  in  co-operation  with  the 
UN  Children’s  Fund,  which  provides  DDT- 
spraying  supplies  in  areas  where  malaria  is  a 
special  foe  of  children. 
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flu  JUemoriam 


DR.  JAMES  R.  STITES 


June  1,  1898  — November  5,  1949 

The  Necrology  Committee  of  the  Jefferson 
County  Medical  Society  regrets  to  announce 
the  death  of  another  of  our  members,  Dr. 
James  R.  Stites. 

Dr.  James  Rodman  Stites  was  born  in  Hop- 
kinsville, where  his  father,  a prominent  and 
well  beloved  physician,  served  the  community 
for  many  decades.  One  of  nine  children,  he 
and  two  of  his  brothers  were  destined  to  fol- 
low their  father  into  the  medical  profession. 

When  he  entered  the  University  of  Louis- 
ville Medical  School  he  was  a veteran  of 
World  War  I,  having  served  in  the  Aviation 
Corps.  He  graduated  in  1925  and  practiced 
urology  in  Louisville  with  the  late  Dr.  Owsley 
Grant  and  afterwards  with  Dr.  Joseph  Bowen. 
He  was  a member  of  Phi  Chi  Medical  frater- 
nity, the  American  Urological  Society,  Ameri- 
can and  Southern  Medical  Associations.  In 
World  War  II,  he  served  as  a Navy  Command- 
er and  was  the  senior  medical  officer  at  the 
Naval  Air  Technical  Training  Center  in  Mem- 
phis, Tenn.,  where  he  suffered  a coronary 
thrombosis  in  1944.  He  recovered  and  remained 
in  the  service  until  1946  when  he  returned  to 
Louisville  to  resume  his  practice  in  urology. 

Dr.  Stites  endeared  himself  to  his  patients 
and  to  the  hospitals’  personnel  as  well  as  to 
his  fellow  doctors.  The  warmth  and  gracious- 
ness of  his  personality  were  spiced  with  a 
friendly  good  humor  that  made  him  a desirable 
companion.  He  had  few  interests  outside  of 


his  profession  but  was  devoted  to  his  family 
and  to  his  church.  Only  those  privileged  to 
know  him  best  knew  the  intensity  of  his  loyal- 
ty for  others  and  the  deep  feelings  he  had  for 
his  friends. 

The  Jefferson  County  Medical  Society  shares 
with  his  family  and  his  patients  the  loss  of 
this  esteemed  physician. 


DR.  DURWARD  BELL  ROACH 

Dr.  Durward  Bell  Roach,  66,  of  Pembroke, 
died  November  22,  1949  at  Jennie  Stuart  Me- 
morial Hospital,  Hopkinsville.  Dr.  Roach  was 
born  in  the  Roaring  Springs  community  and 
spent  most  of  his  life  in  Christian  County.  He 
was  educated  in  Major  Ferrell’s  School,  The 
University  of  Louisville  Medical  College  and 
Rockefeller  Institute  in  New  York.  He  was 
a captain  in  the  Army  in  World  War  I and 
served  four  years.  He  was  a charter  member 
of  the  Christian  County  Medical  Society:  also 
a member  of  the  Kentucky  State  Medical  As- 
sociation. 


DR.  GEORGE  YENOWINE 
1876  - 1949 


Dr.  George  Yenowine,  Louisville,  was  born 
in  1876  and  died  December  17,  1949.  He  was 
a general  practitioner  for  thirty-seven  years. 
After  graduating  from  the  University  of  Louis- 
ville School  of  Medicine  in  1904,  Dr.  Yenowine 
practiced  at  Waddy,  Kentucky  for  eight  years 
before  coming  to  Louisville.  He  served  as  a 
captain  in  the  Medical  Corps  during  World 
War  I.  He  was  a member  of  the  American 
Medical  Association,  Jefferson  County  and 
Kentucky  State  Medical  Societies. 
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WOMAN'S  AUXILIARY  NEWS 


Congratulations,  BOYLE  COUNTY  AUXIL- 
IARY, Mrs.  George  McClure,  Danville,  is  Presi- 
dent. 

Mrs.  James  A.  Ryan  of  Kenton  County  has 
been  appointed  the  new  Councilor  for  the 
Eighth  District.  We  are  happy  to  welcome  Mrs. 
Ryan  as  a new  member  of  our  Executive  Board. 

We  want  every  physician’s  wife  in  our 
state  to  have  a small  part  in  buying  the 
STATION  WAGON  for  the  Cancer  Mobile. 
Send  checks  for  $2.00  (or  more)  to  Mrs.  A.  B. 
Colley,  Treasurer,  Calhoun,  Kentucky. 

Entries  in  the  TUBERCULOSIS  Contest, 
sponsored  by  our  State  Auxiliary,  must  be  in 
the  mail  not  later  than  March  1st.  One  entry 
from  each  Auxiliary  will  be  considered  for  the 
first  prize  of  a $50.00  Bond  and  the  second 
prize  of  a $25.00  Bond.  Has  your  Auxiliary 
sponsored  a Contest  in  your  Community?  All 
students  from  the  7th  thru  9th  grades  are 
eligible. 

ATTENTION — County  Auxiliary  Treasurers; 
If  you  have  not  already  sent  in  dues  for  your 
County,  remember  the  deadline  is  March  1st. 
Last  year  we  had  714  paid  members — we  want 
to  show  an  increase  this  year.  Have  you  urged 
every  eligible  woman  in  your  County  to  join 
the  Auxiliary?  Are  all  members  paid-up?  Dele- 
gates to  the  National  Auxiliary  Convention  are 
based  on  this  total. 

Speaking  of  Delegates — if  you  are  planning 
to  attend  the  AMA  meeting  in  San  Francisco 
June  26-30  will  you  kindly  advise  our  State 
President,  Mrs.  E.  W.  Jackson,  319  Fountain 
Ave.,  Paducah,  as  delegates  will  be  appointed 
at  the  March  Board  Meeting.  We  want  a large 
representation  from  our  State  at  the  San  Fran- 
cisco Meeting  when  Dr.  Elmer  L.  Henderson 
will  be  inaugurated  as  President  of  AMA. 

The  Mid-Year  Meeting  of  the  Executive 
Board  will  be  held  in  Danville  during  March. 
A tour  of  the  McDowell  House  is  on  the  agenda. 
Board  members  please  make  plans  to  be  on 
hand. 

Have  you  planned  the  “Doctors’  Day  Pro- 
gram” for  your  Auxiliary? 

sag  • 

An  hour’s  time  to  spare?  Read  “The  Road 
Ahead”  by  John  T.  Flynn — it’s  a Must  for  ev- 
ery physician’s  wife.  It  will  make  your  hair 
stand  on-end. 


Why  Legislative  Letters? 

Many  of  us  are  under  the  impression  that 
there  is  but  one  purpose  in  writing  legislative 
letters — to  exert  pressure  upon  members  of 
our  State  and  National  legislatures.  There- 
fore, many  write  such  letters  half-heartedly 
or  not  at  all.  This,  however,  is  not  the  true 
picture  regarding  the  purpose  of  legislative  let- 
ters. 

If  our  elected  Representatives  are  to  know, 
how  we,  their  constituents  back  home  feel  in 
regard  to  the  many  bills  they  must  vote  on,  if 
our  legislators  are  to  be  truly  representative 
of  their  States  and  Districts,  it  is  necessary 
that  they  receive  expressions  of  opinion  from 
those  whom  they  represent  and  who  chose 
them  as  their  spokesmen. 

To  help  make  certain  that  our  legislators 
will  be  aware  of  the  probable  effect  on  the 
public  in  general  and  on  the  medical  profes- 
sion in  particular,  there  is  much  we  can  do. 
We  can,  by  reading,  study  and  discussion  con- 
tinue our  own  knowledge  and  understanding 
of  proposed  legislation.  We  can  respond  to 
suggestions  that  we  and  our  friends  and  the 
lay  public  write  our  legislators  with  an  appre- 
ciation of  their  desire  to  know  what,  as  our 
elected  representatives,  we  want  them  to  do. 
The  best  legislator  is  he  who  knows  our  be- 
liefs and  our  thinking  on  proposed  legislation 
about  which  he  must  decide  how  to  vote. 

Congress  will  be  sure  to  hear  more  from  the 
Social  Security  Administration  (Mr.  Ewing  has 
:ust  recently  returned  from  Europe)  and  our 
own  State  Legislature  now  in  session.  That 
you  may  understand  why  your  Legislative  and 
Public  Relations  Committees  are  on  the  job 
the  year  round  but  alert  you  only  when  things 
are  urgent,  we  shall  review  the  procedure  a 
bill  follows  before  it  is  brought  up  for  a vote. 

The  sponsor  or  sponsors  draw  up  a draft  of 
the  proposed  law.  The  clerk  numbers  the 
draft,  and  has  it  printed.  The  Speaker  of  the 
House  then  refers  the  draft,  now  a bill,  to  the 
appropriate  Committee.  After  the  Committee 
has  studied  the  bill,  it  may  report  the  bill  out 
with  approval;  report  it  out  without  comment; 
or  hold  it  in  Committee.  If  the  bill  is  held  in 
Committee,  it  is  said  to  die  there;  but  this  fate 
may  be  avoided  if  the  sponsor  is  able  to  per- 
suade the  majority  of  the  Committee  to  re- 
verse its  stand  or  have  the  bill  called  for  di- 
rectly from  the  floor.  It  is  an  open  secret  that 
'eaislators  are  more  concerned  about  bills  in 
which  they  know  their  own  constituents  have 
an  interest.  WHY  LEGISLATIVE  LETTERS? 
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It's  Your  Crusade  Too! 

The  Voluntary  Medical  Care  Plans  are  medi- 
cine’s answer  to  the  cry  for  National  Compul- 
sory Health  Insurance. 

Kentucky’s  Blue  Shield  Plan  should  be  one 
of  your  important  concerns  during  1950.  What 
do  you  as  an  individual,  know  about  our  Plan? 

What  type  of  Plan  is  it? 

Do  you  know  the  type  of  contract  offered? 

Do  you  know  the  premium  rates  for  Indivi- 
dual— for  Family  memberships?  Here  is  one 
place  where  medicine  should  put  up  a united 
front. 


After  you  have  informed  yourself  suffi- 
ciently to  talk  with  your  friends  about  Blue 
Shield,  the  rest  will  depend  upon  your  County 
Medical  Society  and  the  local  Blue  Shield-Blue 
Cross  Representative.  Your  Auxiliary  can  of- 
fer its  services  in  arranging  for  speakers,  lit- 
erature can  be  distributed  in  any  public  place, 
what  can  be  accomplished  will  depend  upon 
your  effort,  foresight  and  ingenuity.  The  re- 
wards are  surely  worth  any  effort  you  can  put 
forth. 

REMEMBER,  PUBLIC  RELATIONS  IS  YOU. 


News  Items 


mcdowell  memorial  fund 

CUSTODIANS 

The  following  names  will  soon  be  listed  on  a 
a bronze  plaque  which  will  be  placed  in  the 
McDowell  House  in  Danville,  Kentucky.  The 
list  includes  the  names  of  those  who,  several 
years  ago,  donated  one  hundred  dollars  or  more 
to  the  fund,  and  who  were  promised  that  their 
names  would  be  so  listed. 

If  there  are  any  errors  or  omissions  in  this 
list,  we  would  appreciate  hearing  about  them 
now  so  the  bronze  plaque  may  be  made  as 
accurate  as  possible. 

Abell,  Irvin,  Sr.,  Louisville,  Kentucky 
Allen,  A.  W.,  Boston,  Massachusetts 
Allen,  E.  S„  Louisville,  Kentucky 
Allenberger,  C.  A.,  Columbus,  Nebraska 
American  Gynecological  Society,  Evanston, 

Illinois 

Armstrong,  R.  M.,  Lexington,  Kentucky 
Arneill,  James  Rae,  Denver,  Colorado 
Bailey,  Fred  W.,  St.  Louis,  Missouri 
Barnes,  Frank  L.,  Houston,  Texas 
Barnett.  Charles  E„  St.  Petersburg,  Florida 
Bass,  A.  L.,  Louisville,  Kentucky 
Bird,  Clarence  E.,  Louisville,  Kentucky 
Blackburn,  John  H.,  Bowling  Green,  Kentucky 
Blair,  V.  P.,  St.  Louis,  Missouri 
Boland,  Frank,  Atlanta,  Georgia 
Boyd,  Frank,  Paducah,  Kentucky 
Brennan,  Robert  E.,  New  York,  New  York 
Brown,  O.  W.,  Falmouth,  Kentucky 
Buckner,  Hubbard  T.,  Seattle,  Washington 
Bullock,  W.  O.,  Lexington,  Kentucky 
Campbell,  Willis  C.,  Memphis,  Tennessee 
Carraway,  C.  N.,  Birmingham,  Alabama 
Cave,  Henry,  New  York,  New  York 
Cawood,  W.  P.,  Harlan,  Kentucky 
Clendening,  Logan,  Kansas  City,  Missouri 
Conley,  Dudley  S.,  Columbia,  Missouri 
Cowan,  J.  R.,  Danville,  Kentucky 


Crawford,  W.  W.,  Hattiesburg,  Mississippi 
Crile,  George  W.,  Cleveland,  Ohio 
Crotti,  Andre,  Columbus,  Ohio 
Davis,  Wm.  T„  Washington,  D.  C. 

Elkin,  W.  S.,  Atlanta,  Georgia 
Floyd,  D.  S.,  Danville,  Kentucky 
Flynn,  Charles  W.,  Dallas,  Texas 
Fort,  R.  E.,  Nashville,  Tennessee 
Frank,  Louis,  Louisville,  Kentucky 
Frey,  E.  S.,  Louisville,  Kentucky 
Gatch,  W.  D.,  Indianapolis,  Indiana 
Gutherie,  Donald,  Sayre,  Pennsylvania 
Hagaman,  Frank,  Jackson,  Mississippi 
Haggard,  W.  D.,  Nashville,  Tennessee 
Hall,  D.  P.,  Louisville,  Kentucky 
Hanes,  G.  S.,  Louisville,  Kentucky 
Heilman,  Alfred,  M.,  New  York,  New  York 
Henderson,  E.  L.,  Louisville,  Kentucky 
Hendon,  G.  A.,  Louisville,  Kentucky 
Henry,  M.  J.,  Louisville,  Kentucky 
Heuser,  J.  Henry,  Louisville,  Kentucky 
Hill,  J.  A.,  Houston,  Texas 
Howard,  C.  C„  Glasgow,  Kentucky 
Howard,  R.  M.,  Oklahoma  City,  Oklahoma 
Jackson,  John  D.,  Danville,  Kentucky 
Johnson,  W.  O.,  Louisville,  Kentucky 
Jones,  Preston  J.,  Oneida,  Kentucky 
Kellogg,  John  Harvey,  Battle  Creek,  Michigan 
Kentucky  State  Medical  Association,  Louisville, 
Kentucky 

Kerr,  H.  H.,  Washington,  D.  C. 

Kretchmer,  Herman  L.,  Chicago,  Illinois 
Lewis,  Dean,  Baltimore,  Maryland 
Libman,  Emanuel,  New  York,  New  York 
Lower,  Wm.  E.,  Cleveland,  Ohio 
Lukins,  J.  B.,  Louisville,  Kentucky 
Mastin,  E.  V.,  St.  Louis,  Missouri 
McCormack,  A.  T.,  Louisville,  Kentucky 
Mendillo,  A.  J.,  New  Haven,  Connecticut 
Miller,  Robert  T.,  Jr.,  Duxbury,  Massachusetts 
Missouri  State  Medical  Association,  St.  Louis, 
Missouri 
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Morley,  W.  H.,  Orchard  Lake,  Michigan 

Newell,  Edward  T.,  Chattanooga,  Tennessee 

Nichol,  A.  G.,  Nashville,  Tennessee 

Novak,  Emil,  Baltimore,  Maryland 

Owen,  W.  B.,  Louisville,  Kentucky 

Osment,  W.  L.,  Leitchfield,  Kentucky 

Payne,  Robert  Lee,  Norfolk,  Virginia 

Plummer,  H.  S.,  Rochester,  Minnesota 

Pusey,  Brown,  Chicago,  Illinois 

Pusey,  Wm.  Allen,  Chicago,  Illinois 

Rankin,  Fred  W.,  Lexington,  Kentucky 

Reynolds,  H.  G.,  Paducah,  Kentucky 

Robinson,  B.  F.,  Lexington,  Kentucky 

Rozar,  A.  R.,  Macon,  Georgia 

Rucker,  M.  Pierce,  Richmond,  Virginia 

Schlueter,  Robert  E.,  St.  Louis,  Missouri 

Scott,  A.  G.,  Temple,  Texas 

Scott,  John  W.,  Lexington,  Kentucky 

Shands,  H.  R.,  Jackson,  Mississippi 

Shipley,  Arthur  M.,  Baltimore,  Maryland 

Simpson,  Gaithel  L.,  Greenville,  Kentucky 

Simpson,  Virgil  E.,  Louisville,  Kentucky 

Singleton,  Albert  O.,  Galveston,  Texas 

Smith,  R.  E.,  Henderson,  Kentucky 

South,  John  G.,  Frankfort,  Kentucky 

South,  L.  H.,  Louisville,  Kentucky 

Stilley,  V.  A.,  Benton,  Kentucky 

Sullivan,  Raymond  P.,  New  York,  New  York 

Talley,  D.  F.,  Birmingham,  Alabama 

Toland,  C.  G.,  Los  Angeles,  California 

Vance,  C.  A.,  Lexington,  Kentucky 

Weldon,  W.  A.,  Glasgow,  Kentucky 

Wilson,  Judge  Samuel  M.,  Lexington,  Kentucky 

Winslow,  Nathan,  Baltimore,  Maryland 

Wishard,  W.  N.,  Indianapolis,  Indiana 


OSCAR  O.  MILLER,  M.  D. 

Louisville 

Dr.  Oscar  O.  Miller,  Louisville,  former  Presi- 
dent of  the  Kentucky  State  Medical  Associa- 
tion has  been  appointed  a member  of  the 
Board  of  Trustees  of  the  University  of  Louis- 
ville, to  fill  the  unexpired  term  of  Mr.  James 
C.  Stone.  Dr.  Irvin  Abell  was  a member  of 
the  Board  of  Trustees  at  the  time  of  his  demise. 


Dr.  Miller  is  Director  of  the  Louisville  Tuber- 
culosis Association  and  a member  of  the  State 
Tuberculosis  Commission  and  has  been  active 
in  civic  affairs  pertaining  to  public  welfare  as 
well  as  in  his  county  and  state  medical  organi- 
zation. 


Kentucky  physicians  and  surgeons  have 
been  invited  to  attend  a three-day  seminar  on 
cancer  which  will  be  held  at  the  Medical  Col- 
lege of  Alabama  in  Birmingham  on  February 
21,  22,  and  23. 

It  will  be  conducted  by  at  least  ten  special- 
ists widely  recognized  for  their  work  in  their 
various  fields  and  will  give  the  opportunity 
of  hearing  comprehensive  expositions  of  the 
most  modern  and  effective  methods  of  cancer 
detection,  diagnosis  and  treatment. 


THE  SOUTHEASTERN  SURGICAL  CON- 
GRESS POSTGRADUATE  ASSEMBLY 

The  Southeastern  Surgical  Congress  Post- 
graduate Assembly  will  meet  in  Washington, 
March  6,  7,  8,  9,  1950.  The  Shoreham  Hotel 
will  be  the  official  headquarters.  Many  of  the 
best  specialists  of  America  'will  be  on  the  pro- 
gram. 

This  congress  is  of  special  interest  to  Ken- 
tuckians since  Dr.  C.  C.  Howard,  Glasgow,  is 
its  President  and  Dr.  Hal  E.  Houston,  Murray, 
and  Dr.  D.  P.  Hall,  Louisville,  are  on  the  pro- 
gram. 

The  following  list  of  guest  speakers  and 
their  subjects  reflects  excellent  planning  by 
the  program  committee. 

Guest  Speakers 

Dr.  Otto  C.  Brantigan,  Baltimore,  Md. 
Extrapleural  Plombage  Using  Lucite  Balls 
in  the  Treatment  of  Pulmonary  Tuberculosis 
Dr.  Enoch  Callaway,  LaGrange,  Ga. 

Carcinoma  of  the  Cervix 
Dr.  William  C.  Cantey,  Columbia,  S.  C. 

Colostomy  and  Ileostomy 
Dr.  Bayard  Carter,  Durham,  N.  C. 

The  Treatment  of  Squamous  Celled  Carcino- 
ma of  the  Vulva 

Dr.  Richard  Cattell,  Boston,  Mass. 

Management  of  Hyperthyroidism 
D'r.  Harry  Lee  Claud,  Washington,  D.  C. 

Plastic  Surgery  of  Interest  to  the  General 
Surgeon 

Dr.  Conrad  G.  Collins,  New  Orleans,  La. 

Benign  Lesions  of  the  Cervix 
Dr.  Donald  S.  Daniel,  Richmond,  Va. 
Endometriosis 

Dr.  Edgar  W.  Davis,  Washington,  D.  C. 

Clinical  Significance  of  Intrapulmonary  Neo- 
plasms 


98 


KENTUCKY  MEDICAL  JOURNAL 


[February,  1950 


Dr.  Gilbert  F.  Douglas,  Birmingham,  Ala. 
Uterine  Bleeding,  The  Gynecologist’s  Bete 
Noire 

Di\  Frederick  H.  Falls,  Chicago,  111. 

The  Management  of  Ectopic  Pregnancy 
Dr.  Albert  E.  Goldstein,  Baltimore,  Md. 

Familial  Urological  Diseases 
Dr.  D.  P.  Hall,  Louisville,  Ky. 

The  Spleen,  A Few  Surgical  Aspects 
Dr.  William  F.  Harper,  Selma,  Ala. 

Nephropexy,  It’s  Indications,  Operative  Tech- 
nique, and  End  Results 
Dr.  Archibald  C.  Hewes,  Gulfport,  Miss. 

Chest  Conditions  which  Come  Under  Realm 
of  General  Surgery 
Dr.  Hal  E.  Houston,  Murray,  Ky. 

The  Meckel’s  Diverticulum 
Dr.  Harry  H.  Kerr,  Washington,  D.  C. 

Haemangio-Sarcoma  of  the  Stomach 
Dr.  Lucien  A.  LeDoux,  New  Orleans,  La. 

C.  Jeff  Miller:  His  Teachings  in  the  Manage- 
ment of  Uterine  Fibroids 
Dr.  Howard  Mahorner,  New  Orleans,  La. 

Exploration  of  the  Common  Bile  Duct 
Dr.  J.  D.  Martin,  Jr.,  Atlanta,  Ga. 

The  Complications  of  Spleenectomies 
Dr.  Henry  W.  Mayo,  Jr.,  Charleston,  S.  C. 
Present  Status  of  the  Surgical  Therapy  of 
Gastric  and  Duodenal  Ulcer 
D'r.  Raymond  W.  McNealy,  Chicago,  111. 

The  Management  of  Carotid  Body  Tumors 
Dr.  William  F.  Meacham,  Nashville,  Tenn. 
Surgical  Treatment  of  Intra-Cranial  Aneur- 
ysms 

Dr.  A.  T.  Miller,  Jr.  Chapel  Hill,  N.  C. 

To  be  announced 

Dr.  Charles  B.  Olim,  Memphis,  Tenn. 

Experiences  in  the  Surgical  Treatment  of 
Congenital  Pulmonary  Stenosis 
Dr.  Louis  M.  Orr,  Orlando,  Fla. 

Carcinoma  of  the  Urinary  Bladder 
Dr.  Neal  Owens,  New  Orleans,  La. 

Some  Further  Considerations  in  the  Treat- 
ment of  Surface  Cancer 
Dr.  George  T.  Pack,  New  York,  N.  Y. 

Recent  Advances  in  the  Treatment  of  Cancers 
of  the  Esophagus  and  Stomach 
Dr.  Willard  H.  Parsons,  Vicksburg,  Miss. 

Surgical  Problems  in  the  Aged  Negro 
Dr.  J.  C.  Patterson,  Cuthbert,  Ga. 

Gastrocolic  Fistulae 

Dr.  William  F.  Rienhoff,  Jr.,  Baltimore,  Md. 
Hyperparathyroidism  Diagnosis  and  Surgical 
Treatment 

Dr.  Charles  Rountree,  Oklahoma  City,  Okla. 

The  Use  of  Bone  Bank  Bone  in  Bone  Surgery 
Dr.  Joseph  S.  Stewart,  Miami,  Fla. 

Gastric  Resections  and  Vagotomies,  Morbidity 
and  Mortality  in  a General  Hospital,  not  As- 
sociated with  a Teaching  Center 


Dr.  Gabriel  Tucker,  Philadelphia,  Pa. 

Diagnosis  and  Treatment  of  Carcinoma  of 
the  Larynx 

Dr.  William  L.  Valk,  Kansas  City,  Kansas 
Segmental  Renal  Functions  Studies  in  Surgi- 
cal patients 
Dr.  H.  H.  Ware,  Jr. 

Ectopic  Pregnancy 

Dr.  Robert  J.  Wilkinson,  Huntington,  W.  Va. 
The  Effect  of  Medical  Education  Upon  Our 
Economic  Future 

Dr.  Charles  Stanley  White,  Washington.  D.  C. 
Sigmoido-vesical  Fistula:  Diagnosis  and 

Treatment 

Dr.  William  Crawford  White,  New  York,  N.  Y. 

Radical  Operation  of  Cancer  of  the  Breast 
Dr.  Hays  R.  Yandell,  Tulsa,  Okla. 

The  Treatment  of  Extensive  Burns 
Dr.  George  H.  Yeager,  Baltimore,  Md. 

Treatment  of  Mixed  Peritonitis  with  Aureo- 
mycin 


Dr.  J.  Duffy  Hancock,  Louisville,  was  elected 
chairman  of  the  executive  committee  of  the 
Kentucky  Division  of  the  American  Cancer  So- 
ciety December  30,  1949.  He  succeeds  Dr.  Guy 
Aud,  Louisville,  who  resigned  effective  Janu- 
ary 1,  1950,  after  serving  as  chairman  since 
1942.  Dr.  Aud  will  remain  on  the  national 
board  of  the  society  and  as  regional  director 
for  nine  Southern  states,  including  Kentucky. 
Dr.  Hancock  was  chairman  from  1932,  when 
the  division  was  organized,  until  1942,  when 
he  resigned  to  serve  with  the  Army. 


The  American  Society  for  the  Study  of  Ster 
ility  will  meet  in  the  Sir  Francis  Drake  Hotel, 
San  Francisco,  June  24-25,  1950.  This  society  is 
offering  an  annual  award  of  $1,000  for  an  es- 
say on  the  result  of  some  clinical  or  laboratory 
research  pertinent  to  the  field  of  sterility.  For 
full  particulars  and  reservations  write  to  Sec- 
retary-Treasurer, Walter  W.  Williams,  M.  D. 
No.  20  Magnolia  Terrace,  Springfield  8,  Massa- 
chusetts. 


New  officers  of  the  Medical  staff  of  St.  An- 
thony’s Hospital,  Louisville,  are:  President,  Dr. 
Thomas  V.  Gudex;  Vice  President,  Dr.  John  M. 
Townsend.  Dr.  Cly'1"  H.  Foshee  was  re-elected 
Secretary-Treasure”.  The  staff  voted  to  provide 
television  sets  for  the  nuns  and  the  nurses. 


The  new  wing  that  has  been  added  to  the 
Jennie  Stu-rt  Hospital,  Hopkinsville,  has 
made  it  one  of  the  best  equipped  hospitals  in 
the  State.  This  new  addition  has  thirty  beds, 
sixteen  of  which  will  be  used  for  babies  and 
children.  Much  new  surgical  equipment  also 
has  been  added. 
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THE  WALLACE  SANITARIUM 

MEMPHIS.  TENNESSEE 

For  fhe  Diagnosis  and  Treatment  of  Nervous  and  Mental  Diseases 
Drug  Addiction  and  Alcoholism 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


Member  of  the  American  Hospital  Association 
FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up  to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
,T.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH,  M.  D.,  Associate 
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DR.  C.  B.  VAN  ARSDALL  IS  DUBBED 

"HONOR  CITIZEN  OF  HARRODSBURG" 

Dr.  Com1  it  Erewer  Van  Arsdall,  Sr.,  Har- 
rodsburg  physician  and  surgeon  for  46  years, 
today  bore  the  title,  “Honor  Citizen  of  Har- 
rodsburg.” The  title  was  conferred  on  him  by 
the  Lions  Club  at  a minstrel  show  presented 
November  4th.  The  selection  was  made  u- 
nanimously  by  a committee  of  citizens  drafted 
by  the  club  for  that  purpose.  With  the  title 
was  presented  a gold  trophy,  representing  a 
youth  standing  atop  ,a  pedestal  and  holding 
aloft  a laurel  wreath. 

He  has  been  active  in  all  local  community 
religious  activities,  irrespective  of  denomina- 
tion. In  his  own  Methodist  Church  he  has 
served  in  Conference  and  also  as  a steward  of 
his  church  for  44  years  and  as  chairman  of  the 
board  for  44  years.  For  many  years  he  taught 
a men’s  Bible  class.  He  is  president  of  the 
Kentucky  Pioneer  Memorial  Association.  He 
played  a large  part  in  creating  The  Pioneer 
Memorial  Park  which  was  Kentucky’s  first 
State  Park.  He  was  also  active  in  securing  the 
replica  of  The  Old  Fort  Harrod  log  stockade 
and  the  sculptured  memorial  to  George  Rogers 
Clark  and  the  first  settlers  of  the  West.  The 
memorial  was  dedicated  by  the  late  President 
Franklin  D.  Roosevelt  in  1934. 

Dr.  Van  Arsdall  has  served  as  a member  of 
the  Harrodsburg  Board  of  Education  since 
1917  and  has  been  its  Chairman  for  eleven 


years.  He  is  a charter  member  and  past  presi- 
dent of  the  Rotary  Club  and  also  of  the  Mer- 
cer County  Medical  Association.  He  has  work- 
ed constantly  for  better  city  sanitation,  and  as- 
sisted in  the  disease  prevention  work  of  the 
Mercer  County  Public  Health  Unit.  Dr.  Van 
Arsdall  for  ten  years  has  represented  the  medi- 
cal fraternity  on  the  hospital  board,  and  served 
as  chairman  of  the  building  committee  to  erect 
the  new  $275,000  Mercer  General  Hospital, 
which  was  dedicated  during  the  past  summer. 

Dr.  Van  Arsdall  is  a Mason  and  a Knight 
Templar.  His  three  sons  are  all  doctors.  Two 
of  them  practice  with  him,  and  the  youngest 
is  now  interning  at  Duke  University  Hospital, 
D'urham,  N.  C.  He  was  born  in  Mercer  County 
in  1875,  a descendant  of  the  Dutch  settlers 
who  migrated  from  Pennsylvania  and  estab- 
lished their  homes  in  what  is  now  Mercer 
County.  He  was  educated  in  the  old  Harrods- 
burg Academy,  was  graduated  from  Kentucky 
Wesleyan  College,  Winchester,  in  1894,  from 
the  University  of  Michigan  in  1898  and  Johns 
Hopkins  University  in  1903. 

The  Journal  extends  its  congratulations  to 
Dr.  Van  Arsdall  for  the  respect  that  his  com- 
munity has  shown  him  as  a result  of  his  con- 
tribution to  community  life,  as  a physician 
and  as  a fellow  citizen. 


The  American  Academy  of  General  Practice 
will  hold  its  1950  Scientific  Assembly  in  Sr. 
Louis,  February  20-23  at  the  Kiel  Auditorium 
and  will  present  twenty-two  of  the  country’s 
leading  medical  teachers  on  the  program  who 
will  deliver  papers  of  down-to-earth  practical 
value  to  the  general  practitioner.  A cordial  in- 
vitation is  extended  to  all  members  of  the  Ken- 
tucky State  Medical  Association,  to  attend  this 
outstanding  meeting. 


Chosen  to  head  the  medical  staff  of  Norton 
Infirmary  for  1950  were:  President,  Dr.  Law- 
rence T.  Minish,  Jr.;  vice-president,  Dr.  S.  C. 
Clark;  secretary-treasurer,  Dr.  K.  D.  Leather- 
man;  executive  committee,  Dr.  Arnold  Gris- 
wold, D’r.  J.  C.  Bell  and  Dr.  Max  L.  Garon. 


Dr.  Waller  H.  Griffing  has  recently  been  ap- 
pointed director  of  the  X-Ray  and  Radiology 
Departments  of  the  Middlesboro  Hospital  and 
Clinic.  Dr.  Griffing  was  formerly  Associate 
Radiologist  in  Lexington  Clinic.  Previous  to 
that  time  he  was  an  associate  member  of  the 
staff  of  radiology  at  St.  Joseph’s  Hospital  and 
Courtesy  Staff,  Good  Samaritan  Hospital.  He 
was  graduated  from  the  Vanderbilt  University 
Medical  School  in  1940  and  has  qualified  for 
the  American  Board  of  Radiology.  He  served  as 
a radiologist  in  the  Army  Medical  Corps  in 
World  War  II. 
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Radiopaque  diagnostic  medium . . . 
Original  development  of  Searle  research 


Iodochlorol 


now 


council 

accepted 


Clear  visualization  of  body  cavities — for  the  roentgen  investigation  of 
pathologic  disorders  involving  sinuses  . . . bronchial  tree  . . . uterus  . . . 
fallopian  tubes  . . . fistulas  . . . soft  tissue  sinuses  . . . genitourinary  tract 
. . . empyemic  cavities. 

Iodochlorol  is  notably  free  from  irritation,  free-flowing,  highly  stable 
and  has  pronounced  radiopaque  qualities.  It  contains  the  two  halogens, 
iodine,  27  per  cent,  and  chlorine,  7.5  per  cent,  organically  combined 
with  a highly  refined  peanut  oil. 

Iodochlorol  is  available  in  bottles  containing  20  cc.  of  the  radiopaque 
medium;  each  one  is  packed  in  an  individual  carton.  G.  D.  Searle  & 
Co.,  Chicago  80,  Illinois. 

Searle 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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National  Gastroenterological  Association  1950 
Award  Contest 

The  National  Gastroenterological  Association 
again  takes  pleasure  in  announcing  its  An- 
nual Cash  Prize  Award  Contest  for  1950.  One 
hundred  dollars  and  ,a  Certificate  of  Merit 
will  be  given  for  the  best  unpublished  contri- 
bution on  Gastroenterology  or  allied  subjects. 
Certificates  will  also  be  awarded  those  phy- 
sicians whose  contributions  are  deemed  worthy. 

All  entries  for  the  1950  prize  should  be  lim- 
ited to  5,000  words,  be  typewritten  in  English, 
prepared  in  manuscript  form,  submitted  in 
five  copies  .accompanied  by  .an  entry  letter, 
and  must  be  received  not  later  than  June  1, 
1950.  Entries  should  be  addressed  to  the  Na- 
tional Gastroenterological  Association,  1819 
Eroadway,  New  York  23,  N.  Y. 


The  following  named  surgeons  from  Ken- 
tucky were  made  Fellows  .and  Associate  Fel- 
lows in  the  United  States  Chapter,  Interna- 
tional College  of  Surgeons,  at  the  Convocation 
ceremonies  held  during  the  Fourteenth  Annual 
Assembly  of  the  College  in  Atlantic  City,  New 
Jersey,  November  7-11,  1949:  Charles  J.  Arm- 
strong, M.  D'„  Louisville;  Glenn  W.  Bryant,  M. 
D.,  Louisville;  William  McDaniel  Ewing,  M.  D., 
Louisville;  Jacob  Merritt  Mayer,  M.  D.,  May- 
field. 


Dr.  C C.  Inge,  Elizabethtown,  has  moved  to 
Sarasota,  Florida,  where  he  will  open  offices 
for  the  practice  of  his  profession.  He  is  former 
president  of  the  Elizabethtown  Rotary  Club 
and  an  active  member  in  his  local  and  state 
societies. 


Dr.  Paul  M.  Hulett,  Livermore,  formerly  of 
Paintsville  has  been  appointed  Local  Surgeon 
for  the  Louisville  & Nashville  Railroad  Com- 
pany, to  take  the  place  of  the  late  Surgeon 
Dr.  F.  L.  Johnson. 


Out  of  twenty-eight  applicants  there  were 
six  doctors  from  Kentucky  who  were  chosen 
to  study  the  medical  aspects  of  the  Atomic  Ex- 
plosion at  Walter  Reid  Hospital,  Washington, 
D.  C.  These  men  were  reserve  officers  ordered 
to  active  duty  during  this  period  and  are  as 
follows; 

Colonel  Ash  Barnes,  Lieutenant  Colonel  Vic- 
tor Atherton,  Lieutenant  Colonel  Gordon  Green, 
Major  Earl  Bryant,  and  Major  Frederick  May- 
er. The  sixth  doctor  is  Major  Joseph  Ray, 
from  Lexington. 


BOOK  REVIEWS 

TEXTEOOK  OF  PHYSIOLOGY.  Originally 
by  William  H.  Howell,  M.  D.  Edited  by 
John  F.  Fulton,  M.  D.,  Sterling  Professor  of 
Physiology,  Yale  University,  School  of  Medi- 
cine, with  Collaboration  of  Donald  H.  Bar- 
ron, John  R.  Brobeck,  Robert  W.  Clark, 
Georce  R.  Cowgill,  Paul  F.  Fenton,  William 
U.  Gardner,  Samuel  Felfan,  David  I.  Hitch- 
cock, David  P.  C.  Lloyd,  Leslie  E.  Nims, 
Theodore  C.  Ruch,  and  Jane  A.  Russell.  Six- 
teenth Edition.  Illustrated.  W.  B.  Saun- 
ders Company,  Philadelphia  and  London, 
Publishers.  1249.  Price  $10.00. 

This  New  (l'6th)  Edition  is  one  of  a very 
complete  and  modern  physiology  reference 
source.  It  contains  the  recently  discovered  in- 
formation on  the  physiological  foundation  of 
electrocardiographic  changes,  representing  the 
work  of  Drs.  Nahum  and  Chernoff,  which  is 
essential  to  cardiologists  and  will  prove  of 
great  value  to  physicians  in  every  field  of  medi- 
cine. 

Other  important  changes  and  additions  have 
been  made  in  almost  every  chapter  and  the 
chapter  on  physiology  of  the  gastro-intestinal 
system  has  been  completely  rewritten.  There 
is  a new  and  extensive  chapter  on  the  endo- 
crine system  which  is  especially  significant  in 
view  of  recent  advances  in  this  field. 


MEDICINE  OF  THE  YEAR.  First  Issue.  1949. 
Under  fhe  Ediiorial  Direction  of  John  B. 
Youmans,  M.  D..  Dean  College  of  Medicine, 
University  of  Illinois.  J.  B.  Lippincolt  Com- 
pany, Publishers,  Philadelphia. 

The  subjects  discussed  in  the  volume,  side 
indexed  making  each  department  readily  avail- 
able, are  Internal  Medicine  by  Hugh  J.  Morgan, 
M.  D.,  Professor  of  Medicine,  Vanderbilt  Uni- 
versity, Obstetrics  by  Frank  Whitacre,  M.  D., 
Professor  of  Gynecology  and  Obstetrics,  Uni- 
versity of  Tennessee;  Pediatrics,  Henry  G.  Pon- 
cher,  M.  D.,  Professor  of  Pediatrics,  University 
of  Illinois;  Surgery,  Warren  H.  Cole,  M.  D., 
Professor  of  Surgery,  University  of  Illinois. 

Each  writer  discusses  this  appropriate  subject 
thoroughly  and  new  drugs  are  evaluated  with 
riven  cases  to  illustrate  their  usage. 

It  is  the  purpose  of  Medicine  of  the  Year  to 
bring  together  such  developments  that  may 
affect  the  practice  of  medicine  as  have  occurred 
during  the  preceding  year.  Because  of  their 
nature,  such  things  cannot  be  considered  neces- 
sarily final  or  conclusive.  It  is  not  the  object  to 
abstract  or  review  all  or  even  nearly  all  that 
may  be  written  during  the  year. 
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CONFERENCE  ON  RURAL  HEALTH 


At  the  Sixth  Annual  Conference  on 
Rural  Health  in  Kansas  City  February 
2-4,  about  500  people  met  together  to  work 
out  in  a purely  democratic  way  some  of 
the  problems  of  obtaining  better  medical 
care  for  rural  areas.  The  meeting  was 
sponsored  by  the  American  Medical  Asso- 
ciation’s Committee  on  Rural  Health  of 
which  F.  S.  Crockett,  M.  D.,  Lafayette, 
Indiana,  is  Chairman  and  D.  G.  Miller,  Jr., 
M.  D.,  Morgantown,  Kentucky,  is  a mem- 
ber. Dr.  Miller  is  Chairman  of  Kentucky 
State  Medical  Association’s  Committee 
on  Rural  Health. 

The  people  in  attendance  were  from  all 
parts  of  the  United  States.  There  were 
Farm  Bureau  leaders  and  members;  edi- 
tors of  farm  publications;  home  econ- 
omists; personnel  from  a number  of  agri- 
cultural college  extension  services;  medi- 
cal educators,  including  Dr.  J.  Murray 
Kinsman,  Dean  of  the  University  of  Louis- 
ville School  of  Medicine;  U.  S.  Public 
Health  Service  Personnel;  Public  Health 
Workers;  representatives  of  various  farm 
marketing  organizations;  practicing  phy- 
sicians and  farmers. 

This  conference  recognized  a problem. 
It  gave  a clear  cut  picture  of  democracy 
in  action.  There  was  no  waiting  for  some 
one  in  Washington  to  hand  down  a deci- 
sion as  to  how  to  proceed.  The  problem  was 
attacked  in  the  same  manner  that  has 
raised  our  country  to  leadership  among 
the  nations  of  the  world.  One  speaker  said 
“I  want  to  continue  to  think  of  America  as 
‘my  country’ — not  as  ‘my  government.’  ” 

The  slogan  of  the  conference,  “Let’s  Do 
Something  About  It,”  was  the  keynote. 
Community  responsibility  for  providing 
answers  to  community  problems  was  a 
basic  concept  of  those  in  attendance.  The 
fact  that  the  health  of  a community  is  a 
community  problem  was  one  of  the  foun- 
dations upon  which  the  discussions  were 
based.  At  a general  session  a number  of 

.J 


outstanding  speakers  focused  thought  up- 
on several  facets  of  rural  medical  care. 

The  most  interesting  part  of  the  pro- 
gram was  the  open  discussion  in  five 
groups  which  were  held  to  approach  the 
problem  from  five  different  angles. 

Rural  Medical  Facilities  at  the  Local  Level 

Group  I was  assigned  the  discussion 
topic  “Rural  Medical  Facilities  at  the 
Local  Level.”  In  full  and  free  discussion 
this  group  felt  that  there  should  be  objec- 
tive study  of  existing  facilities  and  an  in- 
tensified educational  program  to  make 
the  most  of  what  they  have.  An  interest- 
ing side  light  of  this  thought  was  that 
there  should  be  better  understanding  and 
cooperation  between  the  doctor  and  the 
community.  It  was  brought  out  that  the 
doctors  services  could  be  enlarged  by  the 
cooperation  of  patients  in  seeing  the  doc- 
tor in  his  office  during  office  hours  when 
possible  and  limiting  house  calls,  especial- 
ly at  night,  to  occasions  when  he  is  truly 
needed. 

The  need  for  correlation  and  integra- 
tion of  existing  and  proposed  facili- 
ties was  emphasized.  It  was  felt  that  hos- 
pitals impossible  to  maintain  may  be  built 
under  the  Hill-Burton  Act  in  many  com- 
munities where  a small  health  center 
would  suffice.  The  need  for  hospital  out- 
patient services  for  indigents  was  discuss- 
ed. 

Relation  of  Agricultural  Extension  Services 
to  Rural  Health  Problems 

Group  II  discussed  the  role  that  can  !be 
played  by  agricultural  extension  services. 
It  was  thought  that  home  demonstration 
agents  working  with  farm  women  through 
Home-Makers  Clubs  can  do  the  best  job. 
Suggested  approaches  were  to  stimulate 
the  rural  population  to  a realization  for 
the  need  of  well  rounded  health  programs 
of  prevention  and  sanitation;  to  fully  util- 
ize existing  facilities  by  laying  ground 
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work  for  cooperation  with  all  health 
agencies,  and  to  develop  leaders  to  work 
in  community  organizations  on  health 
problems. 

Communiiy  Responsibility  for  Health  Service 

Another  group  surveyed  the  commu- 
nity’s responsibility  for  its  health  services. 
There  was  recognition  that  many  commu- 
nities lack  the  facilities  that  are  necessary 
if  young  doctors  are  to  practice  medicine 
in  the  manner  for  which  they  have  been 
trained.  The  responsibility  for  providing 
hospital  beds,  x-ray  and  laboratory  facili- 
ties was  not  shunned  in  their  thinking. 
The  need  for  an  adequate  public  health 
program  was  emphasized.  It  was  also 
brought  out  that  young  people  will  not 
enter  public  health  work  as  long  as  the 
staff  is  underpaid  and  unrecognized.  Pro- 
viding sufficient  funds  and  cooperating 
in  developing  local  health  units  was  con- 
sidered basic  to  a sound  program  of  com- 
munity health. 

Methods  of  Prepayment  for  Health  Services 
in  Rural  Areas 

The  fourth  group  immediately  went  on 
record  against  any  form  of  socialized 
medicine  by  reaching  a decision  that  the 
use  of  tax  funds  could  be  justified  in  pro- 
viding medical  care  for  indigents  only, 
and  indigents  were  defined  as  those  per- 
sons who  are  carried  on  the  relief  rolls  of 
state  or  municipal  welfare  departments. 

This  group  was  firmly  convinced  that 
the  answer  to  the  increased  costs  of  medi- 
cal care  lies  in  voluntary  health  insurance, 
particularly,  Blue  Cross  and  Blue  Shield. 
They  did  not  feel  that  at  present  it  is  be- 
ing made  available  to  enough  people  in 
rural  areas  and  urged  that  means  be  pro- 
vided to  rapidly  increase  enrollment,  es- 
pecially of  farm  groups.  The  group  felt 
that  while  it  would  be  desirable  to  have 
some  plan  of  all-inclusive  coverage  of 
medical  care  they  did  not  believe  that  it 
would  be  practical  because  of  the  prohib- 
itive cost. 

The  Responsibility  of  Medical  Schools 

Under  the  chairmanship  of  Dr.  Kins- 
man, Group  V,  composed  mostly  of  medi- 
cal educators  and  practicing  physicians 


discussed  the  responsibility  of  medical 
schools  in  providing  doctors  for  rural 
areas.  There  was  general  resentment  of 
the  recent  statement  by  Academic  Deans 
meeting  in  Cincinnati  who  criticized  medi- 
cal schools  for  not  accepting  all  students 
who  complete  premedical  courses.  In  his 
report,  Dr.  Kinsman  emphasized  that  it  is 
obviously  not  possible  for  all  to  be  accept- 
ed due  to  lack  of  room,  funds  and  quali- 
fied teachers.  He  pointed  out  that  in  a 
large  percent  of  rejections  the  basic  un- 
derlying factor  responsible  for  the  rejec- 
tion had  developed  and  was  apparent  by 
the  end  of  the  first  or  second  year  of 
undergraduate  work.  Dr.  Kinsman  sug- 
gested that  more  careful  screening  on  the 
part  of  Academic  Deans  would  prevent 
many  boys  from  finishing  premedical 
work  and  learning  that  they  are  not  ac- 
ceptable by  medical  schools. 

Dr.  Kinsman’s  group  made  the  follow- 
ing recommendations: 

1.  That  medical  schools  request  colleges 
to  screen  applicants  and  eliminate  mis- 
fits early. 

2.  That  colleges  be  asked  to  encourage 
rejectees  to  prepare  for  careers  in  auxil- 
iary or  related  professions  such  as  teach- 
ing, medical  technology,  or  public  health. 

3.  That  medical  schools  make  every  ef- 
fort to  incorporate  some  form  of  training 
in  rural  practice  into  the  curriculum. 

4.  That  teaching  hospitals  inaugurate 
special  internships  for  General  Practi- 
tioners. 

5.  That  post-graduate  courses  for  Gen- 
eral Practitioners  be  encouraged  and  de- 
veloped along  lines  suggested  by  General 
Practitioners  themselves. 

6.  That  audio-visual  aids  be  used  wide- 
ly and  wisely.  Automatic  projectors  should 
be  used  when  available. 

7.  That  communities  which  think  they 
need  a doctor  prove  their  sincerity  and 
anxiety  by  taking  steps  to  attract  one; 
and  they  should  remember  that  the  doc- 
tor, being  human,  probably  has  a wife 
and  family;  and  that,  since  he  is  human, 
he  is  apt  to  stay  if  his  wife  is  happy,  and 
to  seek  greener  pastures  if  she  is  not. 
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JOSEPH  P.  SANFORD 
TO  THE 


MR.  SANFORD 

The  greatly  expanded  program  of  the 
Kentucky  State  Medical  Association,  to- 
gether with  the  increasing  demands  upon 


NATIONAL  EDUCATION 

“For  all  practical  purposes,  the  Ameri- 
can people  are  going  to  decide  at  the  polls 
this  year  the  issue  of  State  Socialism  in 
the  Congressional  elections  all  over  the 
nation,”  Clem  Whitaker,  director  of  the 
American  Medical  Association’s  National 
Campaign  Committee,  told  the  Second 
National  Conference  of  the  Educational 
Campaign  February  12  in  Chicago. 

Elmer  L.  Henderson,  M.  D.,  Louisville, 
President-elect  of  the  American  Medical 
Association  and  Chairman  of  the  Cam- 
paign Coordinating  Committee,  presided 
over  the  highly  profitable  day  long  meet- 
ing at  the  Drake  Hotel,  which  was  ad- 
dressed by  ten  leading  figures  in  the  cam- 
paign. In  his  opening  remarks,  Dr.  Hender- 
son spoke  optimistically  of  results  of  the 
Campaign  to  date,  and  stated  doctors  were 
united  as  never  before. 

In  stressing  the  acute  need  for  all  think- 
ing people  to  participate  in  the  fight  and 
vote,  Whitaker  continued,  “The  outcome 


APPOINTED  ASSISTANT 
SECRETARY 

the  officers  of  the  Society,  has  led  the 
Council  to  authorize  the  creation  of  a new 
post — that  of  Assistant  to  the  Secretary 
and  General  Manager. 

The  duties  of  this  Assistant  will  be 
those  usually  performed  by  an  Executive 
Secretary.  He  will  be  under  the  general 
supervision  and  direction  of  the  Secretary 
and  General  Manager. 

Mr.  Joseph  Pryor  Sanford,  Louisville, 
who  for  the  past  sixteen  and  one-half 
years  has  been  the  General  Agent  for  the 
Medical  Protective  Company  in  Kentuc- 
ky, has  been  appointed  to  the  new  office. 

The  new  Assistant  to  the  Secretary  has 
a broad  acquaintanceship  with  our  State 
in  general  and  our  profession  in  particu- 
lar. This  knowledge,  together  with  his 
experience  in  working  with  the  physi- 
cians, will  be  invaluable  to  him  in  his 
new  work. 

Mr.  Sanford  completed  his  secondary 
schooling  at  Shelbyville  High  School, 
and  after  two  years  at  Georgetown  Col- 
lege (Kentucky)  graduated  in  1930  from 
the  University  of  Missouri  School  of  Jour- 
nalism. He  is  married  and  has  one  child. 


CAMPAIGN  COMMITTEE 

of  this  nationwide  referendum  will  deter- 
mine the  complexion  of  the  next  Con- 
gress. If  the  margin  of  victory  is  decisive 
for  either  side,  it  will  be  construed  as  an 
accurate  reflection  of  the  people’s  position 
on  this  question — and  Congress,  in  all 
likelihood,  will  accept  that  mandate  and 
act  on  it.” 

American  doctors  must  do  everything 
possible  to  stop  the  march  of  Socialism 
in  the  coming  elections,  Whitaker  pointed 
out,  and  elect  Congressmen  who  refuse  to 
compromise  on  American  principles. 

Describing  the  change  in  the  “Social- 
izers”  tactics  from  frontal  assault  to  the 
“back  door  approach,”  the  Campaign  Di- 
rector said,  “There  can  be  no  more  letup 
this  year  in  the  basic  campaign  against 
compulsory  health  insurance — and  the 
equally  vital  work  in  behalf  of  voluntary 
health  insurance — regardless  of  the  heavy 
demands  which  will  be  made  on  all  of  us 
to  meet  diversionary  attacks  represented 
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in  the  ‘fringe’  bills.” 

Ernest  E.  Irons,  M.  D.,  President  of  the 
American  Medical  Association,  forcibly 
stated  that  the  fight  against  the  social 
planners  was  not  merely  a fight  for  the 
present  system  of  medicine,  but  a crusade 
in  behalf  of  humanity,  freedom  and  pa- 
triotism. After  listing  the  many  activities 
of  the  American  Medical  Association  in 
the  Campaign,  Dr.  Irons  stated  the  need 
for  Medicine  to  put  its  own  house  in  order 
on  a local  level.  He  listed  two  vital  prob- 
lems: the  need  of  providing  for  emer- 

gency calls,  and  the  relatively  few  but 
highly  important  cases  of  overcharging 
patients.  He  urged  county  societies  to 
form  emergency  call  bureaus  and  griev- 
ance committees. 

George  F.  Lull,  M.  D.,  Secretary  and 
General  Manager  of  the  American  Medical 
Association,  spoke  briefly  on  “The  Finan- 
cial Picture,”  explaining  the  mechanics 
of  collection  of  dues  and  classifications  of 
the  members. 

Medicine  Spearheading  Crusade 

“Leaders  in  other  industries  and  profes- 
sions are  increasingly  aware  that  Medi- 
cine is  spearheading  a concrete  fight  a- 
gainst  socialistic  tendencies  in  govern- 
ment, that  it  is  leading  a crusade  far  big- 
ger than  Medicine  alone,”  Miss  Leone 
Baxter,  General  Manager  of  the  Educa- 
tional Campaign,  said  in  her  morning  ad- 
dress. 

“A  righteous  cause  is  not  enough  to  win 
battles  in  Congress,”  Miss  Baxter  said, 
in  urging  the  need  of  enlisting  more  allies 
for  Medicine,  and  pointed  out  that  the  fight 
could  not  be  won  without  help.  She  stated 
that  over  3,000  organizations  in  this  coun- 
try have  gone  on  record  against  Compul- 
sory Health  Insurance.  Many  . thousands 
more  are  needed. 

“It  will  be  significant  to  you  to  know 
that  in  the  endorsement  drive  some  of  the 
best  work  has  been  done  in  states  where 
the  closest  liaison  exists  between  auxili- 
aries and  their  medical  societies,”  Miss 
Baxter  said. 

She  read  statements  from  a number  of 
our  lawmakers  in  both  Houses  as  she  em- 
phasized the  importance  of  getting  more 
and  more  resolutions  from  lay  organiza- 
tions. In  each  statement,  the  congressmen 
expressed  gratitude  on  being  sent  these 
resolutions.  Typical  of  them  was  Senator 
Homer  Ferguson,  of  Michigan,  who  wrote, 
....this  gives  me  excellent  information 
on  the  feeling  of  the  people  in  my  state. 
Please  keep  us  informed.” 


The  American  Medical  Association’s 
position  on  pending  legislation  was  the 
subject  of  a talk  by  Louis  H.  Bauer,  M.  D., 
Chairman  of  the  Board  of  Trustees  of  the 
American  Medical  Association.  Dr.  Bauer 
told  of  the  American  Medical  Associa- 
tion’s position  on  the  so-called  “fringe 
legislation,”  and  how  these  opinions  were 
reached.  Dr.  Bauer  felt  that  the  average 
doctor  today  has  no  conception  of  all  that 
the  American  Medical  Association  is  do- 
ing in  his  behalf.  Some  of  the  lay  com- 
plaints, such  as  inability  to  reach  a phy- 
sician in  an  emergency,  and  excessive 
charges  by  a limited  few  physicians,  must 
be  solved  on  a local  and  state  basic.  Dr. 
Bauer  stated  one  physician  overcharging 
in  a community  can  do  more  to  hurt  the 
cause  of  Medicine  than  100  physicians  do- 
ing the  right  thing  could  do  to  help  it. 

Contact  Your  Legislators 

“Your  Congressman  is  interested  in 
how  you  feel  about  pending  legislation,” 
Joseph  S.  Lawrence,  M.  D.,  Director  of 
the  American  Medical  Association,  Wash- 
ington Office,  told  the  Conference.  The 
doctor  urged  that  physicians  keep  in  touch 
with  their  congressmen;  either  see  him  or 
write  him.  He  feels  that  doctors  should 
write  their  congressman  reasonably  of- 
ten— in  their  own  handwriting.  Even 
though  your  congressman  is  not  on  a stra- 
tegic committee,  write  to  him  anyway 
and  ask  him  to  talk  to  the  congressmen 
that  are  on  the  important  committees. 
Congressmen  like  to  have  you  do  this.  Dr. 
Lawrence  said  Congressmen  feel  that  the 
support  of  a physician  is  worth  15  votes. 

Mrs.  Paul  Craig,  National  Public  Rela- 
tions Chairman  of  the  Woman’s  Auxiliary 
of  the  American  Medical  Association, 
stated  that  the  Auxiliary  was  perhaps  the 
most  effective  agent  that  the  doctors  had 
in  their  educational  campaign,  but  the 
most  neglected.  She  reminded  her  audi- 
ence of  the  tremendous  latent  possibility 
of  the  Auxiliary  and  urged  the  profession 
to  take  her  group  into  their  confidence 
and  use  it. 

How  the  medical  profession  in  Ohio  ' 
operates  in  respect  to  political  problems 
was  told  by  the  Executive  Secretary  of 
the  State  Medical  Association,  Charles  S. 
Nelson.  He  urged  the  profession  not  to  be 
“vote  slackers”  but  to  register  and  vote 
and  see  that  the  doctor  urgeg  all  his  as- 
sociates and  patients  to  do  the  same.  Mr. 
Nelson  stated  that  politicians  have  a warm 
spot  in  their  hearts  for  those  groups  who 
get  the  vote  out. 
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THE  AMERICAN  MEDICAL  ASSOCIATION 


Editor’s  Note:  This  article  was  written  at 
the  request  of  the  Council  of  the  Kentucky 
State  Medical  Association.  It  is  adapted  from 
the  1949-50  Handbook  of  the  American  Medical 
Association.  The  extent  and  the  scope  of  the 
activities  of  the  Association  are  not  generally 
recognized.  We  hope  this  article  will  have  in- 
formational value  in  presenting  an  outline  of 
the  Association’s  services  in  behalf  of  the  medi- 
cal profession  and  the  people. 

The  143,360  physicians  who  are  mem- 
bers of  the  2,011  component  and  district 
medical  societies  and  the  53  constituent 
state  and  territorial  medical  associations 
are  automatically  eligible  to  membership 
in  the  American  Medical  Association. 

Of  the  143,360  member  physicians, 
78,489  are  Fellows.  Following  authoriza- 
tion by  the  House  of  Delegates,  the  Board 
of  Trustees  set  membership  dues  for  1950 
at  $25.00.  A member  may  become  a Fel- 
low upon  application  to  the  Secretary  and 
by  paying  $12.00  Fellowship  dues,  which 
also  entitles  him  to  receive  The  Journal 
each  week. 

The  working  organization  consists  of 
the  House  of  Delegates  with  its  Councils, 
the  Board  of  Trustees  with  its  Councils, 
Bureaus,  Committees,  Library  and  Pub- 
lications. The  headquarters  are  located 
at  535  North  Dearborn  Street,  Chicago  10, 
Illinois. 

Organization 

Delegates  elected  by  the  53  constituent 
associations  in  states  and  possessions  con- 
stitute the  House  of  Delegates.  The  stand- 
ing committees  of  the  House  of  Delegates 
are: 

Judicial  Council 

Council  on  Medical  Education  and 
Hospitals 

Council  on  Scientific  Assembly 

Council  on  Medical  Service 

The  standing  committees  of  the  Board 
of  Trustees  are: 

Council  on  Pharmacy  and  Chemistry 

Council  on  Physical  Medicine  and  Re- 
habilitation 

Council  on  Foods  and  Nutrition 

Council  on  Industrial  Health 

Council  on  National  Emergency  Medi- 
cal Service 

The  Bureaus  of  the  Administrative  Of- 
fices are: 

Bureau  of  Health  Education 

Bureau  of  Legal  Medicine  and  Legis- 
lation 


Bureau  of  Exhibits 
Bureau  of  Investigation 
Bureau  of  Industrial  and  Personnel 
Relations 

Cooperative  Medical  Advertising  Bu- 
reau 

Bureau  of  Medical  Economic  Re- 
search 

Public  Relations  Department 
Library 

Special  Committees  consist  of: 
Committee  on  Therapeutic  Research 
Committee  on  Medical  Motion  Pic- 
tures 

Committee  on  Rural  Health 
Committee  on  Scientific  Exhibit 
Therapeutic  Trials  Committee 

The  Association’s  publications  are: 
Journal  of  the  American  Medical  As- 
sociation 
Special  Journals 
Hygeia  (Today’s  Health) 

American  Medical  Directory 
Quarterly  Cumulative  Index  Medicus 

Operation 

The  policies  of  the  American  Medical 
Association  are  established  by  the  House 
of  Delegates  at  the  Annual  and  Clinical 
Sessions.  Delegates  are  elected  by  the 
constituent  associations  and  the  sections 
of  the  Scientific  Assembly,  and  represen- 
tatives are  appointed  by  the  Surgeons- 
General  of  the  Army,  Navy,  Air  Force 
and  Public  Health  Service,  and  the  Chief 
Medical  Officer  of  the  Veterans’  Adminis- 
tration. 

The  Interim  governing  body  between 
meetings  of  the  House  of  Delegates  is  the 
Board  of  Trustees.  The  Board  is  compos- 
ed of  nine  members,  elected  by  the  House 
for  five  year  terms. 

The  daily  activities  are  under  the  direc- 
tion of  the  Secretary  and  General  Mana- 
ger and  are  carried  out  by  the  Editor,  the 
secretaries,  directors,  and  staff  personnel 
of  the  various  Councils,  Bureaus,  Commit- 
tees, and  publications  of  the  Association. 

The  operating  income  comes  from  dues 
and  revenues  earned  by  the  publications. 

ADMINISTRATION 

The  American  Medical  Association,  as 
a name,  is  well  known  to  all  physicians — 
to  the  general  practitioner,  the  specialist, 
the  teacher,  the  resident,  and  the  intern. 
So,  too,  is  the  name  known  to  the  medical 
student,  the  pre-medic,  and  the  lay  public. 
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But  “known  to”  and  “knowledge  of”  have 
widely  different  meanings. 

The  above  outine  shows  the  organiza- 
tional structure  of  the  Association.  There 
follows  brief  descriptions  of  the  services 
of  the  various  Councils,  Committees,  Bu- 
reaus, and  Departments.  The  purpose  of 
these  descriptions  is  to  assist  physicians 
in  knowing  their  Association  and  in  learn- 
ing the  services  it  provides  to  them.  Pro- 
viding these  services,  staffing  the  Coun- 
cils and  Bureaus,  and  coordinating  their 
work  requires  management  and  direction. 
This,  the  administrative  side  of  the  Asso- 
ciation’s nationwide  activities,  is  given  toe- 
low. 

OFFICE  OF  THE  SECRETARY  AND  GEN- 

ERAL  MANAGER 

George  F.  Lull,  M.  D.,  Secretary  and  General 

Manager 

Ernest  B.  Howard,  M.  D„  Assistant  Secretary 

The  complex  and  far-flung  activities  of 
the  Association  require  general  direction 
and  integration,  an  administrative  respon- 
sibility that  falls  upon  the  Secretary  and 
General  Manager — the  secretary,  because 
he  is  so  elected  by  the  House  of  Delegates; 
and  the  General  Manager,  because  he  is 
so  appointed  by  the  Board  of  Trustees. 

As  the  titles  indicate,  the  Secretary  and 
General  Manager  acts  in  both  an  interpre- 
tive and  a supervisory  capacity,  making 
the  executive  decisions  necessary  for  daily 
operation  of  the  organization.  He  carries 
out  the  directives  of  the  House  of  Dele- 
gates and  the  Board  of  Trustees  and  exer- 
cises chief  authority  over  all  employees 
and  officers  of  the  headquarters  staff. 

The  Assistant  Secretary  assists  the  Sec- 
retary and  Genera]  Manager  and  assumes 
responsibility  for  the  activities  of  that  of- 
fice in  the  absence  of  the  Secretary. 
EUREAU  OF  INDUSTRIAL  AND  PERSON- 
NEL RELATIONS 

T.  V.  McDavill,  Director 

The  Bureau  of  Industrial  and  Personnel 
Relations  is  concerned  primarily  with  the 
problems  of  personnel  administration  of 
the  Association.  It  acts  in  a staff,  rather 
than  in  a line,  capacity  to  the  General 
Manager  concerning,  among  other  things, 
(1)  wage  and  salary  adjustments  for  em- 
ployees by  the  use  of  proved  salary  ad- 
ministration techniques;  (2)  negotiations 
revelant  to  rates  of  pay  and  conditions  of 
employment  with  recognized  bargaining 
units  of  employees;  (3)  manpower  utiliza- 
tion based  on  studies  of  staffing,  depart- 


mental turnover,  overtime  and  produc- 
tion; (4)  governmental  laws  and  regula- 
tions affecting  employment;  (5)  recruit- 
ing, testing,  selection  and  placement  of 
ordinary  office  personnel;  and  (6)  train- 
ing program  for  first  line  supervision. 

PUBLIC  RELATIONS  DEPARTMENT 
Lawrence  W.  Rember,  Director 
John  L.  Bach,  Press  Relations  Director 

The  public  relations  of  the  American 
Medical  Association  is  vested  in  the  Board 
of  Trustees,  which  is  empowered  by  the 
House  of  Delegates  to  set  up  necessary 
machinery  to  carry  on  this  work. 

The  director  of  the  department  is  in  im- 
mediate charge  of  public  relations  for  ad- 
ministrative purposes,  and  in  public  rela- 
tions contacts  serves  as  Assistant  to  the 
General  Manager. 

Activities  of  the  department,  operating 
since  1946  are: 

Publishing  bi-monthly  PR  DOCTOR  and 
EXCHANGE. 

Issuing  weekly  AMERICAN  MEDICAL 
ASSOCIATION  NEWS. 

Assisting  weekly  with  SECRETARY’S 
LETTER. 

Conducting  annual  Medical  Public  Rela- 
tions Conference. 

Publicizing  Clinical  and  Annual  Sessions. 
Publicizing  activities  and  conferences  of 
Councils,  Bureaus,  and  Committees. 
Servicing  general  magazines,  trade  papers, 
and  house  organs  with  articles  and  article 
material. 

Servicing  news  and  special  events  depart- 
ments of  radio  networks  and  individual 
stations. 

Servicing  special  requests  from  medical 
science  writers  representing  both  news- 
papers and  magazines. 

Liaison  and  co-operation  with  public  re- 
lations departments  of  allied  health  and 
professional  organizations  and  institutions. 
Assisting  national,  state,  and  county  Auxil- 
iaries and  other  women’s  organizations. 
Publicizing  of  12-point  program  and  other 
overall  A.  M.  A.  activities. 

The  purpose  of  the  Public  Relations  De- 
partment is  to  serve  the  national,  state, 
and  local  medical  societies  in  solving  pub- 
lic relations  problems  and  conducting  pub- 
lic relations  programs;  to  maintain  and 
build  good  will  for  the  medical  profession; 
and,  by  full  utilization  of  the  power  of 
public  relations,  to  advance  the  health  and 
welfare  of  the  American  people. 
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FELLOWSHIP,  MEMBERSHIP  AND  SUB- 
SCRIPTION DEPARTMENT 

A.  W.  Stack,  Director 

The  Fellowship,  Membership  and  Sub- 
scription Department  maintains  all  records 
of  Fellows,  Members  and  subscribers  to 
The  Journal  of  the  American  Medical  As- 
sociation; American  Journal  of  Diseases 
of  Children;  Archives  of  Internal  Medi- 
cine; Archives  of  Dermatology  and  Syph- 
ilology;  Archives  of  Otolaryngology;  Ar- 
chives of  Neurology  and  Psychiatry;  Ar- 
chives of  Surgery;  Quarterly  Cumulative 
Index  Medicus;  Archives  of  Pathology, 
and  Archives  of  Ophthalmology.  About 
450,000  cards  are  required  to  record  al- 
most 80,000  Fellows,  nearly  144,000  Mem- 
bers and  approximately  190,000  sub- 
scribers to  the  various  publications. 

Fellowship  enrollments  and  registration 
of  Fellows  at  the  annual  sessions  are  a part 
of  the  responsibilities  of  this  department. 

Members  should  contact  this  depart- 
ment for  information  concerning  Fellow- 
ship requirements;  Membership  require- 
ments and  subscriptions  to  journals  pub- 
lished by  the  association. 

Membership  and  Fellowship  Defined 

Every  member  in  good  standing  in  the  con- 
stituent medical  association  of  the  state,  or  ter- 
ritory in  which  he  is  engaged  in  practice  whose 
name  is  officially  reported  to  the  Secretary  of 
the  American  Medical  Association  for  enroll- 
ment becomes  automatically  a member  of  the 
American  Medical  Association  upon  payment 
of  dues. 

Members  of  the  American  Medical  Associa- 
tion who  graduated  at  recognized  medical 
schools  are  eligible  to  apply  for  Fellowship. 

To  qualify  as  a Fellow,  a member  in  good 
standing  is  required  to  make  formal  applica- 
tion for  Fellowship  and  to  pay  Fellowship  dues 
of  $12.00  which  includes  subscription  to  THE 
JOURNAL.  Applications  must  be  approved  by 
the  Judicial  Council. 

Only  those  members  who  qualify  as  Fellows 
are  eligible  for  election  as  officers,  may  serve 
as  members  of  the  House  of  Delegates  and  may 
participate  in  the  work  of  its  scientific  sec- 
tions. 

According  to  the  By-Laws  of  the  American 
Medical  Association,  no  physician  may  be  offi- 
cially recorded  as  a member  of  the  American 
Medical  Association  except  on  the  basis  of 
membership  in  one  constituent  medical  asso- 
ciation which  shall  be  the  constituent  associa- 


tion of  the  state  or  territory  in  which  the  phy- 
sician concerned  engages  in  the  practice  of 
medicine. 

DIRECTORY  AND  BIOGRAPHICAL  DE- 
PARTMENT 

Frank  V.  Cargill,  Director 

In  1905,  at  Portland,  Oregon,  the  House 
of  Delegates  of  the  American  Medical  As- 
sociation proposed  the  establishment  of  a 
biographical  record  for  physicians  and  the 
publishing  of  a medical  directory.  The 
First  Edition  of  the  American  Medical  Di- 
rectory was  issued  in  1906.  Subsequent 
editions  have  been  published  at  intervals 
of  approximately  two  years,  except  im- 
mediately after  World  Wars  I and  II.  The 
17th  Edition  was  issued  in  1942,  and  plans 
are  now  being  made  to  complete  the  18th 
Edition  before  January  1950  and  to  pub- 
lish every  two  years  thereafter. 

The  Directory  files  include  some  500,000 
cards  containing  such  information  on  phy- 
sicians as:  Date  of  birth,  medical  school 
and  year  of  graduation,  state  and  year  of 
license,  internships  and  residences,  pro- 
fessorships, medical  society  affiliations, 
certifications  by  specialty  boards,  special- 
ty practiced,  residence  and  office  adress- 
es.  This  information  is  kept  in  a perpet- 
ual file  so  that  it  may  always  be  avail- 
able. The  Department  also  maintains  the 
Personal  File,  made  up  of  letters  from  of- 
ficial sources,  newspaper  and  journal  clip- 
pings, which  are  used  in  preparing  bio- 
graphic items  and  obituaries,  and  in  ans- 
wering inquiries  of  a professional  nature. 

A supplementary  service  to  the  Direc- 
tory is  issued  twice  a month  listing  the 
names  of  new  physicians,  changes  of  ad- 
dress, names  of  physicians  who  have  died, 
and  names  of  physicians  entering  or  leav- 
ing the  Army  of  the  U.  S.  and  the  U.  S. 
Naval  Reserve.  The  service  is  available  on 
a subscription  and  royalty  fee  basis  to 
commercial  firms,  publishers,  insurance 
companies,  and  others  who  use  the  Direc- 
tory to  circularize  the  medical  profession. 

This  department  will  give  you  informa- 
tion concerning  the  professional  status  of 
physicians;  location  of  an  individual  phy- 
sician; biographical  data  on  physicians; 
American  Medical  Directory  and  Direc- 
tory Report  Service. 

HYGEIA  CIRCULATION  DEPARTMENT 
Frank  V.  Cargill,  Director 

In  1921  the  House  of  Delegates  of  the 
American  Medical  Association,  at  the 
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Boston  session,  authorized  the  issuance  of 
a popular  health  magazine.  At  the  session 
ot  the  House  of  Delegates  in  June  1922  the 
Board  of  Trustees  was  authorized  to  pro- 
ceed, and  the  first  issue  of  the  magazine 
now  titled  Hygeia,  The  Health  Magazine, 
appeared  in  April  1923,  with  a circulation 
of  20,294  copies.  Today  more  than  235,000 
copies  of  each  issue  are  printed.  As  the 
supply  of  paper  becomes  more  plentiful, 
Hygeia’s  circulation  will  continue  to  ex- 
pand, with  special  efforts  being  made  to 
widen  the  magazine’s  distribution  among 
physicians,  dentists,  nurses,  young  mothers 
and  high  school  and  college  students. 

Subscriptions  for  Hygeia  are  obtained 
through  intensive  direct  mail  campaigns, 
advertising  in  selected  periodicals,  sub- 
scription agencies,  and  the  efforts  of  the 
Woman’s  Auxiliary  to  the  American  Medi- 
cal Association.  Hygeia  is  exhibited  an- 
nually at  conventions  of  national  organi- 
zations in  the  field  of  health  and  educa- 
tion. 

Ask  this  department  for  information  a- 
bout  subscriptions  to  Hygeia;  Hygeia 
contest  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association;  Student 
Group  Plan  for  High  Schools  and  Colleges 
and  for  sets  of  Discussion  Topics  on  the 
current  issue  of  Hygeia. 

BUSINESS  AND  ADVERTISING  DEPART- 
MENT 

Thomas  R.  Gardiner,  Business  Manager 

The  Business  Department  has  been  op- 
erating since  The  Journal,  of  The  Ameri- 
can Medical  Association  was  founded  in 
1883.  Since  then  its  scope  of  activities  has 
consistently  broadened  to  keep  pace  with 
the  growth  of  the  Association. 

Its  primary  concern  is  with  the  work  of 
securing  and  handling  advertising  for  all 
publications — The  Journal  of  The  Ameri- 
can Medical  Association,  Hygeia,  and 
the  nine  Special  Journals.  To  secure 
and  maintain  advertising,  which  sup- 
plies over  50%  of  the  A.M.A.’s  income, 
it  is  necessary  to  maintain  steady  contact 
with  a large  list  of  manufacturers  and 
their  advertising  agencies.  This  is  accom- 
plished by  personal  solicitation  by  mem- 
bers of  the  business  staff  and  by  corres- 
pondence. In  addition,  there  are  represen- 
tatives’ offices  in  New  York,  Chicago,  San 
Francisco,  and  Los  Angeles. 

The  amount  of  work  involved  is  easily 
visualized  when  one  considers  that  in  a 
year’s  time  The  Journal  carries  more 
than  5,000  separate  display  advertise- 
ments, Hygeia  over  700  and  the  Special 


Journals  over  1,200.  In  addition  to  the 
display  advertisements  in  all  publications 
The  journal  carries  an  extensive  week- 
ly department  of  classified  advertise- 
ments with  over  15,000  individual  inser- 
tions each  year. 

Because  of  the  high  standards  set  for 
advertising  appearing  in  A.M.A.  publica- 
tions, an  important  phase  in  the  work  of 
this  Department  is  the  examination  of  all 
submitted  advertising  copy,  its  processing 
through  the  various  Council  Officers  and 
the  Advertising  Committee. 

A phase  that  has  become  increasingly 
important  is  the  work  done  on  the  Tech- 
nical Exhibition  at  the  A.M.A.  Sessions. 
The  planning  of  the  meeting  and  the  sale 
of  exhibit  space  to  the  hundreds  of  exhi- 
bitors at  the  annual  and  clinical  meetings 
is  one  of  the  department’s  tasks.  The  same 
standards  apply  to  the  acceptance  of  items, 
literature  and  claims  in  an  exhibit,  as  for 
advertising  in  publications  of  the  A.M.A. 

The  Business  Manager  also  supervises 
other  activities  of  the  A.  M.  A.  Journal, 
Special  Journals,  and  Hygeia.  In  addi- 
tion, the  Department  purchases  most  of 
the  equipment  used  in  the  building,  ar- 
ranges transportation,  and  performs  other 
functions  of  a business  nature. 

ACCOUNTING  DEPARTMENT 
Edward  A.  Hoffman,  Comptroller 

The  Accounting  Department  maintains 
the  financial  and  related  records  of  the 
Association.  These  records  include  receipts 
from  subscriptions  and  from  the  sale  of  ad- 
vertising space  in  the  periodical  publica- 
tions, books,  pamphlets,  Technical  Exhibit 
Space,  etc.  They  also  include  authorized 
disbursements  for  materials  and  supplies 
used  in  printing  and  in  other  activities, 
and  disbursements  in  the  conduct  of  bu- 
reaus, councils,  committees,  etc. 

An  annual  budget  is  prepared  in  con- 
junction with  each  council,  bureau  and 
department  head  for  submission  to  the 
Board  of  Trustees  prior  to  the  beginning 
of  each  fiscal  year.  Accounts  are  maintain- 
ed for  each  council,  bureau  and  commit- 
tee and  for  each  periodical,  and  the  vari- 
ous expenses  are  segregated  and  reported 
thereon  annually.  Reports  are  regularly 
prepared  for  meetings  of  the  Executive 
Committee  and  the  Board  of  Trustees. 

Other  functions  include  the  insurance 
of  properties,  the  filing  of  tax  returns  and 
reports  to  various  governmental  agencies, 
the  preparation  of  statistics  on  finance 
and  investments  and  the  computation  of 
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production  costs.  Administrative  work  for 
the  more  than  800  employees  enrolled  in 
Employee  Life  Insurance,  Hospital  Insur- 
ance, and  Annuity  Plans  is  performed  a- 
long  with  the  computation  of  payrolls  and 
record  keeping  for  Social  Security  and 
Withholding  Tax  purposes. 

THE  COOPERATIVE  MEDICAL  ADVERTIS- 
ING EUREAU 
Alfred  J.  Jackson,  Direclor 

The  Cooperative  Medical  Advertising 
Bureau  was  organized  in  1913  to  promote 
advertising  of  high  standard  for  its  mem- 
bers comprising  a number  of  state  medi- 
cal associations.  Since  then,  its  member- 
ship has  grown  until  it  now  includes 
thirty-four  participating  publishers  of 
thirty-four  state  medical  journals  repre- 
senting forty-two  state  societies,  includ- 
ing the  Kentucky  Medical  Journal. 

The  Bureau  facilitates  contact  between 
the  state  medical  publications  and  adver- 
tisers and  advertising  agencies;  it  aids  in 
the  sale  of  space,  acquisition  and  distri- 
bution of  copy,  checks  copy  with  various 
Councils  and  Committees  of  the  Ameri- 
can Medical  Association,  and  provides 
checking,  billing,  correspondence  and 
similar  services. 

The  principles  and  policies  under  which 
the  Bureau  functions  are  developed  by  a 
consulting  board  of  five  members,  elected 
for  a term  of  five  years,  who  are  editors 
or  business  managers  of  state  medical 
journals  of  the  C.  M.  A.  B.  and  members 
of  the  American  Medical  Association.  The 
General  Manager,  the  chairman  of  the 
Advertising  Committee  and  the  secretary 
of  the  Council  on  Pharmacy  and  Chemis- 
try of  the  American  Medical  Association 
are  members  ex  officio. 

A monthly  bulletin  is  issued  to  each  par- 
ticipating- journal,  indicating  the  progress 
of  the  affairs  of  the  Bureau  and  contain- 
ing suggestions  regarding  advertising 
makeup  together  with  a list  of  products 
that  have  been  accented  by  the  Councils 
on  Pharmacy  and  Chemistry,  Foods  and 
Nutrition,  and  Physical  Medicine  within 
the  current  month. 

When  a manufacturer’s  name  appears 
in  the  state  medical  journals  it  indicates 
to  the  physician  that  the  product  and 
method  of  merchandising  meet  the  high 
advertising  standards  established  by  the 
American  Medical  Association. 
SUPERINTENDENT'S  OFFICE 
Ernest  H.  Booth,  Superintendent 

The  office  of  the  Superintendent  is 
charged  with  a variety  of  functions  includ- 


ed in  the  various  mechanical  depart- 
ments necessary  to  a large  publishing  es- 
tablishment. These  departments  are:  the 
bindery,  mailing  room,  composing  room, 
stereotype  room,  proofroom,  and  the  press- 
rooms. The  Superintendent  is  responsible 
for  the  purchase  of  printing  paper  and 
other  supplies  used  in  the  mechanical  de- 
partments, and  for  the  layout  of  the  var- 
ious publications  on  the  printing  presses. 
He  is  also  responsible  for  the  maintenance 
of  the  headquarter’s  building. 

The  bindery  occupies  one-half  of  the 
third  floor  and  a large  part  of  the  first 
floor.  Here  the  medical  journals  and  many 
thousands  of  reprints  and  pamphlets  are 
cut  and  bound  into  final  form. 

The  four  departments  which  make  up 
the  composing  room  are  on  the  second 
floor — linotyping,  makeup,  proofreading, 
and  advertising  composition.  The  Associa- 
tion has  twelve  modern  linotype  machines, 
most  of  which  are  in  action  during  both 
the  day  shift  and  the  night  shift.  The 
Journal,  the  numerous  books  published 
bv  the  Association,  the  massive  American 
Medical  Directory,  the  special  journals, 
and  many  other  printing  jobs  are  set  in 
type  on  these  twelve  machines. 

The  main  pressroom  occupies  the  entire 
basement  under  the  headquarters  building 
as  well  as  the  additional  space  provided 
by  extending  the  basement  under  the 
sidewalks.  Here  fifteen  large  printing 
presses — ten  single  color  flat  bed  presses, 
two  two-color  flat  bed  presses,  and  three 
rotary  ones — run  almost  continuously  to 
keep  up  with  the  Association’s  needs.  In 
addition,  in  the  northwest  corner  of  the 
first  floor  are  the  Gordon  and  the  Kelly 
presses,  on  which  are  printed  circular  let- 
ters, single  page  reprints,  covers  for  all 
reprints,  cards,  letterheads,  envelopes, 
and  all  the  office  stationery  used  by  the 
Association. 

SCIENTIFIC  ACTIVITIES 

The  tremendous  advance  in  scientific 
and  technologic  discovery  of  the  last  cen- 
tury has  been  rivaled  only  by  the  rapidity 
with  which  such  discoveries  have  been 
adapted  to  medical  uses.  The  practice  of 
medicine  is  still  an  art  as  well  as  a science. 
The  scientific  aspects  of  medicine  place  a 
heavy  burden  of  responsibility  on  the  in- 
dividual physician  and  the  American  Med- 
ical Association. 

In  giving  the  patient  the  best  that  medi- 
cal science  has  to  offer,  the  practicing 
physician  requires  not  only  a long,  expen- 
sive, and  exacting  period  of  study  and 
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training,  but  must  continue  throughout 
his  career  to  have  information  on  the  lat- 
est discoveries  in  medicine.  Few  physi- 
cians have  time  personally  to  evaluate 
new  medical  agents,  foods,  or  therapeutic 
aids;  in  this,  as  in  other  matters,  the  doc- 
tor must  look  to  the  specializing  commit- 
tee or  bureau,  and  to  the  collective  opinion 
of  experts. 

Moreover,  with  technologic  and  scien- 
tific advance,  new  specialties  have  arisen 
which  bring  with  them  questions  of  pol- 
icy, qualification,  and  preparation.  On 
these  questions,  as  on  many  others  relat- 
ing to  the  scientific  aspects  of  medicine, 
there  must  be  agreement,  order  and  ex- 
change of  information  among  physicians. 
To  accomplish  these  the  Association  has 
developed  the  working  Councils  and  Bu- 
reaus described  below. 

COUNCIL  ON  SCIENTIFIC  ASSEMBLY 

The  Council  on  Scientific  Assembly  ar- 
ranges the  programs  of  the  meetings  of 
the  Scientific  Assembly,  organizes  coop- 
eration among  the  several  sections,  and 
coordinates  the  various  sessions  into  an 
integrated  program. 

The  Council  also  considers  applications 
for  new  sections  or  changes  in  existing 
sections;  passes  on  questions  of  policy  in 
relation  to  scientific  work,  and  investi- 
gates and  reports  on  scientific  questions. 
It  appoints  officers  for  those  sessions 
which  make  up  the  Section  on  Miscella- 
neous Topics,  as  well  as  officers  for  the 
first  session  of  a newly  established  section. 
The  Council  is  composed  of  seven  mem- 
bers, elected  by  the  House  of  Delegates, 
with  the  President-Elect,  Secretary  and 
Editor  ex  officio  members. 

COMMITTEE  ON  COSMETICS 
Austin  Smith,  M.  D„  Secretary 

The  Committee  on  Cosmetics  was  organ- 
ized in  1948  to  provide  information  on 
cosmetics  and  other  toilet  preparations. 
The  Committee  evaluates  and  accepts 
cosmetics  that  conform  to  its  rules. 

COUNCIL  ON  MEDICAL  EDUCATION  AND 

HOSPITALS 

Donald  G.  Anderson,  M.  D.,  Secretary 

The  Council  on  Medical  Education  and 
Hospitals  was  organized  in  1904  to  im- 
prove the  quality  of  medical  education. 
In  the  interval,  largely  through  the  ef- 
forts of  the  Council,  the  standards  of  medi- 
cal education  in  the  United  States  hav^ 
been  raised  to  the  point  where  they  are 
generally  recognized  to  be  the  best  in  the 
world. 


The  Council  renders  important  service 
to  prospective  medical  students  and  to  the 
public  by  maintaining  a list  of  “approved” 
medical  schools  in  the  United  States  and 
Canada.  A medical  school  is  classified  as 
approved  only  if  it  is  found  on  actual  in- 
spection to  meet  the  Council’s  standards 
with  regard  to  curriculum,  instructional 
staff,  physical  facilities,  clinical  facilities 
and  general  administrative  practices. 
Periodic  reinspections  of  all  medical 
schools  are  made  at  appropriate  intervals. 

Another  important  phase  of  the  Coun- 
cil’s work  is  the  collection,  classification 
and  dissemination  of  information  about 
hospitals  and  technical  schools.  The  Coun- 
cil’s professional  staff  surveys  hospitals 
for  the  purpose  of  carrying  out  its  appro- 
val program. 

The  Council  also  acts  as  the  approving 
body  for  those  examining  boards  in  the 
different  medical  specialties  that  desire 
the  recognition  of  the  American  Medical 
Association. 

Detailed  information  concerning  all 
schools  and  hospitals  is  maintained  in  the 
Council’s  office. 

This  Council  will  serve  you  when  you 
desire  information  relative  to  Approved 
Colleges  of  Arts  and  Sciences;  Approved 
Medical  Schools;  Medical  Education;  data 
pertaining  to  hospitals,  registration  of 
hospitals;  approval  of  internships,  appro- 
val of  residences  and  fellowships;  require- 
ments of  approved  examining  boards  in 
the  medical  specialties;  approval  of  schools 
for  medical  laboratory,  x-ray  and  physi- 
cal therapy  technicians;  approved  schools 
for  occupational  therapy  and  for  medical 
record  librarians;  data  pertaining  to  medi- 
cal licensure  and  lists  of  postgraduate 
courses. 

COUNCIL  ON  PHARMACY  AND 

CHEMISTRY 

Austin  Smith,  M.  D„  Secretary 

The  Council  on  Pharmacy  and  Chemis- 
try was  organized  in  1905  to  protect  the 
medical  profession  and  the  public  against 
quackery  in  the  social  aspects  of  medical 
practice,  and  against  fraud,  undesirable 
secrecy,  and  objectionable  advertising  in 
connection  with  proprietary  medicines. 
However,  its  scope  of  activities  has  broad- 
ened to  include  the  preparation  of  special 
treatises,  articles,  reports  on  the  status  of 
certain  medicines,  and  books  designed  for 
the  practitioner  and  the  medical  student. 
Two  standing  committees  of  the  Council 
are  well  known  for  their  contributions  to 
research:  The  Therapeutic  Research  Com- 
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mittee  subsidizes  selected  research  pro- 
jects and  the  Therapeutic  Trials  Commit- 
tee aids  in  the  development  of  new  agents 
and  technics  for  medical  research  and 
therapy. 

Contact  the  Council  on  Pharmacy  and 
Chemistry  concerning  drugs — agents  used 
in  allergy,  analgesics,  anesthetics,  seda- 
tives and  hypnotics,  anti-infectives,  anti- 
spasmodic  preparations,  astringents,  caus- 
tics and  sclerosing  agents,  autonomic 
drugs,  cardio-vascular  agents,  central 
nervous  system  stimulants,  contraceptives, 
diagnostic  aids,  diuretics,  gastro-intestinal 
drugs,  hematics,  hormones,  serums  and 
vaccines  end  vitamins.  Current  treat- 
ments; publicity  releases  on  new  drugs 
and  treatments;  material  for  scientific  ad- 
dresses; new  and  non-official  remedies; 
useful  drugs;  epitome  of  U.  S.  Pharmaco- 
peia and  National  Formulary;  glandular 
physiology  and  therapy;  Interns  Manual; 
poisons;  insecticides;  rodenticides,  herbi- 
cides; “wetting”  agents;  current  research; 
hospital  formularies;  diagnostic  labora- 
tory procedures,  and  research  problems. 
THERAPEUTIC  TRIALS  COMMITTEE 
Walton  Van  Winkle,  Jr.,  M.  D.,  Secretary 

This  Committee,  within  the  Council  on 
Pharmacy  and  Chemistry,  is  devoted  to  the 
encouragement  of  research  on  medical 
agents  and  the  promotion  of  adequate 
treatment  through  a better  understanding 
of  the  limitations  of  drugs  and  allied  pro- 
ducts. It  also  organizes  impartial  clinical 
trials  of  biological  and  pharmaceutical  a- 
gents  which  show  promise  of  being  good 
in  either  diagnosis,  prevention  or  therapy. 
It  also  sponsors  and  coordinates  coopera- 
tive clinical  investigations,  involving 
several  institutions. 

The  Therapeutic  Trials  Committee  can 
aid  you  in  problems  relating  to  feasibility 
of  conducting  specific  clinical  investiga- 
tions in  field  of  therapeutics,  fields  of  in- 
terest of  clinical  investigation,  current 
research  programs  within  medical  insti- 
tutions, design  and  conduct  of  clinical  re- 
search, therapeutic  value  or  results  of  re- 
search on  new  medicinal  agents  not  yet 
clinically  available,  assistance  in  securing 
support  for  clinical  research  by  investi- 
gators in  academic  and  other  institutions. 
COUNCIL  ON  FOODS  AND  NUTRITION 
James  R.  Wilson,  M.  D.,  Secretary 

The  Council  on  Foods  and  Nutrition  was 
organized  in  1929  to  evaluate  nutritional 
claims  of  food  product  processors.  Volun- 
tarily submitted  foods,  accompanied  by 


complete  advertising  and  information  on 
ingredients,  manufacturing  process,  bac- 
teriologic  examination,  and  assurance  of 
compliance  with  food  laws,  are  appraised. 
Manufacturers  of  foods  which  meet  the 
Council’s  requirements  and  which  are 
properly  advertised  and  promoted  are 
privileged  to  display  the  seal  of  the 
Council  on  labels  and  in  advertising,  and 
are  obligated  to  maintain  their  products 
and  advertising  in  full  accord  with  the 
Rules  and  Regulations  of  the  Council. 

Acceptance  is  limited  at  present  to  spe- 
cial purpose  foods.  A few  general  purpose 
foods  of  particular  importance  to  the  pub- 
lic health  are  also  considered. 

Consult  this  Council  for  information  on 
advertising  claims  for  any  food  advertis- 
ed in  association  publications,  details  of 
composition  of  council  accepted  foods  or 
for  the  Council’s  attitude  toward  contem- 
plated revisions  of  food  laws,  public  health 
programs  having  to  do  with  food  or  nu- 
trition problems,  the  teaching  of  nutrition 
in  medical  schools  or  chemical  contami- 
nants of  foods. 

COUNCIL  ON  PHYSICAL  MEDICINE  AND 

REHABILITATION 

Howard  A.  Carter,  Secretary 

The  Council  on  Physical  Medicine  and 
Rehabilitation,  formerly  known  as  the 
Council  on  Physical  Therapy,  was  estab- 
lished in  1925  to  gather  and  disseminate 
such  information  as  will  assist  the  medi- 
cal profession  in  determining  the  thera- 
peutic and  diagnostic  value  of  certain  de- 
vices and  methods  employed  in  the  prac- 
tice of  medicine. 

Diagnostic  and  therapeutic  apparatus 
are  evaluated  and  reported  on  in  the 
Journal  of  the  American  Medical  Associa- 
tion. A list  of  such  devises,  together  with 
descriptions  and  investigation  reports,  is 
maintained  by  the  Secretary. 

The  Council  will  furnish  you  with  Man- 
uals on  Physical  Therapy,  Occupational 
Therapy,  and  Amputations,  the  Handbook 
on  Physical  Medicine  and  will  give  you 
information  concerning  advertising  claims 
for  apparatus  advertised  in  A.M.A.  publi- 
cations and  apparatus  accepted  by  the 
council. 

CHEMICAL  LABORATORY 
Walter  Wolman,  Ph.D.,  Director 

The  A.  M.  A.  Chemical  Laboratory  was 
established  in  1906  to  aid  the  Council  on 
Pharmacy  and  Chemistry  in  the  evalua- 
tion and  standardization  of  medicinals.  It 
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is  well  equipped  for  the  chemical  investi- 
gation of  therapeutic  agents  offered  to 
the  medical  profession.  The  Laboratory 
also  supplies  chemical  data  for  the  Bureau 
of  Investigation,  and  aids  The  Journal  A. 
M.  A.  and  other  departments  of  the  Asso- 
ciation. Because  of  pressure  of  work  and 
limited  personnel  the  Laboratory  does  no 
commercial  work  or  work  for  individual 
physicians;  it  must  limit  its  activities  to 
the  examination  of  products  of  general 
interest  to  the  medical  profession. 

The  Laboratory  will  gladly  answer  your 
questions  pertaining  to  standards  of  iden- 
tity, purity,  and  potency  for  drugs;  chemi- 
cal and  physical  properties  of  drugs; 
chemical  composition  of  medicinal  pro- 
ducts; pharmacy  of  therapeutic  agents; 
methods  of  assay,  and  laboratory  appa- 
ratus and  equipment. 

COMMITTEE  ON  THERAPEUTIC  RESEARCH 

This  is  a standing  committee  of  the 
Council  on  Pharmacy  and  Chemistry  to 
encourage  scientific  investigations  in  the 
field  of  therapeutics  by  providing  funds 
for  the  prosecution  of  necessary  research. 
BUREAU'  OF  INVESTIGATION 
Oliver  Field,  Director 

Since  1906  the  Bureau  of  Investigation 
has  been  a clearing  house  of  information 
on  “patent”  and  over-the-counter  medi- 
cines and  related  sundries,  all  forms  of 
quackery,  medical  fads  and  fakes.  Its  files 
contain  over  500,000  cards  and  are  kept  up 
to  date. 

The  information  is  available  to  physi- 
cians, their  patients,  students  and  educa- 
tors, government  agencies  and  civic 
groups. 

Should  a physician  want  to  give  a talk 
before  a local  club  on  some  phase  of  the 
patent  medicine”  evil  or  quackery,  the 
Bureau  of  Investigation  will  be  glad  to 
furnish  material  from  which  to  prepare 
addresses,  and  for  a small  rental  fee  will 
supply  lantern  slides  (or  a film  strip  of 
the  slides)  that  can  be  used  effectively  in 
illustrating  talks  on  such  subjects. 

Consult  the  Bureau  of  Investigation  for 
information  on  the  following:  Treatment 
of  and  “Patent  Medicines”  for  asthma  and 
hay  fever,  cancer,  deafness,  diabetes,  epi- 
iepsy,  eye  remedies,  female  remedies,  kid- 
ney preparations,  laxatives,  pain  killers, 
reducing  preparations,  rheumatism  cures,’ 
stomach  remedies,  tonics,  and  medicines 
for  other  purposes;  devices — diagnostic 
and  treatment,  reducing;  health  lectures 
and  food  faddists,  quacks,  charlatans  or 


cultists;  reprints  and  lantern  slides  on 
subjects  pertaining  to  quackery;  govern- 
mental action  against  drugs  and  devices 
such  as  Food  and  Drug  Administration 
notices  of  judgement,  Federal  Trade  Com- 
mission cease  and  desist  orders  and  stipu- 
lations and  Post  Office  Department  fraud 
orders. 

BUREAU  OF  EXHIBITS 
Thomas  G.  Hull,  Ph.D.,  Director 

The  Bureau  of  Exhibits  concerns  itself 
with  the  graphic  presentation  of  scientific 
and  health  material  for  both  the  graduate 
instruction  of  the  medical  profession  and 
the  health  education  of  the  public.  It  pro- 
vides exhibit  material,  including  motion 
pictures,  for  meetings  of  state  and  county 
medical  societies;  it  provides  exhibits  on 
health  subjects  to  be  used  at  fairs,  public 
expositions,  and  other  public  gatherings. 

The  Scientific  Exhibit  at  the  Annual 
and  Interim  Sessions  of  the  A.  M.  A.  be- 
gan in  1899.  It  is  organized  and  directed 
by  the  Bureau,  under  the  Committee  on 
Scientific  Exhibits  of  the  Board  of  Trus- 
tees. Each  section  of  the  Scientific  Assem- 
bly elects  a representative  to  the  Scienti- 
fic Exhibit. 

Members  of  the  staff,  in  conjunction 
with  the  Council  on  Scientific  Assembly, 
make  arrangements  for  and  manage  meet- 
ing rooms  for  the  nineteen  Sections  of  the 
Association  at  Annual  and  Interim  Ses- 
sions. 

The  Committee  on  Medical  Motion  Pic- 
tures, formed  in  1945,  acts  as  a clearing 
house  for  information  on  medical  motion 
pictures  and  distributes  films  on  a rental 
basis. 

Services  of  the  Bureau  of  Exhibits  in- 
clude the  following:  Information  pertain- 
ing to  State  Medical  Association  and  other 
scientific  organization  exhibits,  exhibits 
for  fairs  and  expositions,  medical  motion 
pictures  and  health  films,  sources  of 
health  films,  reviews  on  motion  pictures, 
application  blanks  for  space  in  the  scien- 
tific exhibit  at  A.  M.  A.  meetings,  applica- 
tion blanks  for  time  on  motion  picture 
program  in  scientific  exhibit  at  A.  M.  A. 
meetings,  information  about  production 
of  motion  pictures  and  exhibits. 

MEDICAL  PUBLICATIONS 
Editor,  Austin  Smith,  M.  D. 

The  publication  of  scientific  journals  is 
one  of  the  Association’s  primary  services 
to  physicians.  It  is  able  to  supply  its  mem- 
bership with  medical  publications  at  a 
great  saving  by  operating  its  own  printing 
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plant.  The  printing  department  includes 
the  great  variety  of  equipment  necessary 
for  producing  medical  journals,  books, 
pamphlets,  and  supplies.  However,  even 
with  a well  equipped  printing  department, 
the  tremendous  demands  for  printed  ma- 
terial in  the  medical  field  often  make  it 
necessary  to  use  outside  printing  estab- 
lishments. 

THE  JOURNAL  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

J.  A.  M.  A.  was  established  in  1883.  Its 
activities  are  directed  by  the  editor  who 
is  appointed  by  the  Board  of  Trustees. 
The  Journal  is  published  weekly  and  sup- 
plies current  medical  news,  as  well  as  of- 
ficial actions  of  the  Association  to  approx- 
imately 130,000  physicians  and  organiza- 
tions throughout  the  country.  The  sub- 
scription price  of  The  Journal  is  $12.00 
annually. 

SPECIAL  JOURNALS 

The  Association  also  makes  available 
to  physicians  the  following  specialty  jour- 
nals, which  are  published  monthly: 

American  Journal  of  Diseases  of 
Children 

Archives  of  Neurology  and  Psychiatry 
Archives  of  Dermatology  and  Syphilol- 

OGY 

Archives  of  Surgery 
Archives  of  Ophthalmology 
Archives  of  Otolaryngology 
Archives  of  Pathology 
Archives  of  Internal  Medicine 
Archives  of  Industrial  Hygiene  and 
Occupational  Medicine 
QUARTERLY  CUMULATIVE  INDEX 
MEDICUS 

The  Index  Medicus,  one  of  the  most 
valuable  publications  in  the  medical  field, 
is  supplied  by  subscriptions  at  $15.00  an- 
nually. It  is  compiled  by  the  library  staff 
and  provides  a ready  reference  index  to 
practically  all  worthwhile  articles  and 
books  currently  published  in  the  most 
important  of  the  world’s  medical  journals. 

LIBRARY  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION 

Miss  Magdalene  Freyder,  Librarian 

Established  in  1911,  the  Library  is  pri- 
marily a service  department  organized  to 
serve  members  of  the  American  Medical 
Association  exclusively.  A general  refer- 
ence department  is  maintained  which  in- 
cludes periodical  lending  and  a package 
library  service.  It  is  the  department  in 


which  the  widely  known  and  dependable 
Quarterly  Cumulative  Index  Medicus  is 
edited  and  compiled. 

To  permit  the  best  possible  service  for 
physicians  it  is  necessary  to  formulate 
certain  guiding  rules.  These  include: 

Rules  Governing  the  Lending  Services 

A.  For  Periodical  Lending  Service 

1.  As  many  as  three  periodicals  may  be  bor- 
rowed at  one  time,  and  may  be  retained  for 
three  days. 

2.  The  files  cover  the  past  ten  years  only. 
Requests  for  issues  of  earlier  date  cannot  be 
filled. 

3.  Members  of  the  American  Medical  Asso- 
ciation and  individual  subscribers  to  its  scien- 
tific publications  may  receive  this  service,  pro- 
vided they  reside  in  continental  United  States 
and  Canada. 

4.  Requests  for  periodicals  should  be  address- 
ed, Library,  American  Medical  Association,  535 
N.  Dearborn  Street,  Chicago  10,  and  stamps 
should  be  enclosed  to  cover  expense  of  mailing. 
Enclose  6 cents  if  one  and  18  cents  if  three 
periodicals  are  requested.  Stamps  should  be 
sent  in  a letter  and  not  enclosed  with  the 
periodicals. 

5.  Publications  of  the  American  Medical  As- 
sociation press  are  not  available  for  lending. 

The  borrower  is  held  responsible  for  the 
journal  if  it  is  lost  or  mutilated  in  the  mails. 

E.  For  Package  Library  Service 

The  Library  of  the  American  Medical 
Association  has  collected  published  ma- 
terial, in  the  form  of  reprints  and  pages 
from  periodicals,  on  many  phases  of 
medicine  and  surgery.  This  material  will 
be  loaned  to  members  of  the  Association 
or  to  individual  subscribers  to  its  scienti- 
fic publications  for  a small  charge.  The 
collection  does  not  contain  articles  in  for- 
eign languages,  or  articles  on  highly  spe- 
cialized topics,  but  these  may  be  supplied 
when  especially  requested. 

1.  The  service  is  supplied  only  to  members  of 
the  Association  and  to  individual  subscribers 
to  its  scientific  periodicals. 

2.  Requests  for  packages  must  be  in  writing 
and  should  be  addressed  “Library,  American 
Medical  Association.”  Ten  days  must  be  allow- 
ed for  filling  requests. 

3.  Only  one  package  may  be  borrowed  at  one 
time. 

4.  Twenty-five  cents  in  stamps  must  be  en- 
closed, to  cover  postage  and  part  of  expense  of 
collecting  the  material.  This  should  not  be  en- 
closed in  the  package  but  should  be  sent  un- 
der separate  cover. 
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5.  Packages  must  not  be  kept  longer  than 
six  days. 

6.  Packages,  or  items  contained  therein,  that 
are  lost  can  be  replaced,  if  at  all,  only  by  pur- 
chase of  some  or  all  of  the  lost  items.  The  ac- 
tual cost  of  replacing  such  items  must  be  borne 
by  the  borrower. 

7.  When  returning  the  package,  tear  off  the 
slip  sent  with  package  and  paste  on  wrapper. 
Please  notify  The  Library,  American  Medical 
Association,  535  N.  Dearborn  St.,  Chicago  10 — 
postal  card  is  sufficient — when  the  package  is 
mailed  back. 

Publications,  Other  Than  Scientific 

HYGEIA 

The  only  authoritative  layman’s  maga- 
zine on  health  and  medical  problems  is 
published  by  the  Association.  The  editor 
of  J.A.M.A.  is  also  editor  of  Hygeia.  A 
separate  staff  of'  assistant  editors  handle 
the  daily  routine.  Hygeia  is  sold  by  sub- 
scription to  individuals  and  organizations, 
and  its  promotion  is  one  of  the  principal 
functions  of  the  Association’s  Woman’s 
Auxiliary. 

Council  and  Bureau  Publications 

In  addition  to  the  regular  periodicals 
issued  by  the  A.M.A.  hundreds  of  thou- 
sands of  circulars,  reprints,  leaflets,  and 
posters  on  medical  and  health  topics  are 
printed  and  distributed  annually.  A price 
list  of  these  publications  is  available  and 
will  be  supplied  on  request. 

SOCIO-ECONOMIC  ACTIVITIES 

The  social  and  economic  aspects  of  the 
practice  of  medicine  have  far  reaching 
implications.  The  physician  is  concerned 
with  these  implications  as  they  reflect  on 
the  patient,  the  public,  and  the  profession. 

Better  than  any  one  else  he  knows  the 
consequences  of  ill-considered  legislation 
or  faulty  social  action  on  the  quality  of 
medical  care  and  on  the  health  of  the  na- 
tion. However,  to  keep  abreast  of  the  times 
is  a project  too  great  for  any  individual 
physician.  Acting  collectively  for  the  in- 
dividual physicians,  the  American  Medi- 
cal Association,  through  its  councils  and 
committees,  and  headquarters  facilities, 
makes  continuing  study  of  activities,  pro- 
gress, and  trends  in  the  socio-economic 
field  of  medicine. 

These  councils,  committees,  and  the 
headquarters  staff: 

— Assist  the  public  in  understanding 
the  medical  profession,  and  the 
quality  and  the  value  of  the  indi- 
vidual physician’s  services; 


— Assist  the  profession  in  keeping  a- 
breast  of  changes  and  trends  in  the 
socio-economic  field  of  medicine; 

— Assist  the  patient  in  his  search  for 
ways  and  means  of  providing  him- 
self with  medical  care; 

— Bring  together  the  public,  the  pa- 
tient, and  the  profession  in  the  so- 
lution of  the  social  and  economic 
problems  of  medical  care. 

JUDICIAL  COUNCIL 

The  doctor’s  concern  with  ethics  is  not 
an  academic  one;  it  is  fundamental  to  the 
high  professional  standards  which  charac- 
terize medical  practice  today.  As  early  as 
1873,  it  was  recognized  that  a special  coun- 
cil was  needed  to  adjudicate  all  questions 
of  ethics  and  to  interpret  the  laws  of  the 
A.  M.  A. 

Consisting  of  five  members,  each  elect- 
ed for  five  years,  the  Judicial  Council  has 
final  decision  in  : (a)  all  questions  involv- 
ing Fellowship  in  the  Scientific  Assem- 
bly or  the  obligations,  rights  and  privi- 
leges of  Fellowship;  (b)  all  controversies 
arising  under  the  Constitution  and  By- 
Laws  and  under  the  Principles  of  Medi- 
cal Ethics  to  which  the  American  Medical 
Association  is  a party,  and  (c)  controver- 
sies between  two  or  more  constituent  as- 
sociations or  their  members;  between  a 
constituent  association  and  a component 
society  or  societies  of  another  constituent 
association  or  associations  or  their  mem- 
bers. In  all  these  cases  the  Judicial  Coun- 
cil shall  have  original  jurisdiction. 

In  all  cases  which  arise  between  a con- 
stituent association  and  one  or  more  of  its 
component  societies,  between  component 
societies  of  the  same  constituent  associa- 
tion, between  a member  or  members  and 
the  component  society  to  which  said  mem- 
ber or  members  belong  or  between  mem- 
bers of  different  component  societies  of  the 
same  constituent  association,  the  Judicial 
Council  shall  have  appellate  jurisdiction 
in  questions  of  law  and  procedure  but  not 
of  fact. 

Correspondence  for  the  Judicial  Council 
should  be  addressed  to  the  Secretary,  Dr. 
George  F.  Lull. 

BUREAU  OF  LEGAL  MEDICINE  AND 

LEGISLATION 

J.  W.  Holloway,  Jr.,  Director 

Established  in  1922,  the  Bureau  of  Legal 
Medicine  and  Legislation  performs  a func- 
tion of  vital  interest  to  the  physician  and 
to  the  public.  Everyone  has  a stake  in 
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soundly  conceived  legislation  relating  to 
medical  care.  The  total  of  bills  introduced 
in  the  State  Legislatures  and  Congress 
each  year  numbers  in  the  thousands.  Some 
bills  are  soundly  conceived,  others  are  not. 
The  Bureau  studies  these  bills,  compiles 
information  on  them,  keeps  closely  in 
touch  with  court  decisions  having  medical 
implications,  and  compiles  data  on  a wide 
variety  of  medicolegal  problems.  The  in- 
formation it  assembles  is  available  on  re- 
quest. 

The  Bureau  also  provides  additional  in- 
formation but  is  not  in  a position  to  give 
legal  advice  to  physicians  on  specific  prob- 
lems of  a purely  personal  nature. 

Consult  the  Bureau  for  information  on 
partnership  agreements,  medico-legal  as- 
pects of  hospital  records,  income  taxes, 
malpractice,  medical  practice  acts,  cults, 
expert  testimony,  trauma  and  disease, 
privileged  communications,  coroner  and 
medical  examiner  systems,  blood-grouping 
tests  in  disputed  parentage,  legal  aspects  oi 
chemical  tests  for  intoxication,  workmen’s 
compensation  and  occupational  disease 
legislation,  legislation  of  medical  interest 
—Federal  and  state,  basic  science  laws, 
premarital  and  prenatal  examination  laws, 
ownership  of  roentgenograms,  confidential 
communications,  consent  for  autopsies, 
consent  for  operations,  sterilization  oper- 
ations, artificial  insemination,  legal  as- 
pects of  birth  control,  constitution  and 
by-laws,  food  and  drug  legislation. 
COUNCIL  ON  MEDICAL  SERVICE 
Thomas  A.  Hendricks,  Secretary 

The  Council  on  Medical  Service  was 
formed  in  1943,  by  the  House  of  Delegates, 
to  study  the  effect  of  the  rapid  social  and 
economic  changes  on  the  problems  of 
medical  care  and  to  report  these  effects  to 
the  profession. 

In  carrying  out  its  functions  the  Coun- 
cil follows  legislative  developments,  so- 
cial changes,  and  economic  trends;  inves- 
tigates and  studies  these  matters  in  the 
light  of  principles  adopted  by  the  House 
of  Delegates;  suggests  means  for  improv- 
ing the  distribution  of  medical  services 
and  works  with  interested  groups  in  such 
improvement;  and  informs  constituent 
associations,  component  societies,  and  in- 
dividual physicians  of  proposed  changes 
affecting  medical  care. 

Regional  Conferences  are  sponsored 
throughout  the  country  as  a medium  for 
exchanging  ideas  among  state  associa- 
tions and  between  these  associations  and 
the  A.M.A.  A News  Letter  is  published 


and  sent  to  6,500  physicians  and  laymen 
interested  in  medical  care  programs  and 

em  development. 

The  Council’s  Seal  of  Acceptance  is  a- 
warded  to  those  voluntary  prepayment 
medical  care  plans  that  meet  certain  basic 
standards.  In  addition  to  setting  standards 
tor  prepayment  plans,  the  Council  is 
charged  with  promotion  of  the  over-all 
voluntary  health  insurance  program. 

The  Council  is  assisted  in  its  work  by 
seven  correlating  committees:  Prepay- 

ment hospital  and  medical  service;  ex- 
tension ot  hospital  and  other  facilities; 
medical  care  of  veterans;  medical  care 
of  industrial  workers;  medical  care  of  the 
indigent;  maternal  and  child  care;  and 
lay  sponsored  voluntary  health  plans. 

The  Council  will  welcome  your  inquir- 
ies concerning  state  medical  society  activ- 
ities, county  medical  society  activities, 
medical  and  hospital  prepayment  plans, 
compulsory  sickness  insurance  (socialized 
medicine),  indigent  medical  care  pro- 
grams, cash  sickness  benefit  programs,  V. 
A.  home  town  medical  care  programs, 
union  health  and  welfare  plans,  coopera- 
tive medical  groups,  activities  under  hos- 
pital construction  act,  group  practice  pro- 
grams and  policies,  service  programs  of 
voluntary  agencies,  malpractice  insurance, 
pamphlet  and  exhibit  material  on  prepay- 
ment medical  plans,  the  council’s  news- 
letter and  listings  of  areas  needing  phy- 
sicians. 

COUNCIL  ON  INDUSTRIAL  HEALTH 
Carl  M.  Peterson,  M.  D.,  Secretary 

The  Council  on  Industrial  Health  was 
organized  in  1938  to  assist  the  medical 
profession  in  developing  and  maintaining 
a high  standard  of  health  in  industry.  It 
undertakes: 

The  study  of  employer-employee  rela- 
tions as  they  affect  health  and  welfare; 

The  development  of  instruction  and  re- 
search in  industrial  medicine; 

The  compilation  of  data  and  informa- 
tion on  workmen’s  compensation  and  re- 
habilitation; and 

The  stimulation  of  physician  interest  in 
the  field  of  industrial  health  and  medi- 
cine. 

Contact  the  Council  when  in  need  of  in- 
formation relative  to  professional  and 
public  relations  pertaining  to  the  field  of 
occupational  medicine,  industrial  health 
education,  industrial  health  standards 
and  examinations,  scientific  developments 
in  the  field  of  occupational  health,  work- 
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men’s  compensation,  industrial  medical 
personnel  placement,  publication  material 
tor  occupational  medicine,  occupational 
rehabilitation  of  industrial  workers  or 
pamphlet  and  exhibit  material,  pertain- 
ing to  the  field  of  industrial  health. 
COUNCIL  ON  NATIONAL  EMERGENCY 

MEDICAL  SERVICE 

Ernesl  B.  Howard,  M.  D.,  Acting  Secretary 

The  Council  on  National  Emergency 
Medical  Service  was  established  by  action 
of  the  House  of  Delegates  in  1947.  It  is  a 
standing  committee  of  and  appointed  by 
the  Board  of  Trustees. 

The  purpose  of  this  Council  is  the  de- 
velopment of  proper,  logical,  and  timely 
advice  for  presentation  to  the  Board  of 
Trustees  with  reference  to  the  medical 
and  associated  problems  involved  in  the 
mobilization  of  our  nation’s  civilian  popu- 
lation, industry,  agriculture,  and  armed 
forces  in  time  of  national  emergency. 
Continuous  coordinated  study  of  the  nu- 
merous problems  associated  with  the  mo- 
bilization of  our  nation’s  manpower  re- 
sources and  materials  is  required. 

This  Council  maintains  direct  contact 
with  governmental  agencies  responsible 
for  planning  and  directing  our  National 
Military  Establishment  as  well  as  with 
civilian  and  governmental  medical  and  al- 
lied organizations  involved  in  our  national 
defense  planning. 

Write  to  Dr.  Howard  if  you  are  interest- 
ed in  medical  health,  and  sanitary  services 
in  the  national  defense  program,  medical 
services  for  civilian  population  in  time  of 
national  emergency,  distribution  of  medi- 
cal manpower  in  time  of  national  emer- 
gency national  disaster  relief  program, 
lay  and  professional  educational  pro- 
grams with  reference  to  protection  against 
special  weapons  and  medical  resources, 
their  production  reserves  and  distribution 
between  the  armed  forces,  the  civilian 
population,  industry,  and  agriculture  in 
time  of  a national  emergency. 

BUREAU  OF  MEDICAL  ECONOMIC 

RESEARCH 

Frank  G.  Dickinson,  Ph.D.,  Director 

The  Bureau  of  Medical  Economic  Re- 
search was  established  in  1931  to  assist 
the  various  Councils  and  Committees  by 
conducting  detailed  research  projects. 
The  Bureau  is  primarily  concerned  with 
subjects  pertaining  to  the  economics 
(supply  and  demand)  of  the  practice  of 
medicine.  Its  work  consists  of  the  collec- 
tion, tabulation,  and  study  of  data  for 


Councils,  officers,  and  Committees,  for 
publication,  or  for  the  information  of  the 
members,  the  constituent  state  medical 
societies  and  the  component  county  medi- 
cal societies. 

The  following  statistical  services  and 
intormation  are  available  for  the  asking: 
Statistics  on  the  costs  of  medical  care,  life 
expectancy,  morbidity  and  mortality, 
leading  causes  of  death,  medical  groups  in 
tne  United  States,  distribution  of  physi- 
cians; general  medical  economics,  the 
aging  or  the  population,  insurance  require- 
ments as  applied  to  voluntary  prepayment 
medical  care  plans,  labor  health  and  wel- 
fare programs,  analysis  of  questionnaire 
on  medical  care  of  civilians  during  World 
War  II,  analysis  of  replies  to  postwar 
questionnaire,  market  data,  principles  of 
medical  economics,  medical  service  areas 
in  the  United  States. 

BUREAU  OF  HEALTH  EDUCATION 
W.  W.  Bauer,  M.  D„  Direcior 

The  Bureau  of  Health  Education,  organ- 
ized in  1910,  serves  the  profession  and  the 
public,  the  former  directly  and  the  latter 
either  directly  or  through  local  or  state 
medical  societies. 

The  Bureau  conducts  question  and  ans- 
wer correspondence  with  lay  inquirers; 
prepares  pamphlets;  assists  in  the  editing 
of  itYGEfA  and  conducts  the  question  and 
answer  column  in  Hygeia. 

It  conducts  radio  network  and  television 
programs;  supplies  electrical  transcrip- 
tions for  local  radio  programs;  sends  out 
speakers  and  assists  physicians  in  prep- 
aration of  speeches  for  lay  audiences 
through  loan  collections;  provides  consul- 
tation services  to  medical,  public  health, 
governmental  and  lay  organizations,  com- 
mercial companies  and  individuals. 

Among  the  most  important  activities 
are:  a program  in  school  health  and  phy- 
sical fitness,  and  assistance  in  the  protec- 
tion of  medical  research  involving  use  of 
animals. 

The  Bureau  has  available  for  you  ma- 
terials pertaining  to  the  following  phases 
of  health  education:  school  health  service, 
school  nursing,  school  physical  education, 
school  health  examinations,  school  sani- 
tation, school  lighting,  heating  and  venti- 
lating, school  health  education,  college 
health  service,  college  physical  education, 
health  education  in  college,  immunization 
problems,  communicable  disease  prob- 
lems in  school  or  college,  radio  broadcast- 
ing, television,  electrical  transcriptions, 
sanitation,  milk  and  perishable  foods  con- 
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trol,  communicable  diseases,  health  edu- 
cation, workshops,  public  health  meetings, 
lectures  and  speeches,  answers  to  lay- 
men’s questions,  pamphlets,  cooperative 
relationships,  community  health  councils, 
child  health,  bibliographies,  animals  in  re- 
search, medical  history,  medical  progress. 
COMMITTEE  ON  RURAL  HEALTH 
Arline  Hibbard,  Acting  Secretary 

Growing  concern  over  the  problem  of 
maintaining  an  adequate  supply  of  medi- 
cal personnel  and  treatment  facilities  in 
rural  areas  led  the  Board  of  Trustees  of 
the  American  Medical  Association  in  1945 
to  create  a Committee  on  Rural  Medical 
Service. 

For  purposes  of  administration  this 
Committee  has  divided  the  country  into 
nine  regions  comprising  groups  of  states. 
A physician  residing  in  each  region,  with 
understanding  of  the  health  problems  of 
rural  people,  serves  as  a member  of  the 
national  committee.  He  is  responsible  for 
the  states  in  his  region  and  it  is  his  duty 
to  contact  each  state  medical  society,  its 
Committee  on  Rural  Health,  and  to  help 
promote  the  activity  of  these  committees 


in  working  out  ways  and  means  of  im- 
proving rural  health. 

This  Committee  maintains  close  contact 
with  the  leading  farm  organizations  and 
other  groups  interested  in  improving 
rural  health  services.  Each  year  a national 
Conference  on  Rural  Health  is  held  in 
Chicago  to  discuss  ways  and  means  of  im- 
proving rural  health. 

CONCLUSION 

The  above  outline  is  merely  a brief 
sketch  of  the  organization  and  the  services 
of  the  American  Medical  Association.  It 
does  not  include  the  Educational  Cam- 
paign activities  which  are  not  only  for 
the  preservation  of  the  freedom  of  Ameri- 
can medicine  but  may  well  be  a major 
factor  in  the  preservation  of  American 
Democracy  and  free  enterprise. 

The  services  of  this  great  organization 
directly  and  indirectly  affect  the  lives  of 
persons  in  many  countries  by  the  contri- 
bution it  has  made  in  raising  the  stand- 
ards of  medical  care  throughout  the  world. 

All  members  of  the  association  are  urg- 
ed to  become  more  familiar  with,  and  to 
utilize  more  fully,  the  personal  services 
that  are  available  to  them. 


A Preview  of  Socialized  Medicine.  Following 

is  a chronological  history  of  a Federal  Employ- 
ee’s Compensation  case  as  experienced  by  a 
member  of  A.  M.  A.’s  Board  of  Trustees: 

July  26 — (Doctor  requested  authorization  to 
operate  on  hernia  of  occupational  origin  (bi- 
lateral). 

Sept.  10 — Reply  received  asking  for  a re- 
port on  form  CA-32. 

Sept.  14 — Report  mailed. 

Nov.  5 — Date  of  order  authorizing  operation 
on  left  hernia  only. 

Nov.  10 — Doctor  again  requested  authority 
to  do  bilateral  operation. 

Dec.  31 — Another  letter  by  doctor  to  govern- 
ment bureau  as  a tracer  to  Nov.  10  letter. 

Jan.  27 — Letter  from  bureau  states  the  re- 
quest is  quite  unusual  as  one  hernia  is  of 
long  duration,  but  claim  was  being  referred 
for  decision. 

Feb.  8 — Date  of  authorization  to  operate  on 
left  hernia,  bureau  stating  that  it  did  not  ob- 
ject to  having  right  hernia  repaired  at  no  ex- 
pense to  government,  etc. 

Ho,  hum,  and  no  doubt  the  doctor  expected 
the  check  in  his  Christmas  mail — next  Christ- 
mas, that  is. 


The  American  Medical  Association's  Bureau 

of  Health  Education  is  cooperating  with  school 
health  education  programs  on  a national  scale 
by  issuing  a monthly  sheet  of  classroom  dis- 
cussion questions. 

The  sheet  is  to  be  used  in  connection  with 
Hygeia,  the  health  magazine  of  the  A.  M.  A. 
Questions  are  limited  to  subjects  of  a scientific 
nature  and  are  based  on  authoritative  infor- 
mation contained  in  articles  appearing  in  the 
magazine. 

The  questions  cover  a wide  range  of  health 
topics,  with  emphasis  on  practical  information 
which  students  can  use  for  daily  living,  and 
are  aimed  at  helping  solve  mental  and  emo- 
tional as  well  as  physical  health  problems. 


An  analysis  of  Senator  Hunt's  (D.,  Wyom- 
ing) proposed  National  Health  Act.  S-2940,  in- 
troduced January  30,  1950,  has  been  made  by 
Jos.  S.  Lawrence,  M.  D.,  Director  of  the  Ameri- 
can Medical  Association  Washington  Bureau. 

The  Kentucky  Medical  Association  office 
will  be  glad  to  provide  you  with,  upon  request, 
a copy  of  this  analysis.  The  bill  has  attracted 
widespread  attention. 
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President’s  Page 


February 

10 

1950 


Dear  Fellow  Physicians: 


It  was  my  pleasure  to  attend  the  National  Conference  on  Medical 
Service  and  the  Annual  Congress  on  Medical  Education  and  Licensure  in 
Chicago  on  February  6 to  8. 


I am  happy  to  report  to  you  that  we  have  in  the  American  Medical  As- 
sociation now  an  aggressive  leadership 
which  any  progressive  physician  can  glad- 
ly sponsor  and  follow.  American  medicine 
has  to-day  a positive  program  for  increas- 
ing medical  care  to  cover  our  entire  popu- 
lation. This  program  preserves  the  essen- 
tials of  individual  initiative,  professional 
independence,  and  patient  freedom.  It 
recommends  voluntary  insurance  pro- 
grams for  the  scattering  of  the  costs  of 
medical  service. 


The  doctors  of  America  are  awake  to  the 
needs  of  the  American  people  and  are 
striving  to  supply  the  trained  personnel 
and  incentive  to  continue  the  advance- 
ment in  medicine.  The  medical  educators 
recognize  their  problems  and  will  solve 
them.  There  is  no  education  so  difficult 
to  plan  as  that  of  medical  students.  Our 
American  Medical  Schools  are  the  world’s 
best,  even  so  many  changes  are  being 
planned  to  better  educate  the  doctor  of 
the  future. 


This  was  a most  enjoyable  meeting.  It  was  a pleasure  to  see  Dr.  Irons, 
Dr.  Lull,  and  our  own  Dr.  Henderson.  They  are  ably  serving  you  and  the 
people  of  America  in  this  present  fight  against  government  controlled  medi- 
cine and  the  “welfare  state.” 

Sincerely, 


vJT' 
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INDUSTRIAL  MEDICINE  TODAY 

Gradie  R.  Rownlree,  M.  D.* 

LOUISVILLE 


Kentucky  has  a million  of  her  people 
gainfully  employed.  A large  proportion  of 
these  workers  are  in  industry.  Since  this 
group  constitutes  the  producing  members 
of  society  their  health  is  of  major  impor- 
tance to  the  economic  welfare  of  our  state. 

The  American  Medical  Association  in 
its  National  Health  Program  emphasizes 
the  fact  that  it  is  the  responsibility  of  the 
medical  profession  to  provide  for  the 
maintenance  of  the  best  health  for  every 
individual  throughout  life.  In  one  of  the 
twelve  points  of  the  program,  it  is  shown 
that  greater  emphasis  should  be  placed  on 
industrial  medicine. 

It  is  estimated  that  85  per  cent  of  the 
medical  care  given  to  industrial  workers 
is  provided  by  private  practitioners.  This 
is  true  because  the  large  majority  of  work- 
ers are  employed  in  small  plants  unable 
to  support  a full-time  physician.  Since 
employees  receive  so  much  of  their  medi- 
cal care  from  the  private  practitioner,  he 
should  interest  himself  in  the  total  prob- 
lem of  industrial  medicine.  He  should 
have  some  knowledge  of  the  different 
phases  of  industrial  health  in  order  to  car- 
ry his  part  in  the  program. 

The  Private  Physician  and  the  Industrial 
Health  Program 

Emergency  Medical  and  Surgical  Care: 
The  private  physician  who  undertakes  re- 
sponsibility for  emergency  medical  care 
in  industry  should  be  sure  that  the  nurse 
or  first  aid  worker  in  the  plant  is  thor- 
oughly instructed  in  the  principles  of  first 
aid.  The  nurse  should  always  be  provid- 
ed with  written  standing  orders. 

Physical  Examinations:  The  preplace- 
ment examination  is  not  intended  to  dis- 
qualify the  worker  for  employment  but 
is  designed  to  be  used  as  a basis  for  plac- 
ing the  worker  in  a job  suitable  to  his 
mental  and  physical  capacities.  Periodic 
examinations  of  employees  serve  as  a 
means  of  finding  diseases  in  the  early 
stages,  thereby  often  saving  workers  from 
long  illnesses  with  consequent  loss  of 
earning  power.  Where  workers  are  en- 
gaged in  especially  hazardous  occupations, 

* Chief,  Section  on  Industrial  Medicine,  University  of 
Louisville  School  of  Medicine. 

Read  before  the  Kentucky  State  Medical  Association 
Owensboro  6-8,  1949. 


mere  frequent  examinations  must  be 
made. 

Mental  Health:  The  private  physician 
dealing  with  the  employed  should  be  alert 
jv  the  emotionally  disturbed  individual 
when  he  finds  lack  of  efficiency,  inability 
to  get  along  with  other  workers,  chronic 
fatigue,  frequent  absences  and  accident 
proneness.  Emotional  problems  are  often 
at  the  root  of  illnesses  and  disturbances 
in  employees.  The  private  physician  can 
do  a better  job  of  counseling  an  employee 
than  anyone  else  because  in  many  in- 
stances he  already  knows  the  background 
of  the  patient. 

Rehabilitation:  The  handicapped  work- 
er should  not  be  rejected  from  employ- 
ment if  he  can  possibly  be  fitted  into  a job 
and  again  become  a productive  member  of 
society.  It  has  been  shown  that  handi- 
capped workers  have  a lower  accident  rate 
and  sometimes  a better  production  rate 
than  the  able-bodied.  In  the  case  of  the 
injured  worker  who  is  left  with  a perma- 
nent disability,  the  responsibility  of 
the  physician  does  not  end  with  mere 
treatment  of  the  injury.  He  must  guide 
the  patient  to  the  proper  agency  equipped 
to  rehabilitate  him  so  that  he  can  earn 
his  living. 

There  is  an  increase  each  year  in  the 
number  of  people  in  the  older  age  group 
who  must,  of  economic  necessity,  remain 
employable.  Unless  they  are  able  to  earn 
a living  the  burden  of  their  care  will  be 
too  great  on  society.  Since  older  workers 
are  more  reliable  and  often  produce  as 
well  as  the  younger  individual,  the  phy- 
sician should  encourage  industry  to  make 
a place  for  the  older  worker. 

Mass  Surveys:  Physicians  connected 

with  industry  should  promote  surveys  for 
the  finding  of  venereal  diseases,  tubercu- 
losis and  diabetes.  Both  official  and  volun- 
tary agencies  are  equipped  to  go  into  in- 
dustries to  help  with  such  surveys. 

Prevention  of  Accidents  and  Occupa- 
tional Diseases:  The  physician  responsi- 
ble for  a group  of  employees  should  ac- 
quaint himself  with  measures  for  the  con- 
trol of  accidents  and  occupational  diseases. 
Most  state  health  departments  have  a di- 
vision of  industrial  health.  The  physician 
can  make  use  of  this  agency  for  surveys, 
inspections  and  the  application  of  protec- 
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tive  measures  against  substances  injurious 
to  health.  When  the  physician  suspects  an 
occupational  disease,  he  may  obtain  aid 
from  the  industrial  health  division  in  find- 
ing the  toxic  materials  to  which  the  pa- 
tient was  exposed  and  also  in  correcting 
hazardous  conditions  found.  Industrial  in- 
surance companies  maintain  safety  en- 
gineers who  are  sent  on  request  to  help 
with  safety  problems. 

Health  Education:  Physicians  should 

broaden  their  interest  in  this  field  of  in- 
dustrial health  and  stimulate  employers 
to  use  all  the  available  technics  for  health 
education  in  order  to  help  maintain  the 
highest  level  of  employee  health. 

The  private  physician  who  devotes  part 
of  his  time  to  industrial  work  must  share 
responsibility  with  industrial  health  agen- 
cies in  helping  industry  to  carry  out  more 
effective  health  programs. 

The  Relation  of  the  Private  Physician  to  the 
Full  Time  Industrial  Physician 

The  industrial  medical  department 
which  follows  the  principles  outlined  by 
the  American  Medical  Association  strives 
to  establish  and  maintain  a high  level  of 
understanding  and  cooperation  between 
its  personnel  and  the  private  practitioner. 
The  medical  director  of  an  industrial  or- 
ganization in  no  way  takes  the  place  of  the 
family  physician.  However,  by  making 
the  worker  aware  of  his  health  needs  the 
industrial  physician  is  often  instrumental 
in  getting  him  to  go  to  his  own  doctor. 
In  the  preplacement  and  periodic  exam- 
inations the  industrial  physician  often 
finds  conditions  which  require  referral  to 
the  private  physician,  such  as  eye  refrac- 
tions, tonsillectomies,  herniotomies  and 
treatment  for  tuberculosis,  venereal  dis- 
eases, kidney  and  heart  diseases. 

No  treatment  of  substantial  duration  is 
given  in  the  medical  department  of  an 
industrial  plant.  Sometimes  an  employee 
with  symptoms  of  illness  which  he  con- 
siders too  trivial  to  consult  his  own  phy- 
sician about  will  come  to  the  industrial 
medical  department  because  of  its  easy 
accessibility.  In  such  cases  the  industrial 
physician  refers  the  employee  to  his 
family  doctor  for  earlier  care  than  the 
worker  would  have  sought  on  his  own 
accord. 

There  are  certain  services  that  a medi- 
cal department  in  industry  can  offer  the 
private  physician.  Among  these  are  lab- 
oratory data,  results  of  X-rays,  a knowl- 
edge of  the  working  environment  and 
other  helpful  data  and  facts  about  the 


patient.  The  symptoms  following  toxic 
exposures  in  industry  may  be  common  to 
many  diseases  and  unless  the  private 
physician  has  some  knowledge  of  the  ma- 
terials to  which  the  patient  is  exposed  in 
his  working  environment,  it  may  be  diffi- 
cult to  make  a diagnosis. 

The  industrial  physician  has  a good  op- 
portunity to  make  known  to  industry  the 
advantages  of  our  present  system  of  medi- 
cine. The  physician  in  industry,  through 
his  contact  with  workers  and  management, 
comes  to  know  their  needs  as  well  as  their 
feelings  on  certain  issues.  An  industrial 
physician  can  do  much  to  help  both  labor 
and  management  realize  that  a free  choice 
of  physicians  is  far  better  for  them  than 
the  socialization  of  medicine.  Here  is  a 
good  opportunity  to  enlist  the  aid  of  an 
influential  and  powerful  group. 

Teaching  Industrial  Medicine 

Concerted  effort  should  be  made  by 
medical  schools  to  give  the  undergraduate 
some  experience  in  evaluating  and  solving 
industrial  medical  problems  which  may 
arise  in  the  general  practice  of  medicine. 
To  acquaint  the  medical  profession  with 
the  newer  concepts  of  industrial  health,  an 
increasing  number  of  medical  schools  are 
teaching  industrial  medicine  to  undergrad- 
uate and  graduate  students.  A few  state 
medical  societies  are  offering  industrial 
health  institutes  for  private  and  industrial 
physicians. 

Medical  care  has  been  built  up  to  a 
higher  level  in  this  country  than  in  any 
other  country  in  the  world.  The  medical 
profession  can  do  much  to  maintain  it  at 
this  high  level  by  continued  interest  and 
attention  to  the  health  needs  of  the  sixty 
million  employed  people  in  the  United 
States. 

DISCUSSION 

Charles  B.  Stacy,  Pineville:  I am  grateful 
for  the  chance  to  discuss  this  paper  because, 
after  all,  I am  primarily  in  industrial  medi- 
cine. 

I liked  the  subject  very  much  this  morning, 
and  I liked  the  recent  article  the  author  gave 
before  the  Southern  Medical  Association  on 
“The  Changing  Concept  of  Industrial  Medi- 
cine.” I mean  by  that  “changing  concept”,  we 
go  back  to  1910  when  our  basic  safety  laws 
were  passed.  Thinking  in  terms  of  the  coal 
field,  which  I probably  represent  more  than 
anything  else,  along  about  1910  we  were  hav- 
ing a death  in  the  coal  fields,  I believe,  for 
every  153,000  tons  of  coal  mined.  Today  we 
are  having  a death  in  the  coal  field  for  about 
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every  million  and  one-half  to  two  million  tons 
of  coal  which  is  mined.  I mean  by  that  actu- 
ally industrial  deaths  as  occur  in  the  mines 
and  .are  a part  of  the  industrial  type  of  work. 

When  you  think  of  the  industrial  workers 
of  the  state  of  Kentucky,  you  have  to  think  in 
the  terms  of  the  biggest  group  we  have,  and 
that  is  our  60,000  to  70,000  miners  who  are 
scattered  throughout  the  mountains  of  East- 
ern Kentucky.  We  have  a few  in  Western  Ken- 
tucky but  it  is  by  far  the  biggest  group  that 
we  have  of  industrial  workers  in  the  state  of 
Kentucky. 

Back  in  the  year  1910  the  things  that  were 
worrying  us  mostly  were  the  carbon  monoxide 
poison  and  deaths  from  similar  diseases.  I 
might  give  credit  to  the  United  Mine  Workers 
for  much  of  this  change,  on  the  stand  they  have 
taken  in  defense  of  the  welfare  of  the  work- 
ers. 

Our  biggest  industrial  accident  we  have  and 
the  one  that  gives  us  most  trouble  is  the  in- 
jured spine.  Of  course,  this  fracture  repre- 
sents our  biggest  fracture  problem.  It  is  in- 
teresting to  me  to  note  the  attitude  of  the  pro- 
fession toward  ruptured  disk.  Only  a few 
years  ago,  in  the  Lexington  meeting,  one  of 
our  prominent  orthopedic  men  stated  from  the 
platform  that  he  was  now  of  the  opinion  that 
practically  all  of  the  pain  we  had  in  the  low- 
er lumbar  region  was  due  to  the  herniated 
disk.  No  one  believes  that  story  today.  Pain 
in  the  back  is  like  pain  in  the  abdomen.  It  is 
caused  by  a number  of  things.  It  is  just  as  big 
a diagnostic  problem. 

I think  the  orthopedist  and  probably  the 
neurologist  have  been  overenthused  about  it, 
to  some  extent.  Certainly,  none  of  us  believe 
that  more  than  15  to  25  per  cent  of  these  cases 
are  operative  cases.  As  I say,  the  orthopedic 
men  have  been  having  a field  day  on  this  sub- 
ject but  field  days  are  at  an  end,  and  they 
will  get  down  to  some  common  reason  in  the 
end. 

Approximately  a year  ago  there  was  a wel- 
fare program  launched  by  the  United  Mine 
Workers.  It  is  a big  and  ambitious  program 
but  it  is  a very  important  program.  In  the  end 
it  will  probably  mean  the  pattern  for  the  other 
industries  that  we  have  in  the  United  States, 
such  as  steel  and  automobiles. 

When  you  go  to  talking  in  terms  of  such  an 
immense  program  as  they  are  now  carrying 
on,  you  have  to  go  back  to  the  personalities  in- 
volved, and  I think  you  get  more  of  a tip  as  to 
the  future  of  such  a program  from  the  per- 
sonalities than  any  other  thing. 

In  this  program,  the  Chairman  of  that  Board 
is  Dr.  Ray  R.  Sayles.  Dr.  Warren  F.  Draper  is 
Executive  Director.  They  have  eleven  districts 
headed  by  good  men.  If  you  carefully  go  oy- 


er the  qualifications  of  those  men,  they  are 
all  men  who  are  trained  in  public  health,  ex- 
cepting one  man,  and  he  has  been  especially 
trained  in  the  hospital  program. 

You  can  think  in  terms  of  educational  cam- 
paigns in  the  coal  fields,  mass  surveys,  child 
welfare,  maternal  health,  and  so  forth. 

Going  back  to  these  men,  looking  at  their 
characteristics,  they  have  been  a bit  idealistic, 
in  that  they  have  outlined  or  blue  printed  a 
great  big  program  to  carry  on.  I think  that 
their  lack  of  understanding  of  the  miner  has 
been  a big  source  of  worry  to  them,  and  it 
has  hampered  the  program  a lot  because  most 
of  these  men  were  not  acquainted  with  the 
miners.  They  did  not  know  them.  But  when 
I say  “idealistic,”  their  program  has  been  ideal- 
istic and  is  a desirable  program  as  an  over-all 
picture.  These  men  have  been  cooperative 
with  the  profession  in  every  detail  that  I can 
find.  Even  the  other  day,  in  this  meeting, 
charges  were  brought  against  them  or,  rather, 
a complaint.  You  found  their  representatives 
there,  and  they  were  working  out  very  smooth- 
ly, and  I found  practically  all  the  problems 
solved  the  same  way. 

You  find  another  thing  that  they  have  done. 
They  have  supported  the  A.M.A.  in  its  fight 
against  the  socialistic  trends.  The  other  groups 
of  labor  have  not  done  that. 

I am  saying  these  things  purely  to  say  to  you 
that  they  have  tried  their  best  to  cooperate 
with  us,  and  we  need  to  cooperate  with  them 
in  giving  them  our  support  in  carrying  out 
this  big  program  they  now  have  in  the  coal 
fields. 

I might  say  in  the  changing  concept  of  in- 
dustrial medicine,  we  have  to  think  in  differ- 
ent terms.  A few  years  ago  practically  every 
coal  mine  was  in  an  isolated  section,  and  it 
was  impossible  for  the  doctor  who  was  there 
caring  for  his  few  hundred  people,  to  have  the 
connection  with  the  outside  medical  world 
that  he  would  really  love  to  have.  Today  that 
is  entirely  different. 

I know  of  no  mine  in  the  Eastern  Kentucky 
group  but  what  has  an  accessible  road  to  it, 
and  these  doctors  now  can  associate  with  the 
other  local  physicians  and  with  the  medical  so- 
ciety and  become  an  important  part  of  it. 

There  has  been  some  criticism,  maybe,  of 
the  camp  physician,  but  there  are  many  good 
men  devoting  their  lives  to  this  work,  especial- 
ly in  the  coal  fields  of  Eastern  Kentucky,  and 
they  have  had  to  work  under  some  tremendous 
handicaps.  These  men  have  needed  greater  fa- 
cilities, but  now  they  can  have  them.  I think 
you  will  find  these  men  will  measure  up  to  it 
in  the  future. 

Let  us  all  try  our  best  to  help  the  program 
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dong  because,  again,  as  I say,  it  is  our  big- 
gest industrial  program  and  the  most  ambitious 
program  that  has  ever  been  attempted  to  be 
carried  on. 

R.  W.  Robertson,  Paducah:  I certainly  en- 
joyed Dr.  Rowntree’s  paper  and  the  excellent 
discussion  by  Dr.  Stacy.  I am  in  quite  a dif- 
ferent position  in  respect  to  industrial  medi- 
cine than  Dr.  Stacy.  He  said  he  was  up  to  his 
neck  in  industrial  medicine;  I am  not.  I am 
not  ankle  deep,  and  my  only  connection  with 
industrial  medicine  is  to  take  care  of  some  oc- 
cupational injuries. 

I want  to  discuss  one  or  two  things  that  Dh 
Rowntree  brought  out  here,  that  any  physician 
responsible  for  the  emergency  medical  care  of 
these  cases  should,  if  there  is  a nurse  in 
charge,  instruct  this  nurse  on  the  correct  prin- 
ciples of  first  aid  treatment. 

It  is  very  often,  of  course,  the  case  that  the 
physician  in  charge  cannot  be  contacted  im- 
mediately, and  I think  it  is  very  important  that 
this  nurse  give  excellent  first  aid  until  this 
doctor  is  found. 

As  Dr.  Rowntree  said,  85  percent  of  the 
medical  care  is  taken  care  of  by  the  private 
physician  and  not  by  an  industrial  surgeon.  I 
have  noticed  some  changes  in  the  industry  in 
the  last  few  years,  in  this  respect. 

Before  the  war,  I would  say  hardly  any  in- 
dustry in  our  end  of  the  state  had  any  prepay- 
ment type  of  insurance.  At  the  present  time, 
I do  not  think  there  is  an  industry  in  the  sec- 
tion around  Paducah  that  has  not  some  form 
of  prepaid  medical  insurance  for  their  em- 
ployees— I don’t  mean  for  only  the  employees 
themselves  but  for  the  whole  family,  and  this 
is  a big  help  to  these  people.  Industry  has 
made  this  offer,  and  although  it  is  not  as  good 
as  the  Kentucky  Physicians’  type  of  insurance 
being  organized  at  this  time,  it  is  a big  help 
to  the  employees  and  their  families. 

Another  thing  that  I am  impressed  with  is 
that  each  company  has  a nurse  or  a first  aid 
worker.  Until  recently  very  few  of  our  com- 
panies of  any  size  at  all  had  a nurse  there  at 
all  times.  If  they  haven’t  got  a nurse  now,  they 
have  an  employ  connected  with  the  company 
to  give  excellent  first  aid  care. 

About  a year  ago  Dr.  Vance  appointed  a 
committee  of  the  Kentucky  State  Medical  As- 
sociation on  industrial  medicine  and  surgery. 
I am  a member  of  that  committee.  We  have 
not  done  too  much,  but  we  have  an  excellent 
chairman  in  Dr.  Rowntree,  and  we  are  glad 
to  function  at  any  time  we  are  called  upon. 

Dr.  Rowntree  has  brought  up  a few  things  I 


would  like  to  read  here.  He  has  offered  cer- 
tain measures  to  the  Kentucky  State  Medical 
Association  in  this  way: 

That  all  physicians  report  known  occupa- 
tional diseases  to  the  State  Department  of 
Health.  This  measure  will  aid  the  Division  of 
Industrial  Health  to  locate  and  eliminate  the 
source  of  cases  of  occupational  diseases.  A list 
of  reportable  occupational  diseases  is  available 
to  physicians  from  the  State  Department  of 
Health  and  most  county  health  departments. 

That  the  Kentucky  State  Medical  Associa- 
tion urge  industry  to  make  more  provision  for 
placing  handicapped  persons  in  jobs  which 
they  are  able  to  fill  satisfactorily. 

That  the  State  Medical  Association  at  a fu- 
ture annual  meeting  have  on  its  program  a na- 
tionally known  speaker  to  discuss  the  phases 
of  industrial  health  which  will  be  of  interest  to 
the  general  practitioner  as  well  as  the  industri- 
al physician. 

That  physicians  responsible  for  a group  of 
industrial  workers  be  certain  that  nurses  and 
first  aid  workers  in  the  plant  are  thoroughly 
familiar  with  the  principles  of  first  aid  and  the 
handling  of  the  injured  worker. 

That  the  periodic  bulletin  on  trauma  of  the 
hand  which  is  released  by  the  American  So- 
ciety for  Surgery  of  the  Hand  be  circularized 
to  the  members  of  the  Kentucky  State  Medi- 
cal Association  either  by  publishing  in  the 
Journal  or  mimeographed  and  sent  to  the  mem- 
bers. 

Gradie  R.  Rowntree,  (In  Closing) : Industrial 
medicine  and  surgery  have  progressed  a great 
deal  in  the  last  twenty-five  years.  This  field 
started  with  the  traumatic  surgeon,  later  came 
the  safety  program,  and  finally  the  toxicology 
and  preventive  aspects.  Now  the  bundling  of 
all  those  things,  help  to  make  a well-rounded 
industrial  health  program. 


Tuberculosis:  An  estimated  50,000,000  suffer 
from  tuberculosis  each  year;  5,000,000  die. 
WHO  is  co-operating  (with  the  UN  Children’s 
Fund,  the  Danish  Red  Cross  and  its  Scandina- 
vian associates)  in  the  International  Tubercu- 
losis Campaign  which  was  started  in  Europe  in 
1948  and  is  being  extended  this  year  to  the 
Near  East,  the  Far  East,  and  the  Western  Hem- 
isphere. In  this  campaign,  it  is  expected  that 
100,000,000  children  will  be  tested  for  tuber- 
culosis; those  found  with  the  infection  will  be 
inoculated  with  BCG  (Bacillus  Calmettre- 
Guerin)  vaccine  at  a cost  of  10  cents  per  child. 
By  August,  1949  some  17,500,000  had  been 
tested  and  8,000,000  vaccinated. 
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DIVERTICULITIS  OF  THE  COLON 

Allen  E.  Grimes,  M.  D.,  and  Melvin  L.  Dean,  M.  D. 

LEXINGTON 


Diverticula  may  occur  throughout  the 
gastrointestinal  tract  but  are  most  com- 
mon in  the  sigmoid  colon.  Diverticulosis 
is  the  term  given  to  describe  the  findings 
of  multiple  diverticula  in  a routine  radio- 
graphic  film  of  the  large  bowel.  When  in- 
flammation occurs  in  one  of  these  pouches 
the  term  diverticulitis  is  applied.  These 
sacculations  may  possess  all  of  the  coats  of 
the  large  intestine  or  have  only  mucosal 
and  serosal  coats.  The  lesions  become  of 
interest  and  importance  when  they  un- 
dergo inflammatory  changes.  If  the  open- 
ing of  the  sac  into  the  bowel  is  large,  there 
will  rarely  be  any  symptoms  but  if  the 
opening  is  small  where  there  is  likely  to 
be  difficulty  in  emptying  itself,  inflam- 
matory changes  are  more  likely  to  occur. 

The  first  adequate  description  of  diver- 
ticula of  the  colon  was  made  by  Cruveil- 
hier  in  1849.  Virchow  in  1853  used  the  term 
“chronic  adhesive  peritonitis”  and  “peri- 
diverticulitis.” This  was  the  beginning  of 
pathological  studies.  In  1858  Sydney  Jones 
reported  a case  of  diverticulitis  complicat- 
ed by  fistula  into  the  bladder.  Edwin  Beer 
in  1904  discussed  the  etiology  and  pathol- 
ogy. The  first  report  of  operative  cases 
was  in  1907  by  Wilson,  Griffin,  and  W.  J. 
Mayo,  who  presented  five  cases  in  which 
a portion  of  the  sigmond  had  been  resect- 
ed. 

Occurrence 

The  incidence  shows  slight  variation 
with  individual  reports.  The  most  constant 
finding  is  a higher  incidence  in  the  older 
age  group.  Larimore,  in  1925,  reported  a 
series  of  4,406  x-ray  examinations  of  the 
colon  with  the  finding  of  diverticula  in 
1.25  per  cent.  Spriggs  and  Marxer  in  1927 
reported  a series  of  only  1000  cases  simi- 
larly examined  with  an  incidence  of  10 
per  cent.  Rankin  and  Brown  reported  a 
series  of  24,620  cases  examined  with  ba- 
rium enema  in  which  diverticula  were 
found  in  5.67  per  cent  of  the  cases.  So  the 
average  incidence  would  probably  be  a- 
round  5 per  cent  in  cases  examined  by 
barium  enema.  Reports  from  a necropsy 
service  give  an  incidence  of  5 per  cent  of 
all  cases  over  40  years  of  age  coming  to 
post  mortem.  The  vast  majority  of  cases 
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occur  in  patients  beyond  40  years  of  age. 
There  have  been  occasional  cases  reported 
in  children,  the  youngest  being  three  years 
of  age.  The  influence  of  sex  is  not  mark- 
ed. In  a series  reported  by  Rankin  and 
Brown  60  per  cent  of  481  patients  were 
males.  The  belief  that  the  obese  were 
more  prone  to  be  affected  has  been  large- 
ly abandoned. 

Etiology 

There  is  no  unanimity  of  opinion  as  to 
the  causative  factors  of  the  diverticula. 
None  of  the  theories  have  proved  to  be 
entirely  adequate.  Some  of  the  more  com- 
mon ones  are  muscular  weakness,  neuro- 
muscular dysfunction,  increased  intra- 
colonic pressure,  vascular  stasis,  and  de- 
generative changes  of  senility.  The  site 
of  blood  vessel  entry  into  the  intestinal 
wall  has  been  considered  a potential 
weak  spot  for  the  out-pouching,  but  fre- 
quently the  diverticula  are  found  on  the 
antimesenteric  border  or  even  on  the  lat- 
eral walls.  It  seems  logical  to  assume  that 
there  must  exist  an  inherent  weakness  in 
the  bowel  wall  which  gives  way  to  any 
constant  undue  intra-colonic  pressure. 

Symptoms 

These  of  course  depend  on  the  activity 
of  the  process  and  whether  or  not  compli- 
cations are  present.  The  following  classi- 
fication will  clarify  the  discussion: 

Diverticulitis 

a)  acute 

b)  chronic 

c)  complicated 

1.  perforation 

2.  abscess  formation 

3.  obstruction 

4.  fistula. 

d)  associated  with  malignancy. 

The  uncomplicated  cases  usually  mani- 
fest themselves  by  some  alteration  in 
bowel  habits.  Approximately  40  per  cent 
of  the  patients  complain  of  constipation 
occasionally  interrupted  by  an  episode  of 
diarrhea.  Pain  is  one  of  the  most  frequent 
symptoms  and  may  vary  from  a heaviness 
in  the  lower  abdomen  to  severe  and  some- 
times sudden  seizure  of  cramping.  If  local- 
ized is  it  usually  to  the  left  of  the  midline 
but  at  times  may  be  to  the  right  or  in  both 
lower  quadrants.  Occasionally  it  radiates 
to  the  testicle  or  thigh.  Bladder  symptoms 
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are  frequently  found.  Fever  may  be  pres- 
ent and  a leucocytosis  is  present  in  many 
cases.  Irritation  from  the  inflammatory 
process  with  resultant  spasm  of  the  colon 
is  responsible  for  these  findings.  After 
two  or  three  days  rest  in  bed  with  a re- 
striction of  diet,  the  spasm  may  subside 
and  the  patient  feel  much  improved.  How- 
ever, as  these  episodes  repeat  themselves 
or  even  if  the  first  attack  has  been  insid- 
ious and  made  sufficient  progress  for  the 
inflammatory  process  to  spread  through 
the  bowel  wall  there  may  be  found  edema 
and  narrowing  of  the  lumen  and  fixation 
to  adjacent  structures.  A mass  may  be  felt 
and  various  degrees  of  obstruction  will 
take  place  with  nausea,  distension  and  of- 
ten vomiting. 

Diagnosis 

The  clinical  diagnosis  alone  is  not  re- 
liable, but  roentgenology  is  the  most  ac- 
curate means  of  recognition.  Proctoscopy 
may  at  times  be  helpful,  particularly  in 
the  acute  phase  where  one  might  be  re- 
luctant to  give  a barium  enema.  The 
presence  of  fixation  or  demonstrable  di- 
verticula will  often  make  the  diagnosis 
obvious.  Many  of  these  cases  are  too  ill 
for  barium  enema  examination  on  admis- 
sion and  treatment  will  have  to  be  un- 
dertaken on  the  clinical  diagnosis  until 
the  acute  phase  subsides.  Occasionally  the 
edema  of  the  inflammatory  process  has 
closed  the  openings  to  the  diverticula  and 
if  barium  is  given  at  this  time  it  does  not 
enter  and  the  sacculations  protruding 
from  the  wall  are  not  visualized.  Diverti- 
cula manifest  themselves  roentgenograph- 
ically  as  rounded,  knob-like  projec- 
tions from  the  lumen  of  the  colon  and 
show  considerable  variation  in  size.  If 
diverticulitis  is  present,  irritability  con- 
sisting chiefly  of  spasm  and  hypermotility 
and  varying  degrees  of  filling  defects  may 
be  found.  The  latter  may  be  confused 
with  carcinoma. 

Complications 

Perforation:  If  acute  perforation  of  an 
inflamed  diverticlum  occurs  into  the  free 
peritoneal  cavity  extensive  peritonitis  re- 
sults. The  abdomen  may  be  rigid  and 
many  of  these  patients  will  be  operated 
ior  a ruptured  appendix  or  perforated 
peptic  ulcer.  Small  perforations  may  be 
immediately  sealed  off  by  the  omentum 
or  by  loops  of  bowel  or  some  adjacent  vis- 
cus.  Some  are  sealed  off  by  being  fixed  to 
the  parietal  peritoneum.  Graham  report- 
ed a group  of  44  cases  where  there  were 
11  in  which  perforation  had  occurred  ab- 


ruptly and  which  necessitated  emergency 
surgery. 

Abscess  Formation:  This  is  the  most 

frequent  complication  requiring  surgery. 
These  patients  are  ill  and  do  not  improve 
with  rest  and  conservative  treatment. 
There  is  a great  deal  of  pain  in  the  early 
stages  and  nausea,  vomiting  and  disten- 
sion are  prominent  symptoms.  Tempera- 
ture ranges  from  101  to  104  degrees.  Leu- 
cocytosis may  vary  from  10,000  to  20,000. 
Tenderness  is  present  and  may  vary  from 
the  left  lower  quadrant  to  the  whole  low- 
er abdomen  and  occasionally  to  the  right 
lower  quadrant.  A mass  may  be  felt  rectal- 
ly  when  only  muscle  spasm  can  be  elicited 
on  abdominal  examination.  If  the  mass  lies 
against  the  bladder,  urinary  symptoms 
may  be  marked.  Occasionally  the  abscess 
may  perforate  into  the  extra-peritoneal 
rectal  space  and  extend  into  the  soft  tis- 
sues. The  following  case  illustrates  this 
complication. 

Case  No.  1:  A white  female,  age  45,  was 
admitted  to  the  hospital  12-13-46  com- 
plaining of  pain  in  the  L.L.Q.  of  the  abdo- 
men. The  onset  was  eleven  days  previous- 
ly with  lower  abdominal  colicky  pain. 
There  was  anorexia  and  nausea  but  no 
vomiting.  Her  bowels  had  moved  with  the 
aid  of  laxatives.  Her  past  bowel  history  re- 
vealed only  constipation  requiring  laxa- 
tives about  twice  weekly.  Physical  exami- 
nation revealed  the  abdomen  to  be  slight- 
ly obese.  There  was  a tender  mass  in  the 
left  lower  quadrant  the  size  of  a grape- 
fruit. On  vaginal  and  rectal  examination 
this  mass  was  found  to  be  in  the  left  side 
of  the  pelvis  also.  Her  temperature  was 
100  degrees  and  the  pulse  90.  WBC  8,500. 
Polys  66%.  L.  34.  RBC.  3.70  and  Hgb.  75%. 

Three  days  after  admission  this  patient 
was  operated  and  an  abscess  was  found 
in  the  left  side  of  pelvis.  It  contained 
thick  foul  pus,  and  was  found  to  be  origi- 
nating from  a ruptured  diverticulum  of 
the  colon.  In  the  mid-sigmoid  there  was  an 
inflammatory  area  2 inches  long.  A loop 
of  small  bowel  was  adherent  to  the  mass. 
The  abscess  cavity  was  drained  and  a loop 
colostomy  done  proximal  to  the  lesion. 
She  recovered  and  left  the  hospital  with 
her  colostomy.  In  May  1947,  six  months 
later,  she  was  re-admitted  to  the  hospital, 
X-ray  of  the  colon  revealed  a good  lumen 
distal  to  the  colostomy  and  so  it  was  clos- 
ed. She  has  had  no  further  trouble.  This 
case  is  representative  of  perforation  with 
large  abscess  formation. 

Diverticulitis  With  Fistula:  This  com- 
plication occurs  rather  frequently.  It  of 
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course  starts  as  an  abscess  which  was 
opened  or  made  its  own  way  to  the  skin 
surface  or  into  a neighboring  organ  such 
as  the  bladder,  urethra,  vagina  or  small 
intestine.  The  most  dreaded  fistula  is  prob- 
ably those  from  the  sigmoid  to  the  blad- 
der where  a chronically  ill  patient  is  not 
only  confronted  with  a cystitis  and  its  as- 
cending sequalae  but  has  the  distressing 
sensation  of  passing  feces  and  gas  from 
the  urethra.  These  patients  all  present  in- 
dividual problems  for  the  surgeons.  Sid- 
ney Jones,  in  1858,  was  the  first  to  report 
a case  of  diverticulitis  of  the  colon  com- 
plicated by  a fistula  into  the  bladder. 
There  seems  to  be  many  logical  reasons 
why  such  a complication  might  occur  when 
we  realize  that  the  sigmoid  is  involved  in 
75-80  per  cent  of  the  cases  of  diverticulitis. 
This  segment  of  bowel  is  likely  to  be  re- 
dundant and  lie  in  close  proximity  to  the 
bladder  especially  when  the  patient  is  in 
the  upright  position.  With  its  inflamma- 
tory exudate  it  easily  becomes  attached 
and  fixed  to  the  bladder.  Infiltration  soon 
follows  with  active  involvement  of  the 
bladder  wall.  Healing  may  result  if  the 
process  subsides  or  it  may  progress  with 
perforation  and  fistula  formation.  The 
site  of  attachment  is  frequently  at  the  base 
of  the  bladder  where  immobility  and  the 
presence  of  the  ureters  make  direct  sur- 
gery difficult. 

Obstruction:  This  may  occur  in  either 
the  acute  or  chronic  phase  of  the  disease. 
An  abscess  may  impinge  on  the  colon  suf- 
ficiently to  partially  block  its  lumen  or  a 
loop  of  small  bowel  may  become  adherent 
to  the  wall  of  the  abscess.  In  chronic  cases 
where  there  has  been  repeated  infections 
in  the  diverticula,  scarring  and  thickening 
may  take  place  to  such  a degree  that  the 
lumen  is  gradually  occluded.  The  bowel 
may  become  so  infiltrated  with  connective 
tissue  that  its  lumen  becomes  very  small. 
It  is  this  complication  where  the  differ- 
ential diagnosis  between  carcinoma  and 
diverticulitis  is  at  times  difficult. 

Case  No.  2.  Obstruction  Due  to  Acute 
Phase:  A 54  year  old  white  female  was  ad- 
mitted to  the  hospital  April  27,  1947.  Her 
chief  complaint  was  recurring  attacks  of 
lower  abdominal  cramps  for  three  weeks 
duration.  She  had  been  constipated  for 
several  years. 

Physical  examination  revealed  an  acute- 
ly ill  patient  with  temperature  of  101  de- 
grees, P 110,  R 22.  There  was  slight  abdo- 
minal distention.  The  lower  half  of  the 
abdomen  was  moderately  tender  and  most 
marked  in  the  left  lower  quadrant.  No 


peristalsis  was  heard.  The  RBC  was  18,200 
with  86%  polys.  The  urine  was  normal. 

X-ray  examination  of  the  abdomen  re- 
vealed evidence  of  obstruction.  She  was 
treated  with  parenteral  fluids,  Wangen- 
steen suction,  and  bed  rest.  She  gradually 
improved  and  passed  flatus  on  the  second 
day.  One  week  after  admission  x-ray  of 
the  colon  revealed  multiple  diverticula 
and  an  irritable  colon.  This  exemplifies  a- 
cute  obstruction  relieved  by  conservative 
measures.  Follow-up  reports  indicate  that 
the  patient  has  remained  relatively  free 
from  distress. 

Diverliculitis  Associated  With  Cancer 

The  association  of  these  two  lesions  is 
not  common,  but  at  times  it  offers  a real 
problem  to  the  roentgenologist  and  sur- 
geon too.  Rankin  and  Brown  reported  that 
in  227  cases  of  diverticulitis  carcinoma 
was  encountered  in  only  4 and  that  diverti- 
culitis was  present  in  only  4 of  679  cases 
of  carcinoma.  It  is  assumed  that  carcino- 
ma is  no  more  likely  to  develop  in  a seg- 
ment of  bowel  involved  by  diverticulitis 
or  diverticulosis  than  it  is  in  a segment  of 
bowel  without  these  changes.  The  clinical 
manifestations  and  gross  appearance  at 
operation  of  these  two  stenosing  lesions 
are  frequently  indistinguishable  from  each 
other.  In  a series  reported  recently  by 
Pemberton  of  the  Mayo  Clinic,  carcinoma 
could  not  be  excluded  by  clinical  methods 
of  examination  in  25  per  cent  of  the  cases. 
Even  at  operation  this  difficulty  arose  in 
many  cases.  Several  cases  were  mistaken- 
ly considered  inoperable  carcinoma  and 
were  proved  subsequently  to  be  cases  of 
stenosing  diverticulitis.  More  frequently 
a radical  resection  was  done  to  remove 
what  was  supposedly  a malignant  lesion. 

Case  No.  3:  A 70  year  old  white  male 

was  first  seen  9-17-46  complaining  of  in- 
termittent lower  abdominal  pain  for  two 
weeks.  The  day  before  admission  he  ex- 
perienced severe  pain  in  the  left  lower 
quadrant  and  vomited  2-3  times.  His 
bowels  had  been  regular  until  24  hours 
previously  when  enemas  failed  to  relieve 
his  distress.  There  was  clinical  and  x-ray 
evidence  of  intestinal  obstruction.  This 
was  relieved  by  a cecostomy  after  more 
conservative  measures  failed.  Later  when 
the  colon  was  investigated  a complete  ob- 
struction was  demonstrated  in  the  sig- 
moid. The  portion  of  the  colon  which  filled 
with  barium  showed  multiple  diverticula 
with  evidence  of  diverticulitis.  Neoplasm 
could  not  be  excluded.  At  operation  the 
lesion  was  found  to  be  carcinoma  and  di- 
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verticula.  A resection  was  done.  This  case 
is  ot  interest  for  two  reasons.  One,  the  in- 
flammatory reaction  from  the  diverticuli- 
tis gave  rise  to  the  obstruction  which  led 
to  surgery  and  the  unexpected  finding  of 
a carcinoma.  As  already  indicated  carci- 
noma is  associated  with  diverticulitis  in 
less  than  1%  of  the  cases. 

Diverticulosis  with  gross  hemorrhage  is 
not  considered  a common  complication,  it 
is  in  fact  most  unusual.  This  complication 
can  be  of  great  severity  as  shown  by  the 
following  cases.  The  bleeding  results  from 
necrosis  at  the  site  of  inflammation  where 
a small  vessel  is  involved.  The  aim  in 
treatment  should  be  to  reduce  the  bowel 
activity,  and  replace  the  blood  with  trans- 
fusions. 

Case  No.  4:  A 63  year  old  white  male 
was  admitted  to  the  hospital  4-3-47  com- 
plaining of  rectal  bleeding.  About  ten  days 
previously  he  noticed  tenderness  across 
the  lower  abdomen  especially  in  the  left 
lower  quadrant.  Six  days  before  admis- 
sion he  passed  a large  dark  bloody  stool 
with  clots.  The  following  day  he  had  three 
similar  stools  and  felt  weak.  Three  days 
before  admission  he  had  a similar  episode 
and  fainted.  He  was  hospitalized  elsewhere 
and  transfused.  On  arrival  his  R.B.C.  was 
3.20  with  a Hgb.  of  59%.  After  conserva- 
tive treatment  and  transfusions  the  bleed- 
ing ceased.  A few  days  later  the  colon  was 
investigated  by  sigmoidoscopic  and  x-ray 
examination  by  means  of  double  contrast 
enema.  Multiple  diverticulosis  of  the  de- 
scending and  sigmoid  colon  was  found. 
There  was  considerable  spasm  in  the  low- 
er descending  colon. 

Case  No.  5:  A 69  year  old  white  male 
was  admitted  to  the  hospital  6-3-47  with  a 
history  of  passing  dark  bloody  to  black 
stools  one  week  previously.  He  became 
dizzy  and  felt  faint  following  the  bleeding 
After  7 to  8 stools  it  ceased.  This  patient 
gave  no  history  of  gastric  distress  and  his 
bowels  were  always  regular.  He  did  have 
a similar  but  less  severe  episode  of  bleed- 
ing one  year  ago  which  ceased  in  one  day. 
On  admission  his  R.B.C.  was  2.90  and  the 
Hgb.  57%.  The  blood  loss  was  replaced  [by 
transfusions  and  there  was  no  further 
bleeding.  X-ray  of  the  colon  revealed  se- 
vere diverticulosis  involving  the  trans- 
verse, descending  and  sigmoid  colon.  X- 
ray  of  the  stomach  was  normal.  In  our  se- 
ries we  have  a number  of  similar  cases 
with  rather  severe  hemorrhages  which 
have  responded  to  transfusions  and  sur- 
gery has  not  been  necessary.  We  hold  the 
opinion  that  one  or  two  severe  hemor- 


rhages do  not  demand  surgical  interven- 
tion. 

Treatment 

Surgery  in  the  management  of  diverti- 
culitis is  limited  to  the  treatment  of  its 
complications.  It  is  occasionally  impossible 
to  exclude  carcinoma  and  exploration  for 
this  reason  is  justified.  There  is  no  una- 
nimity of  opinion  as  to  what  should  be 
done  surgically,  particularly . concerning 
the  necessity  of  resection.  Chemotherapy 
has  made  operative  procedures  safer  and 
has  lowered  the  surgical  mortality  rate 
appreciably. 

Diverticulitis  with  spasm  should  be 
treated  conservatively.  The  patient  should 
be  at  complete  rest  with  liquid  diet  and 
antispasmotic  drugs.  Heat  or  cold  to  the 
abdomen  will  give  comfort.  Sulfa  drugs 
are  not  necessary. 

Acute  perforating  diverticulitis  will  fre- 
quently be  diagnosed  and  operated  as  a- 
cute  appendicitis.  Unfortunately  the  sur- 
geon finds  himself  some  distance  from  the 
source  of  trouble.  If  sufficient  explora- 
tion can  be  done  to  recognize  the  situa- 
tion at  hand  then  the  right  sided  incision 
should  be  closed  and  either  a low  left  rec- 
tus or  midline  incision  made.  If  a single 
diverticulum  is  found  perforating  free  in- 
to the  peritoneal  cavity  it  is  closed  with 
interrupted  sutures  and  a tab  of  fat  tied 
into  them  to  assist  in  plugging  the  hole. 
Some  prefer  to  drain  this  area  and  others 
feel  that  this  would  increase  the  risk  of 
fistula  formation.  Some  advise  shunting 
the  fecal  current  from  the  involved  bowel 
by  doing  a proximal  colostomy.  This  is  no 
doubt  best  decided  after  seeing  how  much 
inflammatory  process  has  taken  place  at 
the  area  of  perforation.  If  the  tissue  is  so 
edematous  that  no  form  of  suturing  can 
be  done  and  the  patient  is  too  ill  to  with- 
stand further  surgery  a drain  placed  at 
the  site  is  the  most  conservative  measure. 
Some  of  these  will  close  spontaneously. 
Sulfa  drugs,  Wangensteen  suction,  paren- 
teral fluids  and  general  supportive  meas- 
ures should  be  used. 

In  abscess  formation  incision  and  drain- 
age are  necessary.  If  the  bowel  is  visualized 
and  a fair  sized  opening  is  found  then  a 
proximal  colostomy  is  indicated.  The  in- 
volved segment  of  bowel  should  be  dis- 
turbed as  little  as  possible. 

In  obstruction  the  establishment  of  a 
colostomy  proximal  to  the  involved  bowel 
is  the  procedure  of  choice.  Thus  the  fecal 
current  is  diverted  and  the  bowel  is  put 
to  rest.  Within  six  months  to  one  year  the 
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obstructing  mass  usually  will  have  disap- 
peared. After  x-ray  examination  of  the 
distal  segment  shows  an  adequate  lumen, 
continuity  of  the  bowel  can  be  re-estab- 
lished by  closure  of  the  colostomy.  Even 
then  the  patient  can  not  be  assured  of 
freedom  from  subsequent  attacks  of  the 
disease.  In  some  cases  resection  of  the  in- 
volved segment  of  the  colon  will  be  neces- 
sary. In  fact  when  the  area  involved  does 
not  cover  too  great  a length  of  colon  one 
plan  of  treatment  is  the  establishment  of 
a colonic  stoma  proximal  to  the  lesion,  to 
be  followed  in  six  to  twelve  months  by  an 
exteriorization  type  of  resection.  With 
the  proper  preparation  of  the  bowel  in- 
cluding chemotherapy  this  has  proven  to 
be  one  of  the  safest  methods  of  dealing 
with  this  type  of  lesion.  Occasionally  re- 
section will  be  necessary  because  of  the 
scarring  and  contracture  of  the  lumen 
during  the  healing  process. 

When  fistula  to  the  skin  or  bladder  are 
present,  a defunctioning  colostomy  is  the 
first  step  in  treatment.  This  may  be  of  the 
right  transverse  colon  as  advocated  by 
Devine  or  more  distal  if  the  operator  feels 
that  he  is  a safe  distance  from  the  involv- 
ed area. 

If  the  urinary  bladder  has  been  involv- 
ed one  must  make  every  attempt  to  clear 
up  the  infection  of  the  urinary  tract.  After 
the  inflammatory  process  has  subsided 
and  the  urinary  infection  is  under  control 
the  abdomen  should  be  re-opened  through 


a low  midline  incision  and  a direct  attack 
made  on  the  fistula. 

Summary 

1.  Diverticulitis  of  the  large  bowel  oc- 
curs most  frequently  in  the  sigmoid  and 
is  present  in  about  5 per  cent  of  colon  x- 
rays  made  for  symptoms. 

2.  The  main  symptom  is  low  abdominal 
pain. 

3.  The  relationship  of  diverticulitis  to 
cancer  is  incidental,  but  the  differentiation 
between  the  two  is  at  times  quite  difficult. 

4.  The  great  majority  of  these  cases  re- 
spond favorably  to  nonsurgical  measures 
but  the  complications  usually  require  op- 
eration. 
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STRABISMUS  IN  GENERAL 

A.  C.  Poweleii,  M.  D. 

COVINGTON 


The  purpose  of  this  paper  is  to  acquaint 
the  general  practitioner  and  pediatrician 
with  some  of  the  known  facts  about  mani- 
fest strabismus.  No  attempt  will  be  made 
to  go  into  detail  .about  tests  and  various 
operative  procedures. 

Bielschowsky  (1934)  wrote  that 
not  only  the  novice  but  also  many  well- 
trained  and  experienced  ophthalmologists 
consider  motor  anomalies  to  be  the  most 
difficult  field  in  ophthalmology  because 
of  the  great  variety  of  signs  and  symp- 
toms which  apparently  cannot  be  recon- 
ciled with  one  another.  Wrong  diagnosis, 
due  to  inability  to  analyze  these  factors 
correctly  in  individual  cases,  leads  quite 
naturally  to  unsatisfactory  therapeutic  re- 

Read  before  the  Campbell-Kenton  Medical  Society,  Decem- 
ber, 1949. 


suits.  In  examining  .and  treating  motor 
anomalies,  one  never  loses  an  uneasy  feel- 
ing of  incompetence  until  he  has  become 
thoroughly  familiar  with  the  physiologi- 
cal fundamentals,  based  on  anatomy, 
from  which  the  signs  and  symptoms  of 
these  anomalies  are  derived.” 

To  the  busy  pediatrician  and  general 
practitioner  (who  see  many  early  cases  of 
strabismus)  this  accurate  knowledge  of 
diagnosis  is  not  so  essential,  and  yet,  he 
should  be  in  a position  to  .answer  some  of 
the  more  pertinent  questions  asked  by  the 
anxious  parents,  namely:  Do  children  out- 
grow cross  eyes?  Does  the  cross-eyed  child 
need  to  wear  glasses  all  the  rest  of  his 
life?  Why  is  the  good  eye  occluded?  How 
early  can  the  Doctor  begin  to  treat  a child 
once  the  eyes  are  seen  to  cross,  etc.?  His 
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answers,  if  correctly  given,  may  later  save 
an  eye. 

At  birth  the  eye  shows  a lack  of  foveal 
development  and  almost  complete  absence 
of  accommodation.  Vision  develops  from 
6/200  at  four  months  to  about  6/6  at  four 
years.  Thus  if  an  eye  turns  in  at  two  years 
of  age  when  the  vision  is  6/12  and  noth- 
ing is  done  about  it  until  five  or  six  years 
of  age,  the  vision  will  be  that  of  6/12,  or 
thereabouts2.  We  can  readily  see  how  im- 
portant it  is  to  correct  these  cases  early 
in  order  to  prevent  amblyopia. 

Along  with  the  above  is  the  inferiority 
complex  that  is  developed  in  children 
whose  eyes  are  crossed.  These  children 
bear  the  brunt  of  all  the  rude  remarks 
and  really  become  more  or  less  social  out- 
casts. 

Any  deviation  which  apparently  de- 
veloped during  the  first  year  of  life  was, 
in  all  probability,  present  from  birth  and 
may  be  considered  congenital  with  mini- 
mum error;  such  deviations  are  frequent- 
ly due  to  the  anatomic  abnormalities.  The 
majority  of  patients  with  esotropia  in 
which  hypermetropia  played  any  role  will 
have  begun  their  deviation  at  about  the 
age  of  21/2  years.  A deviation  which  de- 
velops around  4 to  5 years  of  age  is  more 
commonly  toxic  in  origin  or  perhaps  trau- 
matic". In  these  cases  which  develop 
“late,”  one  is  particularly  likely  to  find 
involvement  of  the  sixth  cranial  nerve 
with  resultant  paresis  of  one  or  both  lat- 
eral recti. 

Diagnosis 

Strabismus  or  heterotropia  (also  refer- 
red to  as  squint)  is  the  deviation  of  one 
visual  axis  in  the  normal  act.  It  is  express- 
ed objectively  by  the  absence  of  binocu- 
lar fixation,  so  that  both  visual  lines  are 
not  directed  to  the  same  point  in  space. 
It  is  expressed  subjectively  by  an  incom- 
plete or  absence  of  fusion  faculty,  so  that 
a full  stereoscopic  single  image  is  not 
found 

Strabismus  is  divided  into  two  large 
etiologic  groups:  Concomitant  and  Paraly- 
tic. Concomitant  strabismus  occurs  when 
the  nerve-muscle  mechanism  of  the  eye 
is  intact,  and  functional  causes  produce 
the  deviation.  Paralytic  strabismus  is  de- 
viation resulting  from  an  organic  lesion 
of  the  nerve  supply,  nucleus  or  peripheral 
nerve — or  of  the  muscle  itself4.  The  divi- 
sion between  the  two  groups  is  not  hard 
and  fast,  for  what  arises  as  concomitant 
strabismus  may  become  a paralytic  devia- 
tion and  visa  versa.  However,  the  term 


paralytic  strabismus  is  universally  used 
to  denote  a heterotropia  resulting  from  a 
recent  lesion  of  the  nerve-muscle  unit. 

Morphologically,  strabismus  is  classified 
according  to  direction  of  deviation.  Thus 
deviation  of  eyes  inward  is  esotropia  or 
convergent  strabismus;  deviation  outward 
is  exotropia  or  divergent  strabismus. 
Turning  of  the  eye  upward  or  vertical  de- 
viation is  known  as  hypertropia.  A hyper- 
tropia  is  further  classified  according  to 
the  higher  eye;  e.g.,  if  the  left  eye  is  the 
higher,  the  deviation  is  called  left  hyper- 
tropia. 

If  fixation  is  maintained  only  by  one 
eye,  the  deviation  is  called  monocular 
strabismus  and  the  fixing  eye  specified. 
However,  if  the  patient  may  fix  an  object 
freely  and  easily  with  either  eye,  while 
the  other  deviates,  this  form  is  called  al- 
ternating strabismus-5. 

Differentiation  between  concomitant 
and  non-comitant  is  relatively  easy  at 
times.  The  outstanding  characteristic 
symptom  of  paralytic  strabismus  is  dip- 
lopia. Secondary  symptoms  to  diplopia 
are  vertigo,  headache,  nausea  and  neuras- 
thenic disturbance  resulting  from  visual 
disorientation  of  the  patient.  In  practical- 
ly every  case  of  paralytic  strabismus  there 
is  some  limitation  of  movement  in  one  or 
more  of  the  six  diagnostic  positions  of 
gaze  of  one  or  both  eyes.  Also,  the  pri- 
mary deviation  is  always  less  than  the 
secondary  deviation. 

The  individual  may  avoid  diplopia  by 
adopting  compensatory  head  positions.  He 
may  hold  his  head  to  the  right  or  to  the 
left  depending  on  the  muscle  involved  in 
the  paralysis.  Along  with  the  preceding 
signs  and  symptoms,  the  paralytic  eye  by 
reason  of  its  deviation  must  project  false- 
ly. This  is  known  as  false  projection. 

Treatment 

In  the  earliest  medical  writings,  men- 
tion was  made  of  strabismus.  It  was  re- 
garded as  ia  permanent  deformity  rather 
than  as  a defect  which  might  yield  to 
treatment. 

Paulus  Agineta,  in  the  Seventeenth  Cen- 
tury, advised  the  wearing  of  a mask 
through  which  there  was  an  opening  for 
each  eye.  The  openings  were  so  placed  as 
to  induce  the  eyes  to  assume  correct  posi- 
tions in  order  to  see  through  them.  Am- 
boise  Pare  (1561-77)  treated  strabismus 
with  stenopeic  horn  spectacles.  Erasmus 
Darwin  (1801)  advised  bandaging  the  good 
eye,  the  first  recorded  instance  of  the  use 
of  occlusion  for  amblyopia  exanopsia.  The 
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first  authenticated  operation  was  done  on 
October  24th,  1839  by  Diffenback  in  Ber- 
lin6. 

Treatment  of  heterotropia  included  the 
non  surgical  as  well  as  the  surgical: 

In  the  non  surgical  treatment  of  hetero- 
tropia evaluation  of  the  patient  and  his 
environment  as  well  as  his  heterotropia 
should  be  made. 

After  the  patient  has  been  properly 
evaluated  the  first  step  in  the  treatment 
of  heterotropia  is  a careful  refraction  un- 
der atropine  cyclopegia.  If  the  patient  is 
an  esotrope  and  is  hypermetropic,  the  full 
atropine  findings  should  be  prescribed  for 
constant  wear.  If  the  patient  is  an  exo- 
trope  with  hypertropia  (less  than  3.50  D) 
it  is  best  to  give  no  lens.  If  the  patient  has 
exotropia  and  is  myopic,  the  full  findings 
under  atropine  should  be  worn.  . 

Occlusion  of  the  better  eye  is  a method 
of  reducing  amblyopia  exanopsia.  After 
the  refraction  its  purpose  is  to  force  cen- 
tral fixation  and  utilize  the  previously 
suppressed  macular  region  and  thus  im- 
prove visual  acuity. 

If  abnormal  retinal  correspondence  ex- 
ists it  may  at  times  be  disrupted  by  sim- 
ple occlusion  of  the  better  eye,  forcing 
central  fixation  on  the  deviating  eye.  At 
other  times,  it  may  foe  necessary  to  resort 
to  intensive  orthoptic  treatment  for  this. 

Finally  fusion  training  may  begin  when 
vision  in  the  amblyopic  eye  has  reached 
the  level  of  6/15  with  satisfactory  results. 

Following  the  successful  development 
of  second  and  third  degree  fusion  and  ab- 
olition of  heterotropia,  a careful  check  on 
the  refraction  of  the  patient  should  be 
made  at  intervals  of  six  months  for  a pe- 
riod of  several  years. 

In  considering  the  surgical  treatment 
no  attempt  will  be  made  to  explain  the 
various  operative  technique. 

Operative  Procedures 

Operative  procedures  should  not  be  re- 
sorted to  until  other  means  have  been 
thoroughly  tried.  When  this  is  so,  opera- 
tion should  be  performed  when  indicated 
regardless  of  age.  The  vast  majority  of 
these  deviations  should  be  removed  prior 
to  school  age.  The  reasons  for  advocating 
early  operation  are:  A good  functional  re- 
sult is  more  apt  to  be  secured;  secondly, 
muscular  changes  are  less  frequent  in 
cases  of  short  duration;  early  removal  of 
the  cosmetic  blemish  is  important  from  a 
psychological  standpoint;  post  operative 
diplopia,  if  present,  is  more  readily  over- 
come in  the  young. 


It  seems  that  even  with  good  fusion 
there  is  a relatively  poor  chance  of  effect- 
ing a cure  if  the  angle  of  squint  is  over 
20  degrees. 

Late  surgery  has  its  disadvantages.  The 
treatment  is  prolonged  for  years  with 
the  likelihood  of  amblyopia  developing. 
When  abnormal  retinal  correspondence  is 
present  there  is  less  chance  of  the  patient 
eventually  obtaining  normal  binocular 
vision. 

Three  factors  must  be  considered  in  sur- 
gery of  the  ocular  muscles;  the  ocular  ro- 
tations, the  muscle  balance,  and  the  prism 
duction7.  One  cannot  arrive  at  sound  sur- 
gical judgment  until  they  are  understood 
and  investigated  in  every  individual  un- 
der surgical  treatment. 

Surgery  of  the  ocular  muscles  must  be 
of  a constructive  nature. 

In  general  surgical  procedures  may  be 
grouped  under  five  headings:  (1)  tenoto- 
mies; (2)  recessions;  (3)  resections  and 
tuckings;  (4)  advancements;  and  (5) 
transplants. 

Surgical  procedures  for  concomitant 
and  non  comitant  squint  differs  as  the  de- 
gree of  deviation  varies.  In  concomitant 
squints  even  the  alternating  types  respond 
somewhat  differently  than  do  the  mono- 
lateral cases.  That  difficulty  of  obtaining 
parallelism  in  the  alternating  form  of 
strabismus  demands  even  more  exact  sur- 
gical correction. 

In  any  form  of  concomitant  strabismus 
the  selection  of  an  operation  for  any  given 
case  is  an  exercise  of  surgical  judgment 
based  on  the  pathology  and  measurements 
of  that  particular  case,  combined  with  the 
all  important  factor  of  the  surgeon’s  ex- 
perience with  similar  cases. 

The  surgery  of  paralytic  strabismus  is 
almost  always  complex,  and  directed  to- 
ward the  practical  aim  of  cosmetic  im- 
provement rather  than  the  frequently  un- 
attainable goal  of  satisfactory  restoration 
of  function. 
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Scientific  medicine  has  developed  a host 
of  powerful  and  efficient  drugs  and  tech- 
niques to  combat  disease.  Anesthesia  has 
not  been  neglected  in  this  development, 
but  new  ideas  and  agents  in  anesthesia 
have  not  been  accepted  as  readily  as  those 
in  other  specialties.  Complicated  bowel 
surgery  was  eagerly  received,  antibio- 
tics are  being  used  toy  the  tons,  and  the 
anti-histaminics  are  outmoded  before  we 
can  remember  their  names.  It  is  indeed 
unfortunate  that  the  benefits  of  anesthesia 
are  not  fully  realized.  The  scope  of  anes- 
thesia has  been  widened  from  the  tech- 
nique of  dropping  ether  to  a specialty  con- 
cerned with  numerous  drugs  and  tech- 
niques for  surgical  anesthesia  and  many 
extra  surgical  problems  as  well. 

SURGICAL  ANESTHESIA 

Anesthesia  for  surgery  may  be  con- 
sidered in  four  parts:  Preparation,  general 
anesthesia,  regional  anesthesia  and  re- 
covery. 

Preparation 

Preoperative  preparation  of  the  bowels, 
bladder,  lungs  and  metabolism,  and  the 
use  of  measures  to  combat  infection  are 
commonly  accepted  practices.  But  there 
are  many  divergent  ideas  concerning  pre- 
medication. Some  use  none,  others  use 
poisonous  quantities.  There  is  much  to  be 
said  for  balanced  premedication  using  a 
barbiturate  for  sedation,  an  opiate  to  com- 
bat pain,  and  a belladonna  derivative  to 
stop  the  secretion  of  mucus  and  saliva  in 
the  airway.  Nembutal  is  used  for  its  quick 
action,  morphine  because  it  affords  de- 
pendable pain  relief,  and  scopolamine  be- 
cause it  not  only  dries  the  airway,  but 
affords  sedation  and  amnesia  as  well. 
When  used  alone  nembutal  and  scopola- 
mine may  cause  delirium,  while  morphine 
may  cause  respiratory  depression  and 
nausea.  Combination  of  all  three  of  these 
drugs  produce  perfect  premedication  with 
almost  complete  cancellation  of  undesir- 
able effects1. 

Routine  dosage  for  normal  adults  is  sat- 
isfactory because  they  can  tolerate  these 
drugs  more  readily  than  weaker  indivi- 
duals are  able  to  do  so.  Children,  aged  per- 
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sons,  and  abnormal  adults  need  all  the 
benefits  of  balanced  premedication,  but 
the  quantity  must  be  carefully  determined 
for  each  one. 

Proper  premedication  of  children  adds 
a great  deal  to  the  safety  and  ease  of 
pediatric  anesthesia.  It  must  be  remem- 
bered that  children  are  sensitive  to  opiates 
and  resistant  to  belladonna  drugs  so  that 
they  require  proportionately  less  morphine 
and  more  scopolamine.  Barbiturates  affect 
children  like  adults  so  that  nembutal  is 
given  in  doses  proportionate  to  weight2. 

Aged  persons  are  given  balanced  premed- 
ication in  quantities  commensurate  with 
the  condition  in  which  they  are  found.  It 
is  ridiculous  to  omit  premedication  for  all 
aged  persons  because  some  misfortune  has 
been  encountered  after  giving  one  old  pa- 
tient premedication  intended  for  a normal 
adult3. 

The  principle  of  balanced  premedication 
may  toe  applied  to  the  relief  of  pain  in 
childbirth.  It  is  unfortunate  that  some 
physicians  omit  opiates  to  avoid  apnea 
neonatorum  because  the  barbiturates  cause 
maternal  delirium  in  the  presence  of  pain 
and  the  amounts  needed  to  quiet  the  pa- 
tients cause  marked  respiratory  depres- 
sion of  the  newborn.  Opiates  or  opium 
like  drugs  are  needed  to  stop  pain  and  the 
respiratory  depression  they  cause  is  pre- 
vented by  using  scopolamine  along  with 
them4. 

Extreme  care  must  be  used  in  premedi- 
cation of  such  abnormal  persons  as  those 
with  circulatory  failure,  debility,  mental 
excitation  or  depression,  metabolic  distur- 
bances, and  respiratory  difficulties.  It  may 
be  necessary  to  not  only  decrease  the 
amount  of  premedication  but  to  omit  one 
or  more  of  the  premedicant  drugs5. 

General  Anesthesia 

All  the  general  anesthetics  used  today 
are  extremely  valuable,  but  each  has  dis- 
advantages so  that  they  must  be  used  with 
discrimination  and  skill.  Intravenous  and 
rectal  anesthetics  are  notable  for  the 
pleasant,  speedy  induction  which  can  be 
produced  with  them.  They  are  also  of 
value  as  basal  anesthetics  to  decrease  the 
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amount  of  other  agents  required.  Recently 
they  have  proved  very  helpful  in  produc- 
ing sedation  for  regional  anesthesia.  Pen- 
tothal  or  Avertin  should  never  be  used 
for  extensive  or  prolonged  procedures  be- 
cause of  the  profound  respiratory  depres- 
sion which  follows  their  use  in  this  man- 
ner. 

The  introduction  of  intravenous  pento- 
thal  has  made  the  use  of  inhalation  agents 
most  unpopular.  This  is  lamentable  be- 
cause all  of  the  inhalation,  even  drop 
ether,  can  produce  pleasant  induction  when 
used  with  consideration  and  skill.  It  is  very 
poor  policy  to  promise  a patient  pentothal 
anesthesia,  for  in  some  instances  this  is 
either  contraindicated  or,  for  lack  of  ac- 
cessible veins,  impossible.  Instead,  patients 
should  be  promised  safe,  pleasant  anes- 
thesia by  a trained  anesthetist. 

Maintenance  of  general  anesthesia  is 
best  achieved  with  cyclopropane,  or  ether, 
or  nitrous  oxide  in  combination  with 
these  drugs  or  with  pentothal.  It  has  been 
shown  that  the  other  general  anesthetics 
can  cause  liver  damage  if  used  alone  for 
more  than  15  or  30  minutes,  especially  if 
there  is  any  degree  of  anoxia  present0. 

Respiratory  obstruction  is  the  most  im- 
portant problem  of  anesthesia.  It  can  oc- 
cur with  stunning  speed  in  any  patient 
with  any  anesthetic  and  prove  fatal  within 
a few  minutes.  This  obstruction  not  only 
hinders  vital  respiration  but  makes  it  very 
difficult  to  control  the  depth  of  inhalation 
anesthesia.  The  two  common  sites  of  ob- 
struction are  the  pharynx  and  the  larynx. 

Pharyngeal  obstruction  follows  relaxa- 
tion of  the  pharyngeal  muscles  and  is  char- 
acterized by  snoring  respiration.  It  is  elim- 
inated by  extending  the  head,  pulling  the 
mandible  forward,  and  pulling  the  tongue 
out.  Nasal  and  oral  pharyngeal  airways 
may  be  used  along  with  these  manual 
maneuvers. 

Laryngeal  obstruction  is  caused  by 
spasm  of  the  vocal  cords  induced  by  direct 
irritation  or  by  reflexes  initiated  by  such 
noxious  stimuli  as  visceral  traction  or 
sphincter  dilatation.  It  is  characterized  by 
squealing  respiration.  It  can  be  eliminated 
by  removing  the  cause,  by  squeezing  gas 
past  the  obstruction,  by  deep  anesthesia 
or  curare,  and  by  means  of  endotracheal 
tubes7. 

Endotracheal  tubes  should  be  passed 
routinely  in  all  patients  whose  upper  res- 
piratory passages  are  obstructed  or  in  dan- 
ger of  obstruction  during  anesthesia  and 
surgery.  It  is  true  that  endotracheal  tubes 
occasionally  cause  mild  laryngitis  but 


this  condition  is  far  less  dangerous  than 
severe  anoxia  or  uncontrolled  anesthesia 
occurring  during  surgery. 

It  has  been  said  that  “noisy  respiration 
is  obstructed  respiration.”  It  may  be  added 
that  this  noise  is  often  the  prelude  to  death 
and  it  must  be  prevented  or  stopped  by 
vigorous  measures. 

Many  surgical  procedures  require  pro- 
found muscular  relaxation.  Deep  anes- 
thesia produced  by  saturation  with  ether, 
chloroform,  or  cyclopropane,  is  unneces- 
sarily crude  because  it  provokes  dangerous 
physical  and  chemical  dysfunction  and 
makes  abdominal  surgery  more  difficult 
because  of  the  vigorous  pushing  of  the 
intestines  by  the  diaphragm. 

A safer  technique  for  relaxation  is  con- 
trolled respiration  which  can  be  carried 
out  with  moderate  depth  of  anesthesia. 
Apnea  from  paralysis  of  the  respiratory 
center  makes  skeletal  muscles  limp  and 
toneless.  The  center  can  be  paralyzed  in- 
tentionally with  depressing  drugs,  such  as 
pentothal  or  cyclopropane,  and  with  slight 
overexpansion  of  the  lungs  initiating  the 
Hering-Breuer  reflex  of  apnea  and  satur- 
ating the  blood  with  oxygen  while  de- 
priving it  of  carbon  dioxide.  Breathing  is 
then  continued  by  squeezing  the  rebreath- 
ing bag  in  a manner  simulating  the  pa- 
tient’s normal  respiration0. 

Curare  and  curare  like  drugs  have 
greatly  altered  anesthetic  techniques. 
Combination  of  these  drugs  with  light  gen- 
eral anesthesia  produces  profound  muscu- 
lar paralysis  with  amazing  rapidity.  Fre- 
quently all  of  the  muscles  of  respiration 
are  paralyzed  for  several  minutes  so  that 
persons  using  these  drugs  must  be  able 
to  breathe  for  patients  by  means  of  con- 
trolled respiration9.  Even  the  primitive 
Amazonians  know  that  mouth  to  mouth 
artificial  respiration  is  essential  in  reviv- 
ing victims  of  curare  poisoning.  d-Tubo- 
curarine,  the  paralyzing  fraction  of  native 
curare,  is  the  most  widely  used  drug  of 
this  type.  Erythroidin10  and  Syncu- 
rine11  are  promising  drugs  which  are  used 
because  of  their  powerful  and  fleeting 
paralyzing  action  which  seems  to  leave 
patients  less  depressed  than  d-Tubocu- 
rarine. 

There  is  more  to  relaxation  than  muscle 
paralysis  with  anesthetics.  Excessive  stim- 
ulation, such  as  pulling  on  the  bowels, 
will  rouse  a patient  out  of  deep  anesthesia 
and  cause  immediate  muscular  rigidity 
that  can  be  stopped  only  by  stopping  the 
stimulation  or  by  excessive  anesthesia. 
Rough  surgery  and  excessive  anesthesia 
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are  two  wrongs  that  never  make  a right. 

There  are  some  conditions  in  which 
muscular  paralysis  cannot  produce  relax- 
ation. One  of  these  is  intestinal  distension, 
such  as  occurs  in  intestinal  obstruction, 
and  another  is  inadequacy  of  the  abdom- 
inal cavity,  such  as  is  found  in  large  ven- 
tral hernias.  It  is  folly  to  demand  that 
anesthesia  be  deepened  to  overcome  the 
bulging  of  the  bowels  that  occurs  with 
these  disorders. 

Quick,  gentle  surgery  means  just  as 
much  to  relaxation  as  muscle  paralysis 
with  anesthetics.  It  is  important  that  the 
limitations  of  general  anesthesia  in  pro- 
ducing relaxation  be  realized  so  that  it 
will  not  be  used  in  vain. 

Regional  Anesthesia 

Regional  anesthesia  is  almost  the  per- 
fect method  of  abolishing  pain  because  it 
acts  on  nerve  tissue  and  has  relatively 
little  effect  on  the  rest  of  the  body.  It 
would  be  perfect  were  it  not  for  fear  on 
the  part  of  patients,  difficulty  in  making 
the  injections,  and  complications  resulting 
from  the  blocks.  All  of  these  factors  may  be 
reduced  to  insignificance  by  mastery  of 
the  art  of  regional  anesthesia.  Drugs  and 
equipment  for  regional  anesthesia  should 
be  prepared  under  the  direct  supervision 
of  the  person  who  is  to  use  them.  Am- 
poules must  be  stored  in  colored  70%  al- 
cohol so  that  tiny  holes  will  be  indicated 
'by  coloring  of  the  solutions.  Undoubtedly 
some  of  the  cases  of  permanent  paralysis 
following  regional  anesthesia  have  result- 
ed from  contaminated  solutions. 

Spinal  and  brachial  block  are  two  very 
useful  techniques  which  can  be  described 
to  demonstrate  methods  of  approaching 
ideal  anesthesia  through  regional  anesthe- 
sia. 

When  spinal  anesthesia  extends  above 
the  umbilicus,  paralysis  of  the  sympa- 
thetic nerves  almost  always  causes  a fall 
in  blood  pressure  which  may  be  accom- 
panied by  nausea  and  vomiting.  This  hy- 
potension is  readily  prevented  or  correct- 
ed with  such  pressor  drugs  as  Methedrine 
or  Neo-synephrine12.  If  it  is  neglected 
or  undiscovered,  circulatory  failure  and 
death  may  result  in  a very  few  minutes. 
For  these  reasons  blood  pressure  and  the 
level  of  anesthesia  must  be  carefully  de- 
termined immediately  after  induction  of 
spinal  anesthesia. 

Since  solutions  of  spinal  anesthetics 
have  specific  gravities  which  are  almost 
identical  with  that  of  spinal  fluid,  is  is  dif- 
ficult to  control  the  spread  of  these  drugs 


after  injection.  For  this  reason  gravity 
techniques  have  been  developed  in  which 
spinal  anesthetic  solutions  are  made  defi- 
nitely lighter  than  spinal  fluid  by  adding 
distilled  water12,  or  heavier  than  spinal 
fluid  by  adding  10%  glucose14.  Proper 
tilting  and  testing  levels  of  anesthesia 
make  it  possible  to  control  this  spread 
with  accuracy. 

The  only  practical  difference  between 
the  drugs  used  for  spinal  anesthesia  is  the 
duration  of  their  action.  Procaine  acts  for 
about  45  minutes,  Pontocaine  for  about  2 
hours,  and  Nupercaine  for  about  3 hours. 
Their  action  may  be  prolonged  by  adding 
Adrenalin  or  Neo-synephrineir>,  or  by 
using  indwelling  needles  16  or  catheters1' 
for  intermittent  injections. 

Spinal  anesthesia  has  been  objection- 
able to  patients  who  were  disturbed  by 
being  awake  or  who  felt  uncomfortable 
when  traction  was  made  on  their  viscera. 
Use  of  intravenous  barbiturates,  such  as 
Pentothal,  Seconal  or  Nembutal,  complete- 
ly eliminate  this  discomfort.  This  form  of 
sedation  has  extended  the  use  of  spinal 
anesthesia  to  children  and  to  others  who 
would  be  difficult  to  handle  if  awake19. 

Until  recently  Brachial  block  was  con- 
sidered tedious  and  often  ineffective.  Re- 
ports of  large  series  of  cases  indicate  that 
it  is  actually  a simple  and  most  effective 
anesthetic  for  surgery  of  the  arm18. 

Patients  are  given  balanced  premedica- 
tion and  told  enough  about  the  procedure 
to  gain  their  confidence  and  cooperation. 
For  short  procedures  2%  Procaine  with 
1/200,000  Adrenalin  is  used.  0.15%  Ponto- 
caine, or  0.05%  Nupercaine  are  added  for 
long  procedures.  These  long  acting  solu- 
tions produce  anesthesia  for  five  to  six 
hours  and  relief  of  pain  for  another  five 
or  six  hours. 

The  block  is  performed  with  the  patient 
supine,  head  turned  away,  and  shoulder 
pulled  down.  The  needle  is  injected  just 
above  the  middle  of  the  clavical  and  di- 
rected toward  the  first  rib.  The  rib  is  ex- 
plored from  front  to  back  by  repeated  in- 
jections in  much  the  same  manner  as  “a 
blind  man  tapping  up  a street  with  his 
cane”19.  Each  time  the  rib  is  touched, 
some  solution  is  injected  as  the  needle  is 
withdrawn.  When  paresthesiae  are  elicit- 
ed larger  amounts  of  solution  are  injected 
immediately. 

Brachial  block  is  useful  for  all  opera- 
tions below  the  upper  third  of  the  humer- 
us and  for  manipulations  of  the  shoulder 
joint  such  as  reduction  of  dislocations.  It 
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can  be  combined  with  other  regional  pro- 
cedures such  as  spinal  anesthesia.  It  can 
be  used  in  patients  of  all  ages  and  condi- 
tions. When  applied  with  vocal  anesthesia 
it  produces  very  satisfactory  results  in 
children.  The  only  condition  in  which  it 
is  contraindicated  is  disease  of  the  site  of 
injection  such  as  neoplasm  or  infection. 

Regional  anesthesia  requires  complete 
knowledge  of  neuroanatomy,  physio- 
logy, and  pharmacology  and  determination 
to  apply  this  knowledge  with  intense  skill 
and  caution.  The  anesthetist  must  also  be 
an  alert  student  of  the  human  mind  so 
that  patients  will  accept  the  blocks  with 
assurance  and  calm.  When  these  require- 
ments are  met,  regional  anesthesia  ap- 
proaches ideal  anesthesia. 

Recovery 

The  period  of  recovery  from  anesthe- 
sia and  surgery  is  apt  to  be  exceedingly 
dangerous  because  of  the  lapse  in  atten- 
tion that  occurs  when  patients  leave  the 
operating  room.  The  skilled,  alert  team  of 
specialists  is  left  behind  and  responsibility 
for  life  or  death  is  in  the  hands  of  nurses 
or  aides  whose  skill  and  attention  is  too 
often  questionable.  Vital  equipment,  such 
as  resuscitators,  suction  machines,  intra- 
venous fluids,  and  oxygen  are  not  readily 
available  in  ward  and  private  rooms.  Even 
the  light  is  bad.  It  is  so  hard  to  tell  a pa- 
tient’s color  with  the  five  watt  bulbs  so 
popular  in  hospitals  today. 

There  are  several  measures  which  can 
be  taken  to  correct  this  lamentable  situa- 
tion. One  is  to  avoid  use  of  excessive  a- 
mounts  of  anesthesia  so  that  the  recov- 
ery period  may  be  short  as  possible.  Use 
of  stimulants  such  as  Metrazol26  or  Su- 
doxin  to  hasten  recovery  has  been  a dismal 
failure20.  These  drugs  do  rouse  the  pa- 
tients somewhat  for  ^a  few  minutes  but 
their  action  is  not  prolonged  and  the  pa- 
tients sink  back  into  deep  anesthesia.  It  is 
far  safer  to  use  light  anesthesia  and  en- 
sure rapid  recovery  than  it  is  to  use  ex- 
cessive anesthesia  and  stimulants  whose 
value  is  so  unreliable. 

In  spite  of  good  anesthesia  and  surgery, 
there  will  always  be  patients  who  need 
expert  postoperative  care.  This  may  be 
accomplished  by  equipping  every  ward 
and  room  with  the  necessary  equipment 
and  training  the  nurses  and  house  staff 
to  care  for  these  patients  properly.  The 
ideal  measure  in  this  regard  is  the  estab- 
lishment of  a postoperative  recovery 
room21.  Here  all  equipment  for  resuscita- 
tion and  supportive  therapy  can  be  concen- 
trated and  the  seriously  ill  patients  can  be 


treated  readily  and  effectively.  Anxious 
relatives  and  curious  bystanders  are  elim- 
inated and  futile  dashing  about  for  such 
vital  equipment  as  suction  catheters  or 
oral  airways  becomes  unnecessary.  Such  a 
room  not  only  saves  lives  and  prevents 
complications,  but  it  also  saves  time, 
money,  and  the  peace  of  mind  of  those 
caring  for  the  patients. 

EXTRA  SURGICAL  PROBLEMS 

The  anesthetist  is  often  concerned 
with  such  extra  surgical  problems  as:  re- 
suscitation, treatment  of  pulmonary  com- 
plications, oxygen  and  intravenous  ther- 
apy, diagnostic  and  therapeutic  nerve 
blocks. 

Resuscitation 

One  is  frequently  called  to  resuscitate 
postoperative  patients,  those  suffering 
from  overdosage  of  narcotic  drugs,  vic- 
tims of  accidents,  severe  infections,  brain 
disorders  and  asphyxia. 

The  object  of  resuscitation  is  the  same 
regardless  of  the  cause  of  cardiorespiratory 
failure22.  One  must  insure  the  passage 
of  oxygen  into  the  lungs  and  the  transport 
of  that  oxygen  by  the  blood  to  the  body 
cells. 

Four  major  factors  must  be  considered 
in  resuscitation: 

1.  A clear  airway. 

2.  An  atmosphere  with  adequate  oxy- 
gen. 

3.  Motion  of  the  chest. 

4.  Active  circulation. 

The  patient’s  airway  must  be  clear  of 
mucus  and  soft  tissue  obstruction  to  al- 
low the  free  passage  of  air  into  the  lungs. 
If  the  respiratory  effort  of  the  patient  is 
not  sufficient  to  move  an  adequate  amount 
of  air,  it  must  be  accomplished  by  manual 
inflation  of  the  lungs  and  the  addition  of 
oxygen  to  the  inspired  air.  The  circula- 
tion must  receive  sufficient  support  to 
provide  adequate  blood  volume,  pressure 
and  hemoglobin  to  transport  oxygen  to 
the  body  tissues. 

One  rarely  meets  the  patient  who  re- 
quires resuscitation  under  ideal  circum- 
stances. Therefore  from  a practical  view- 
point the  best  method  of  artificial  respi- 
ration is  mouth  to  mouth  insufflation23, 
which  can  be  put  into  action  the  most 
rapidly  of  all. 

The  chances  of  resuscitation24  of  an 
individual  with  primary  respiratory  fail- 
ure, (with  the  circulation  still  active), 
are  97%  if  the  respiration  has  stopped  for 
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one  minute,  75  % if  stopped  for  three  min- 
utes and  25%  if  stopped  for  five  minutes. 
Obviously,  there  is  no  time  to  waste  look- 
ing for  gadgets  or  some  one  else  to  do  it. 

Mouth  to  mouth  insufflation  is  far  more 
effective  than  the  Silvester  or  Schafer  me- 
thod of  resuscitation  2r\  This  simple  me- 
thod will  keep  the  victim  alive  until  more 
efficient  devices  such  as  the  bag  and  mask 
are  provided. 

The  patient  who  needs  prolonged  arti- 
ficial respiration,  i.e.,  bulbar  poliomyelitis, 
should  be  transferred  to  a respirator  of 
the  Drinker  type. 

When  adequate  oxygenation  of  the 
body  tissue  has  been  assured,  only  then 
may  the  use  of  analeptic26  or  stimulant27 
drugs  be  considered. 

Recent  investigation  has  shown  that 
drugs  such  as  Coramine,  Metrazol,  Picro- 
toxin,  Adrenalin  and  the  Sympathomime- 
tic amines  actually  increase  the  oxygen 
consumption  of  an  already  poorly  supplied 
respiratory  center.  The  use  of  these  drugs 
during  a period  of  anoxia  may  result  in 
the  opposite  of  the  desired  effect. 

Adrenalin  may  induce  ventricular  fi- 
brillation in  the  anoxic  heart.  Only  too 
often  one  reads  in  mortality  reports  this 
single  resuscitative  measure,  “Adrenalin 
Icc.  was  injected  into  the  heart  but  to  no 
avail.” 

The  use  of  carbon  dioxide  in  resuscita- 
tion is  not  necessary  and  may  be  harmful. 
The  average  adult  at  rest  produces 
200cc.  of  carbon  dioxide  per  minute;  if  by 
reason  of  respiratory  depression  it  is  not 
adequately  removed  from  the  body,  there 
is  more  than  enough  present  for  respira- 
tory stimulation28.  Carbon  dioxide  in 
a concentration  of  more  than  10%  in  the 
inspired  air  will  depress  respiration  and 
to  breathe  this  amount  for  more  than  ten 
minutes  will  produce  unconsciousness  in 
a normal  person.  Carbon  dioxide  ther- 
apy is  indicated  in  carbon  monoxide 
poisoning  as  it  does  hasten  the  separation 
of  monoxide  from  hemoglobin;  this  is 
probably  its  only  safe  place  in  resuscita- 
tion. 

Anesthetic  methods  are  of  great  value 
in  the  treatment  of  atelectasis.  The  tra- 
cheobronchial toilet  is  simple  and  effi- 
cient29. Briefly,  it  consists  of  passing 
an  endotracheal  tube  through  the  nose 
into  the  trachea  under  topical  anesthesia. 
A small  bore  rubber  suction  catheter  is 
passed  through  the  tube  into  the  trachea 
and  bronchi.  The  catheter  initiates  vigor- 
ous coughing  and  the  obstructing  material 


is  expelled  into  the  bronchi  and  trachea 
where  it  is  suctioned  away. 

Bronchoscopy  is  of  value  because  the 
trachea  and  bronchi  can  be  observed  di- 
rectly and  the  obstructing  material  re- 
moved. Many  individuals  prefer  broncho- 
scopy and  we  have  found  the  Davis  bron- 
choscope of  great  value  because  of  its 
simplicity  and  portability. 

Oxygen  Therapy 

Most  hospitals  have  oxygen  therapy  for 
their  patients.  The  degree  of  benefit  pa- 
tients receive  from  this  therapy  is  direct- 
ly related  to  the  interest  and  knowledge  of 
those  managing  the  service.  A physician 
should  supervise  the  service  and  in  most 
institutions  the  anesthesiologist  is  chosen 
because  his  training  and  interest  in  res- 
piration fit  him  for  the  position.  A tech- 
nician is  valuable  in  keeping  the  equip- 
ment organized  and  in  good  working  or- 
der. 

The  oxygen  tent  is  a bulky,  expensive 
device.  It  is  difficult  to  keep  the  oxygen 
concentration  above  30%  unless  large 
flows  are  used  and  the  contents  analyzed 
at  intervals.  Leaks  in  the  tent  from  tears 
or  frequent  opening  of  the  tent  for  exami- 
nation and  nursing  care  prevent  the  tent 
from  maintaining  the  desired  oxygen  con- 
centration. In  the  average  hospital  the  tent 
provides  only  an  air  conditioned,  cooling 
atmosphere  and  thus  best  serves  the  se- 
vere asthmatic  patient  and  those  who 
need  reduction  of  body  temperature. 

Oxygen  may  be  administered  simply, 
efficiently  and  inexpensively  by  the  nasal 
catheter.  If  a soft  rubber  catheter  is  in- 
serted properly  and  changed  at  intervals, 
it  is  not  uncomfortable.  Oxygen  may  be 
provided  in  a concentration  as  high  as 
60%  by  this  method.  The  method  allows 
unlimited  examinations  of  the  chest  with- 
out interrupting  therapy,  it  may  be  used 
in  the  home  as  well  as  in  the  hospital. 

Oxygen  by  mask  will  provide  up  to 
100%  oxygen  and  its  use  is  particularly 
suited  for  the  patient  with  severe  anoxia. 

The  anoxic  patient  is  usually  confused, 
restless,  irrational  and  the  mental  picture 
may  resemble  a patient  in  severe  pain. 
The  pulse  rate  is  a useful  guide  in  anoxia, 
the  pulse  increasing  in  rate  as  anoxia  be- 
comes more  severe.  The  clinical  diagnosis 
of  anoxia,  especially  of  a mild  degree,  is 
often  difficult.  The  institution  of  oxygen 
therapy  produces  a slowing  of  the  pulse 
rate  and  relief  of  symptoms.  Often  this 
may  be  the  only  practical  way  of  deter- 
mining if  anoxia  was  present.  Dyspnea  is 
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a subjective  sensation  and  does  not  mean 
anoxia  is  present.  The  patient  with  dys- 
pnea alone  rarely  benefits  from  oxygen 
therapy.  The  diagnosis  of  anoxia  by  the 
presence  or  absence  of  cyanosis  is  not  re- 
liable. Individuals  with  severe  anemia 
may  be  severely  anoxic  and  not  exhibit 
cyanosis.  Then  too  it  has  been  shown  that 
many  physicians,  even  though  experienc- 
ed, cannot  accurately  recognize  cyano- 
sis30. 

Therapeutic  Nerve  Block 

Regional  nerve  block  may  Ibe  employed 
for  a variety  of  diagnostic,  therapeutic 
and  research  procedures.  Most  anesthesio- 
logists have  acquired  some  degree  of'  skill 
in  producing  anesthesia  by  regional  nerve 
block.  Suprascapular  nerve  block31  may 
be  used  for  manipulation  of  ia  painful 
shoulder  joint.  Very  good  results  have 
been  obtained  with  this  block  in  the  treat- 
ment of  bursitis  and  idiopathic  shoulder 
pain.  The  Stellate  Ganglion  block  serves 
a variety  of  purposes,  foremost  being  the 
increase  of  circulation  to  the  brain  and 
arm  on  the  side  injected.  Risteen  and 
Volpitto32  have  obtained  excellent  re- 
sults in  cerebral  spasm,  thrombosis  and 
embolism.  Touhy33  has  emphasized  early 
application  of  the  block,  preferably 
within  two  hours  of  the  accident.  These 
are  but  two  of  the  many  nerve  blocks 
which  are  useful  in  medical  practice, 
many  others  are  of  equal  value. 

Intravenous  Therapy 

Many  institutions  place  the  responsi- 
bility for  management  of'  blood  banks, 
administration  of  blood  and  intravenous 
solutions  under  the  department  of  anes- 
thesia. The  large  amount  of  intravenous 
solutions  and  blood  used  during  surgery, 
the  need  of  the  anesthetist  to  have  suffi- 
cient blood  available  when  needed,  makes 
this  at  times  desirable.  Certainly  it  should 
be  managed  by  an  interested  physician 
who  can  provide  records  for  constant 
study  and  improvement  of  this  most  often 
neglected  service. 

Intravenous  procaine  has  in  recent 
years  amassed  a fabulous  reputation.  It 
has  been  used  for  itching,  serum  sickness, 
therapy  of  pain  of  most  all  types,  treat- 
ment and  prevention  of  cardiac  arrhyth- 
mias during  anesthesia,  and  a recent  issue 
of  Lancet34  even  reports  its  -favorable  use 
in  atelectasis.  The  results  we  have  obtain- 
ed in  the  past  year  have  been  unsatisfac- 
tory and  we  cannot  share  the  enthusiasm 
of  others. 

ANESTHESIOLOGY 

The  scope  of  anesthesia  has  been  ex- 
tended not  only  by  the  development  of 


new  drugs  and  techniques  but  by  the  es- 
tablishment of  separate  departments  of 
anesthesia.  These  groups  provide  safe 
clinical  anesthesia,  instruct  others  in  the 
specialty,  evaluate  drugs  and  techniques 
and  carry  out  practical  clinical  research. 
The  administration  of  anesthesia  for  sur- 
gery alone  is  but  a part  of  anesthesiology. 

Anesthetic  records  should  be  kept  dur- 
ing surgery.  Morbidity  and  mortality 
studies  cannot  be  made  with  accuracy  un- 
less this  part  of  the  patient’s  hospitaliza- 
tion is  recorded.  Our  professional  life  is 
too  short  for  us  to  learn  only  by  our  own 
mistakes  and  accomplishments;  we  must 
benefit  by  the  experience  of  others. 

Those  who  intend  to  practice  anesthesia 
should  be  taught  the  theory  and  technic 
of  anesthesia.  The  younger  members  of 
the  medical  and  nursing  profession  must  be 
instructed  in  the  proper  care  of  uncon- 
scious patients  and  methods  of  resuscita- 
tion so  that  they  may  assume  this  respon- 
sibility with  competence. 

“The  hospitals  aim  for  better  and  more 
economical  care  of  patients35,  shorter 
hospitalization,  better  diagnosis,  better 
treatment  and  a lower  death  rate  may  be 
furthered  by  an  efficient  department  of 
anesthesia.” 

BIBLIOGRAPHY 

1.  Dripps,  R.  I)..:  Pharmacological  basis  for  preoperative 
medication.  Surg.  Clin.  N.  A.  Dec.  1944,  page  1377. 

2.  Leigh,  M.  D.,  and  Belton,  M.  K.:  Premedication  in 
infants  and  children.  Anesthesiology,  vol.  7,  page  611, 
Nov.  1946. 

3.  Rovenstine,  E A.:  Geriatric  anesthesia,  Geriatrics,  Vol. 
1,  page  46,  Jan..  Feb..  1946. 

4.  Waters,  R.  M. : A study  of  morphine,  scopolamine  and 
atropine.  Texas  State  Journal  Medicine,  Vol.  34,  page  294. 
Aug.,  1938. 

5.  Beecher,  Henry  K. : Anesthesia  for  wounded  men  in 
battle,  Ann.  Surg.,  Vol.  122,  page  807,  1945. 

6.  Adriani,  J. : Chemistry  of  anesthesia,  Effects  of  anes- 
thesia on  liver  function,  Charles  C.  Thomas,  Springfield, 
ill.,  1945. 

7.  Gillespie,  N.  A.:  Endotracheal  anesthesia,  University  of 
Wisconsin  Press,  1941. 

8.  Burstein,  C.  L. : Fundamental  considerations  in  anes- 
thesia. MacMillan,  N.  Y.,  1949,  Pulmonary  control,  page  132. 

9.  Gay,  T.  C.,  and  Halton,  J. : d-Tubocurarine  chloride. 
Proc.  Royal  Society  of  Med.,  39:400,  May,  1946. 

10.  Dripps,  R.  D.,  and  Sergent,  W.  F. : Use  of  a new 
curarizing  agent:  Erythroidine.  Anesthesiology,  Vol.  8,  No. 
3.  Page  241,  May,  1947. 

11.  Organe,  G. : Syncurine  in  anesthesia.  Lancet,  May  7, 
773,  1949. 

12.  Dripps,  R.  D.,  and  Deming,  M. : An  evaluation  of 
certain  drugs  used  to  maintain  blood  pressure  during  spinal 
anesthesia.  SGO,  Vol.  83,  312,  Sept.,  1946. 

13.  Jones,  W.  H. : Spinal  analgesia.  British  Journal  Anes., 
7:99,  April,  1930. 

14.  Sise,  L.  F. : Fontocaine  glucose  solution  for  spinal 
anesthesia.  Surg.  Clin.  N.  A.,  15:1501,  Dec.,  1935. 

15.  Sergent,  W.  F„  and  Dripps,  R.  D.:  Attempts  to  pro- 
long spinal  anesthesia.  Anesthesiology,  Vol.  10,  No.  3,  260, 
May,  1949. 

16.  Lemmon,  W.  T. : A method  for  continuous  spinal  anes- 
thesia. Annals  of  Surgery,  111,  141,  Jan.,  1940. 

17.  Touhy,  E.  B. : Continuous  spinal  anesthesia.  Anesthe- 
siology, 5,  142,  March,  1944. 


136 


KENTUCKY  MEDICAL  JOURNAL 


[March,  1950 


18.  Bonica,  J.  .T. : Brachial  plexus  block  anesthesia. 
American  Journal  of  Surgery. 

19.  Bunnell,  S. : Surgery  of  the  hand.  Lippincott,  Phila- 
delphia, 1944. 

20.  Tucci,  J.  H.,  Brazier,  M.A.B.,  Miles,  H.H.W.,  and 
Finesinger,  J.  E.:  A study  of  pentothal  sodium  anesthesia 
and  a critical  investigation  of  the  use  of  succinate  as  an 
antidote,  Anesthesiology  10:  25-39,  1949. 

21.  Griffith,  M.,  and  MacMillan,  M. : Recovery  room. 
Canadian  Hospital,  April,  1946. 

22.  Wiggin,  S.  C. : Resuscitation.  New.  Eng.  Journal  of 
Med.,  241:  370-377,  1949. 

23.  Waters,  Ralph  M. : Simple  methods  for  performing  ar- 
tificial respiration.  J.A.M.A.  123:  559-561,  1943. 

24.  Comroe,  J.  H„  Jr.,  and  Dripps,  R.  I).,  .Jr.,  Applied 
physiology.  Annual  Rev.  Physiology,  7,  6530676,  1945. 

25.  Comroe,  J.  H.,  Jr.,  and  Dripps,  R.  D.,  Jr.,  J.A.M.A. 
Vol.  130,  Page  381,  Feb.,  16,  1946. 

26.  Schmidt,  C.  F. : Recent  developments  in  respiratory 
physiology  related  to  anesthesia.  Anesthesiology  6:  113-123, 
1945. 


27.  Mousel,  L.  H.,  Stubbs,  D.,  and  Kreisselman,  J. : Anes- 
thetic complications  and  their  management.  Anesthesiology 
7,  69-79,  1946. 

28.  Seevers.  M.  H. : The  narcotic  properties  of  carbon 
dioxide.  New  York  State  Journal  Med.,  44  March  15,  1944 

29.  Waters,  R.  M. : Tracheobronchial  toilet.  Brit.  .1.  Anes., 
18:  1-10,  March,  1942. 

.30.  Comroe,  J.  II.,  Jr.,  and  Botelho,  S. : Unreliability  of 
cyanosis  in  recognition  of  arterial  anoxemia.  Amer.  J.  M. 
Sc.,  214:  1-6,  July,  1947. 

31.  Milowsky,  J.  and  Rovenstine,  E.  A.:  Suprascapular 

nerve  block.  Anesthesiology  10:  76-81,  1949. 

32.  Risteen,  W.  A.,  and  Volpitto,  P.  P. : Role  of  stellate 
ganglion  block  in  certain  neurologic  disorders.  South  M.  .T 
39:  431-435,  1946. 

33.  Touhv,  E.  B. : Personal  communication. 

34.  Siddons,  A.H.M.,  and  Landan,  Ernest,:  Intravenous 

procaine  for  postoperative  atelectasis.  Lancet,  257:  419- 

1949. 

35:  Wright,  A.  M. : Anesth.  and  Analgesia,  14:  246-248, 
1935,  Excerpt  from  surgical  address. 


TREATMENT  OF  POLIOMYELITIS 
Earl  C.  Elkins,  M.  D. 

Section  on  Physical  Medicine,  Mayo  Clinic 
ROCHESTER,  MINNESOTA 


The  concept  of  treatment  of  poliomyeli- 
tis is  now  fairly  well  established,  although 
technic  varies  in  minor  ways.  The  major 
aim  of  active  treatment  of  poliomyelitis 
is  to  salvage  what  remains  of  the  function 
of  the  weak  and  paralyzed  muscles.  None 
of  the  treatments  used,  for  example,  sup- 
portive, physical,  or  orthopedic  treatment, 
has  any  effect  on  the  progress  of  the 
disease;  nor  can  treatment  change  the  al- 
ready existing  primary  lesions  in  the  cen- 
tral nervous  system.  Drugs  have  not  had 
specific  effect  nor  has  use  of  immune  ser- 
um been  successful.  Obviously,  a simple 
uniform  program  of  treatment  will  not 
meet  the  needs  of  all  patients  with  polio- 
myelitis. 

During  the  past  decade,  because  of  an 
apparent  increase  in  incidence  of  the 
disease,  and  an  undoubted  increase  in 
accuracy  of  diagnosis,  interest  in  treat- 
ment has  been  augmented.  It  is  evident, 
however,  that  not  enough  physicians  in 
widely  scattered,  small  hospitals  are  pre- 
pared to  organize  and  supervise  treatment 
through  all  phases  of  the  disease.  In  many 
epidemic  areas,  where  emergency  techni- 
cal help  has  been  allocated,  this  personnel 
has  been  expected  to  examine  patients  and 
to  evaluate  and  prescribe  treatment  for 
the  neuromuscular  involvement  in  a large 
percentage  of  cases.  Medical  supervision 
often  has  been  superficial  and  has  con- 
sisted of  irregular  visits  of  a physician 
from  a distant  center. 

Read  (before  the  Kentucky  State  Medical  Association, 
Owensboro,  October  6,  7.  8,  1949. 


Pathologic  Physiology- 

Time  permits  only  brief  discussion  of 
the  pathologic  physiology  of  poliomyelitis. 
However,  consideration  of  a few  salient 
points  is  essential. 

Lesions  produced  by  the  poliomyelitis 
virus  are  not  restricted  to  the  anterior 
horn  cells  of  the  spinal  cord.  Investiga- 
tions have  shown  the  existence  of  lesions 
in  the  cerebral  cortex,  especially  in  the 
motor  and  pre-motor  areas;  in  the  basal 
ganglia;  in  the  thalamic  and  hypothalamic 
nuclei;  in  the  midbrain,  the  pons,  the  cere- 
bellum and  the  medulla  oblongata.  Like- 
wise, recent  evidence  indicates  that  cell 
bodies  which  give  rise  to  internuncial 
nerve  fibers  are  the  most  commonly  af- 
fected structures  of  the  spinal  cord  1-  5. 

The  great  variability  of  involvement  of 
the  nervous  system  in  cases  of  poliomye- 
litis accounts  for  the  fact  that  whereas 
paralysis  sometimes  is  severe  and  per- 
manent there  are  cases  in  which  it  is  mild 
and  transitory.  When  few  nerve  cells  are 
involved,  the  muscles  they  supply  are  not 
completely  paralyzed.  Such  muscles,  which 
in  the  early  stages  of  the  disease  may 
seem  paralyzed,  may  undergo  complete 
recovery.  However,  another  important 
factor  is  that  even  though  the  virus  may 
invade  the  cells,  and  the  cells  may  under- 
go some  degeneration,  they  may  recover, 
and  consequently  the  muscles  supplied  by 
them  also  will  recover.  There  is  a stage, 
however,  in  which  recovery  from  paraly- 
sis is  either  exceedingly  slow  or  absent, 
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until  treatment  is  started.  Under  treat- 
ment, the  weakened  muscles  may  be 
trained  and  may  show  signs  of  recovery. 
This  probably  results  from  good  co-ordina- 
tion and  hypertrophy  of  the  functioning 
muscle  fibers  which  remain. 

Tightness  of  muscle,  which  is  often  pre- 
sent in  poliomyelitis,  is  not  necessarily 
attributable  to  lesions  of  the  muscle  itself. 
Recent  evidence  indicates  that  it  is  a re- 
flex phenomenon  e-  7.  From  a physiologic 
point  of  view,  however,  some  find  diffi- 
culty in  accepting  the  explanation  that 
tightness  of  muscles  is  on  a reflex  basis, 
when  the  reflex  arcs  may  be  involved  in 
the  disease  process.  Those  who  do  not  ac- 
cept this  explanation  believe  that  a factor 
or  structure  in  the  muscles,  perhaps  fas- 
cia, is  involved  in  the  production  of  tight- 
ness. 

Treatment 

The  clinical  phases  of  poliomyelitis 
usually  are  divided  into  three  stages: 
acute,  convalescent  and  chronic.  There- 
fore, treatment  will  be  discussed  accord- 
ing to  these  stages. 

Acute  Stage:  In  treatment  of  acute 
poliomyelitis,  supportive  measures  are 
those  used  in  any  infectious  disease.  Emer- 
gency procedures,  moreover,  sometimes 
are  necessary  to  save  the  patient’s  life.  In 
this  connection  careful  observation  of  the 
patient  for  respiratory  difficulty  is  im- 
portant. 

Less  serious  from  the  standpoint  of  the 
physician,  but  often  of  distressing  impor- 
tance to  the  patient,  is  the  muscular  sore- 
ness, pain  and  tightness  of  which  most 
patients  complain.  Sedative  and  analgesic 
drugs  sometimes  are  necessary  for  relief 
of  these  manifestations.  However,  heat,  in 
one  form  or  another,  has  been  used 
through  the  years  and  will  be  considered 
in  later  paragraphs. 

Bulbar  Poliomyelitis:  In  bulbar  polio- 
myelitis, the  crucial  problem  is  prevention 
of  anoxia,  the  susceptibility  of  the  brain 
tissue  to  anoxia  being  common  knowl- 
edge. Bulbar  poliomyelitis,  however,  is  not 
a single  entity;  it  can  be  divided  into  four 
clinical  groups,  depending  on  the  region 
of  the  medulla  involved  and  on  the  patho- 
logic process.  The  four  groups  are  as  fol- 
lows: (1)  the  cranial  nerve  nuclei  group; 
(2)  the  respiratory  center  group;  (3)  the 
circulatory  center  group,  and  (4)  the  en- 
cephalitic group,  with  more  diffuse  le- 
sions8. I shall  not  take  these  groups  up  one 
by  one  but  I shall  refer  to  one  or  the  other 
of  them  from  time  to  time. 


The  most  frequently  recognized  form  of 
bulbar  poliomyelitis  is  that  in  which  nuc- 
lei of  cranial  nerves  are  involved.  De- 
struction of  the  nuclei  of  the  tenth  cranial 
nerves  greatly  endangers  the  life  of  the 
patient  by  laryngeal  paralysis,  consequent 
on  obstruction  of  the  airway,  and  asphyx- 
ia. In  poliomyelitis,  however,  selective 
focal  lesions  may  occur  within  the  auto- 
nomic centers  of  the  medulla.  These  result 
in  respiratory  or  circulatory  failure,  even 
in  the  absence  of  severe  involvement  of 
cranial,  intercostal  or  diaphragmatic 
nerves. 

Since  severe  bulbar  poliomyelitis  im- 
plies encephalitic  involvement  of  the  brain 
stem,  the  physician  must  see  to  it  that  a 
supply  of  oxygen  is  maintained.  The  pur- 
pose of  the  measures  he  employs  is  to  cor- 
rect or  prevent  anoxia  caused  by:  (1)  an 
impaired  central  respiratory  mechanism, 
with  resultant  periodic  or  complete  apnea; 
(2)  an  impaired  peripheral  respiratory 
mechanism  ( paralysis  of  the  respiratory 
musculature) ; (3)  mechanical  obstruction 
caused  by  repeated  aspiration  of  small 
amounts  of  mucus,  with  production  of 
numerous  small  regions  of  obstructive  ate- 
lectasis; plugging  of  large  bronchi  by  mu- 
cus or  particles  of  food,  or  accumulation 
of  mucus  in  the  oropharynx;  (4)  paralysis 
of  the  vocal  cords  with  resulting  obstruc- 
tion of  the  airway;  (5)  reflex  closure  of 
the  glottis;  (6)  pulmonary  edema,  with 
consequent  decrease  of  alveolar  absorp- 
tive surface. 

The  measures  themselves,  employed  by 
one  group  of  workers9,  were  aspiration, 
administration  of  oxygen,  tracheotomy 
and  use  of  the  respirator.  The  workers 
mentioned  performed  tracheotomy  twenty 
times  in  a series  of  107  cases  in  which 
there  were  bulbar  symptoms.  The  indica- 
tion for  tracheotomy  was  the  presence  of 
signs  and  symptoms  pointing  to  the  possi- 
bility of  imminent  anoxia;  namely,  irregu- 
lar respiration;  shallow  or  periodic  apneic 
respiration,  either  or  both;  exhaustion; 
agitation;  restlessness  or  apprehension; 
increase  of  dyspnea,  and  presence  of  con- 
fusion and  cyanosis,  consequent  on  pro- 
gression of  bulbar  involvement.  In  gen- 
eral, all  patients  who  had  bulbar  polio- 
myelitis were  given  oxygen  prophylac- 
tically.  Except  in  cases  of  fulminating 
bulbar  poliomyelitis,  wherein  they  im- 
plied that  no  treatment  would  be  effective, 
the  workers  considered  tracheotomy  to  foe 
effective  against  bulbar  paralysis. 

In  spite  of  these  studies  in  which  tra- 
cheotomy was  used  relatively  freely,  con- 
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sidcrable  controversy  persists  as  to  what 
constitute  the  indications  for  tracheotomy. 
Wilson10  has  stated  that  tracheotomy  is  a 
radical  step,  often  life-saving,  and  often 
dramatically  effective.  However,  he  ex- 
pressed the  belief  that  it  is  necessary  only 
in  a small  fraction  of  cases  of  bulbar 
paralysis.  Several  other  workers  seldom 
have  seen  any  indication  for  trache- 
otomy". Likewise,  where  I work  trache- 
otomy has  been  indicated  in  only  a few 
cases. 

Respiratory  difficulty  caused  by  in- 
volvement of  the  respiratory  center  in  the 
medulla,  or  of  the  centers  which  innervate 
the  pharynx  and  larynx,  should  be  distin- 
guished from  the  spinal  type  of  respiratory 
difficulty.  Pharyngeal  paralysis  probably 
is  the  most  commonly  encountered  type 
of  bulbar  involvement.  The  primary  aims 
of  treatment  of  the  condition  are  (1)  to 
maintain  a free  airway  for  effective  res- 
piration and  (2)  to  prevent  or  minimize 
pulmonary  aspiration  of  secretions.  To 
meet  these  two  requirements  provides  the 
patient  not  only  with  adequate  oxygen 
but  also  with  rest.  Death  in  cases  of  bul- 
bar poliomylelitis  with  pharyngeal  paraly- 
sis often  is  attributable  largely  to  extreme 
fatigue  following  periods  of  anoxia. 

The  first  step  toward  realization  of  the 
aims  just  described  is  to  establish  and 
maintain  postural  drainage.  This  is  ac- 
complished by  elevation  of  the  feet  as 
much  as  12  inches  (30  cm.)  or  more  high- 
er than  the  head.  It  may  be  necessary  to 
tie  the  patient’s  feet  to  the  foot  of  the 
bed  to  prevent  their  sliding.  It  is  well  to 
have  him  change  position  at  regular  inter- 
vals, so  that  he  will  lie,  at  various  times, 
on  one  side,  on  the  other  side  and  on  his 
abdomen  with  his  head  turned  to  one  side. 
An  electrical  suction  aspirator,  fitted  with 
a fairly  soft  catheter,  to  avoid  trauma,  is 
useful  in  assisting  postural  drainage. 
Children  may  become  fearful  and  appre- 
hensive regarding  use  of  the  aspirator  un- 
less care  is  exercised  when  it  is  employed. 

Some  other  measures  used  in  treatment 
of  bulbar  poliomyelitis  can  be  quickly 
mentioned  here. 

The  laryngoscope  and  bronchoscope  are 
often  effective  in  clearing  the  bronchial 
tree  of  mucus.  In  the  past,  atropine  was 
recommended  for  bulbar  poliomyelitis. 
However,  now  it  is  avoided  because  its 
use  is  attended  by  thickening  of  the  mu- 
cus, which  adds  to  the  difficulty  of  aspira- 
tion. To  maintain  nutrition,  fluids  should 
be  given  parenterally  only  because  solids 
or  fluids  taken  by  mouth  might  be  aspir- 


ated into  the  lungs.  Oxygen  administered 
by  tents  and  by  positive  pressure  has 
helped  to  prevent  anoxia  and,  at  times, 
pulmonary  edema. 

The  Respirator  for  Bulbar  Poliomye- 
litis: The  respirator  is  of  limited  value, 
and  may  even  be  dangerous  in  treatment 
of  bulbar  poliomyelitis.  Respiration  of 
patients  whose  respiratory  centers  are  pri- 
marily involved  may  be  irregular,  spas- 
modic and  shallow.  It  often  is  difficult  for 
such  patients  to  breathe  at  the  rate  set  by 
the  respirator.  Accordingly,  they  struggle 
against  the  respirator  and  the  resulting 
fatigue  may  be  injurious.  However,  since 
the  respiratory  muscles  of  many  patients 
with  bulbar  poliomyelitis  are  weak,  it  of- 
ten is  necessary  for  them  to  stay  in  the 
respirator  for  varying  periods.  The  res- 
pirator should  be  considered  to  be  more 
than  a last  resort  for  the  moribund  patient. 

In  cases  of  paralysis  of  the  respiratory 
and  diaphragmatic  muscles,  the  respirator 
is  a life-saving  device.  The  patient  should 
be  carefully  watched  and  the  respirator 
should  be  used  before  symptoms  of  serious 
lack  of  oxygen  become  obvious.  This  is 
true,  partly  because  anoxia,  as  has  'been 
said,  will  injure  nerve  cells.  Another  rea- 
son has  to  do  with  fatigue.  A few  lines 
earlier  it  was  said  that  employment  of  the 
respirator  may  increase  fatigue.  Use  of 
the  machine  may,  on  the  other  hand,  pre- 
vent overexertion  of  weakened  respira- 
tory muscles  which,  if  it  occurred,  would 
increase  fatigue;  at  this  stage  of  the 
disease,  such  a development  might  in- 
crease paralysis12. 

Physical  Support:  Measures  should  be 
taken,  in  cases  in  which  paralysis  is  pre- 
sent, t : provide  proper  support  of  the  ex- 
tremities and  to  maintain  correct  bodily 
alignment.  Use  of  boards  under  the  mat- 
tress helps  to  maintain  bodily  alignment. 
A foot  board  aids  in  prevention  of  drop 
foot  and  it  helps  to  prevent  the  bedclothes 
from  pushing  the  foot  down.  Rolled 
towels,  sandbags,  pillow  supports  and,  at 
times,  use  of  wire  and  bivalved  plaster 
splints,  assist  in  keeping  the  extremities 
in  proper  position.  The  position  of  the 
patient  may  be  changed  at  frequent  in- 
tervals during  the  twenty-four  hours  of 
the  day.  However,  care  should  be  taken 
that  malposition  is  not  frequently  assumed 
or  maintained  for  any  considerable  length 
of  time.  Such  malposition  may  overstretch 
weak  muscles.  It  is  the  concensus  that 
bony  deformities  result  from  malposition 
produced  by  stretching  weak  or  paralyzed 
muscles  and  by  overactivity  of  opposing 
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strong  muscles  This  is  particularly  true 
of  the  weight-bearing  extremities  and 
trunk. 

The  greatest  difficulty  relative  to  im- 
proper alignment  is  experienced  in  treat- 
ment of  young  children.  They  are  more 
active  than  older  patients  and  do  not  un- 
derstand what  is  being  done  for  them. 
They  may  lie  in  poor  positions  or  stand 
on  the  soft  mattress  on  weak  or  paralyzed 
extremities.  Repetition  of'  such  acts  may 
cause  deformities.  In  the  presence  of  these 
difficulties,  good  nursing,  close  observa- 
tion, restriction  of  movement,  and  use  of 
simple  supports,  mentioned  previously, 
are  essential.  Rigid  supports  may  be  used 
but  not  as  substitutes  for  good  care. 

Heat:  The  mechanism  by  which  fre- 
quently applied  hot  packs  relieve  the  pain 
of  poliomyelitis  and  cause  muscular  relax- 
ation is  not  known.  Neither  is  it  known 
whether  the  moist  heat  of  the  hot  pack 
has  any  advantage  over  other  forms  of 
heat.  Possibly  more  easily  applied  forms 
of  heat,  if  used  with  the  same  frequency 
and  duration  as  the  hot  packs  are  used, 
may  be  as  helpful;  this,  too,  is  not  known. 
Infra-red  radiation  has  been  considered 
effective13.  Hot  baths,  at  a temperature  of 
104°F.,  adminstered  after  the  communi- 
cable period  of  the  disease  had  passed, 
three  or  four  times  daily,  for  fifteen  to 
twenty  minutes,  were  considered  by  two 
observers,  to  be  more  effective  than  hot 
packs  for  relief  of  pain  and  stiffness14. 
To  give  the  baths  a pool  was  used,  where 
several  patients  could  be  treated  at  the 
same  time. 

The  method  of  applying  packs  has 
changed  considerably.  The  meticulous  pro- 
cedure of  applying  hot  packs  to  the  vari- 
ous segments  of  the  body  is  not  as  widely 
used  now  as  previously.  In  the  past  sev- 
eral years,  use  has  been  made  of  the  so- 
called  prone  pack  although  the  patient 
may  be  either  prone  or  supine.  In  this 
procedure,  woolen  cloths,  soaked  in  boil- 
ing water  and  wrung  out,  are  merely 
dropped  on  the  area  and  insulating  ma- 
terials are  wrapped  or  tucked  around 
them.  In  treating  small  children,  the  older 
type  of  pack,  carefully  wrapped  to  the 
part,  still  is  necessary. 

Obviously,  if  the  patient  is  in  serious 
condition  because  of  respiratory  involve- 
ment, hot  packs  should  be  used  with  cau- 
tion. However,  if  a patient  is  in  the  res- 
pirator, although  caution  must  be  main- 
tained, packs  can  be  used  to  advantage, 
even  if  with  difficulty. 


The  period  during  which  packs  may  be 
used  seems  to  vary.  During  the  acute 
stage,  if  packs  are  used,  most  workers 
apply  them  for  six  to  twelve  hours  daily, 
and  change  them  every  fifteen  minutes  to 
two  hours,  depending  on  the  severity  of 
the  pain  and  tenderness.  The  frequency 
r'th  which  packs  are  changed,  and  the 
time  at  which  they  are  applied  each  day, 
depends  somewhat  on  the  condition  of  the 
patient.  If  pain,  tenderness  and  muscular 
tightness  are  not  severe,  vigor  of  treatment 
can  be  reduced.  There  has  been  a trend 
away  from  prolonged  use  of  hot  packs. 
Recent  studies  have  indicated  that  the 
greatest  increase  in  blood  flow  occurred 
when  packs  were  applied  for  fifteen  to 
forty  minutes. 

Many  have  found  that  warm  baths,  used 
in  conjunction  with  mild,  passive  stretch- 
ing exercises,  were  as  effective  as  hot 
packs,  if  not  more  so.  At  all  events,  in  the 
majority  of  cases  of  poliomyelitis,  if  prop- 
er treatment  is  given,  the  pain,  tender- 
ness and  muscular  tightness  usually  dis- 
appear in  two  to  eight  weeks.  It  should  be 
recognized,  however,  that  in  many  in- 
stances heat  alone  will  not  eradicate  the 
muscular  tightness. 

Stretching:  Passive  stretching  exercises, 
if  carefully  done  following  thermotherapy, 
are  important.  As  the  pain  subsides, 
stretching  can  be  continued  until  the 
muscle  tends  to  remain  supple  and  at  full 
length.  After  the  painful  stage  of  the 
disease  is  past,  the  muscle  apparently  can 
be  carefully  but  rather  strenuously 
stretched,  without  danger  of  injury. 

Drugs  for  Muscular  Relaxation:  Sev- 
eral drugs  have  been  used  in  an  attempt 
to  produce  rapid  relaxation  of  muscular 
tightness.  Prostigmine  and  curare  have 
been  studied  more  widely  than  others  but 
their  usefulness  for  the  purpose  for  which 
they  have  been  used  has  not  been  proved 
and,  in  some  instances,  use  of  curare  may 
be  dangerous. 

Stage  of  Convalescence:  Treatment  af- 
ter the  acute  stage  ( fourteen  to  twenty- 
one  days),  in  addition  to  attempting  to  re- 
lieve pain  and  muscular  tightness,  should 
have  as  its  aim  the  establishment  of  co- 
ordinated muscular  function.  It  is  in  this 
phase  of  treatment  that  the  greatest 
strides  have  been  made.  Patients  can  learn 
to  do  things  well  when  they  are  muscu- 
larly  well  co-ordinated,  even  though  they 
may  have  little  muscular  power.  There 
is  evidence  that  in  poliomyelitis  and  other 
conditions  wherein  peripheral  innervation 
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is  partially  or  completely  disrupted,  in-co- 
ordination results  from  disordered  recip- 
rocal innervation.  By  the  use  of  electro- 
myographic recordings,  it  was  found  that 
muscles  with  antagonistic  functions  were 
simultaneously  activated.  Severity  of  this 
abnormality  was  decreased  by  muscle  re- 
education and  relief  of  pain  15-  17. 

In  addition  to  actual  disturbance  of  re- 
ciprocal innervation,  other  factors  are  in- 
volved in  disruption  of  patterns  of  motion. 
The  action  performed  by  muscle  groups  is 
represented  in  the  brain  as  a motion  and 
not  as  the  specific  muscle  which  produces 
it.  Therefore,  when  the  nerves  which  sup- 
ply a muscle  or  group  of  muscles  are 
wholly  or  partially  disrupted,  the  brain 
still  attempts  to  initiate  motion  by  sending 
impulses  to  the  region,  along  the  intact 
nerves.  If  motion  in  some  respect  similar 
to  that  produced  by  the  weakened  or 
paralyzed  muscle  is  accomplished  readily 
by  a neighboring  group  of  muscles,  even 
though  the  muscles  which  produce  the 
motion  are  remote  from  or  opposed  to  the 
weak  or  paralyzed  muscles,  the  patient 
continues  to  practice  that  motion.  If  he  is 
unsupervised,  undesirable  patterns  of 
motion  may  result  and  may  be  dif- 
ficult to  overcome.  Such  actions  are 
commonly  exemplified  by  contraction  of 
the  hamstring  muscles  in  the  vain  attempt 
to  produce  extension  of  the  knee  in  cases 
of  paralysis  of  the  quadriceps.  It  is  com- 
mon to  see  the  action  of  a weak  anterior 
tibial  muscle  disappear  entirely  in  the 
presence  of  overaction  of  the  stronger 
muscles  of  the  area.  These  results  are 
partially  the  basis  for  the  belief  that 
fatigue  is  responsible  for  disappearance  of 
the  function  of  weak  muscles.  Actually, 
fatigue  probably  plays  a part  only  in  the 
sense  that  a weak  muscle  tires  quickly  and 
temporarily  ceases  to  function.  Also,  it 
may  be  that  a weak  muscle  is  stretched 
beyond  its  optimal  length  for  functioning. 
If  the  patient  continues  to  be  active,  the 
stronger  muscles  are  used  to  produce  mo- 
tion, although  inadequately.  The  weak 
muscles  become  suppressed  and  finally 
cease  to  act,  and  a new  pattern  of  motion 
is  developed.  It  is  believed  that  if  the 
functioning  muscles  in  a case  of  poliomye- 
litis can  be  kept  of  normal  length,  and  if 
in-co-ordinated  and  substitutionary  move- 
ments are  not  established,  deformities  can 
be  prevented.  Bennett18  expressed  the  be- 
lief that  it  is  lack  of  co-ordinated  move- 
ment, rather  than  paralysis,  which  causes 
deformities.  However,  it  is  not  only  diffi- 
cult but,  if  much  delay  has  taken  place,  it 
may  be  physiologically  impossible  to  pre- 


vent strong  synergistic  muscles  from  tak- 
ing over  the  functions  of  the  weaker  ones. 

Training  of  patients  to  co-ordinate 
movements  is  done  largely  by  stimulation, 
through  careful  passive  motion,  of  pro- 
prioceptive nerve  endings  in  the  various 
muscles.  Training  periods  are  frequent  and 
the  muscles  are  pointed  out  to  the  patient. 
Passive  motions  are  carefully  guided,  and 
active  motions  assist  in  establishing  the 
co-ordinated  patterns  of  movement.  The 
patient’s  activities  are  carefully  guarded 
in  order  that  he  may  not  develop  undesir- 
able patterns  of  motion,  as  he  may  do  if 
he  is  allowed  to  assume  activities  too 
strenuous  for  his  stage  of  recovery. 

Training  of  the  patient  in  co-ordinated 
movements  in  such  a manner  that  all 
groups  of  muscles  function  to  the  best  ad- 
vantage, and  so  that  weak  muscles  are 
used  and  developed  properly,  requires 
special  skill  on  the  part  of  the  physical 
therapist  and  careful  observation  and 
judgment  on  the  part  of  the  attending 
physician.  Weeks  or  months  may  be  re- 
quired, and  to  decide  whether  maximal 
benefits  have  been  reached  may  be  diffi- 
cult. 

Muscular  Strength:  The  attempt  to 

increase  the  strength  of  muscles  always 
has  constituted  an  important  phase  in  the 
after  treatment  of  poliomyelitis.  Methods 
used  do  not  differ  greatly  from  those 
which  have  been  employed  for  many 
years.  However,  compared  with  former 
times,  more  emphasis  has  been  placed  on 
this  training  and  it  is  carried  on  for  a 
longer  period.  First,  weak  and  paralyzed 
muscles  are  carefully  and  passively  tug- 
ged to  establish  a proprioceptive  sense. 
Then,  as  voluntary  control  returns,  active 
exercise  of  individual  muscles  or  of  groups 
of  muscles  is  instituted.  The  amount  of 
exercise  is  increased  as  muscular  power 
increases;  that  is,  from  movement  with 
assistance,  to  movement  with  the  force 
of  gravity  eliminated,  and  then  to  move- 
ment against  both  the  force  of  gravity 
and  resistance.  Careful  attention  must 
be  given  at  all  times  to  see  that  motion 
is  co-ordinated.  As  muscular  power  in- 
creases, imeo-ordinated  movements  may 
develop.  Since  muscles  do  not  recover 
at  the  same  rate,  it  can  be  readily  seen 
that  the  so-called  in-co-ordinated  move- 
ments can  appear  at  any  stage  in  recov- 
ery of  the  various  groups  of  muscles. 

Activity:  As  muscular  strength  returns 
and  co-ordinated  motion  is  established, 
the  activities  of  the  patient  are  increased. 
Some  workers  do  not  allow  the  severely 


March,  1950] 


KENTUCKY  MEDICAL  JOURNAL 


141 


involved  patient  to  sit,  or  stand,  or  be- 
come increasingly  active,  for  a long  time. 
Others  believe  that  as  soon  as  soreness 
and  pain  have  disappeared,  the  patient 
may  increase  his  activity  to  his  maximal 
ability.  The  trend  is  away  from  long 
periods  of  curtailment  and  toward  earlier 
activity,  but  activity  is  not  encouraged 
until  co-ordinated  motion  is  possible.  Ear- 
ly activity  is  important  in  the  develop- 
ment of  the  musculature.  The  activities 
of  patients  often  are  curtailed  in  the  be- 
lief that  fatigue  will  produce  further 
weakness.  However,  the  danger  of  de- 
velopment of  undesirable  patterns  of  mo- 
tion, through  lack  of  the  co-ordination 
that  is  produced  by  strenuous  exercise, 
probably  is  of  greater  importance  than  is 
fatigue. 

Keys19  stated  that  exercise  which  caus- 
es no  fatigue  is  of  little  benefit,  and  there 
is  no  reason  to  support  the  view  that  ac- 
tive exercise  is  harmful  in  most  diseases. 
Palladin20  found  that  rhythmic  contrac- 
tions led  to  increase  in  the  work  capacity 
of  muscles  and  to  increase  in  content  of 
glycogen  and  creatinine.  Training  of  mus- 
cle increased  the  concentration  of  catalase, 
augmented  aerobic  and  anaerobic  gly- 
colysis, and  improved  conditions  for  syn- 
thetic processes. 

When  activity  is  increased,  early  use 
should  be  made  of  supports  of  various 
kinds  to  hold  weakened  and  paralyzed 
parts  in  positions  which  will  not  encour- 
age substitutionary  movements  and  which 
will  enhance  development  of  co-ordinated 
action.  There  is  a belief  that  appliances 
such  as  braces,  corsets  and  splints  are  not 
necessary,  and  that  they  hinder  ultimate 
recovery.  It  appears  unreasonable,  how- 
ever, to  curtail  the  activities  of  patients 
for  long  periods  when  appliances  may  al- 
low them  to  become  active  without  dan- 
ger of  causing  deformity  or  muscular  im- 
balance. Likewise,  it  should  not  be  as- 
sumed that  if  a patient  can  carry  on  cer- 
tain activities,  for  example,  walking  with- 
out braces  when  both  legs  are  paralyzed, 
that  deformities  may  not  develop  in  later 
years.  Furthermore,  in  such  instances, 
instability  may  curtail  his  activities  to 
such  an  extent  as  to  overshadow  the  in- 
convenience of  wearing  braces. 

Rehabilitation:  In  training  a patient 
who  has  extensive  poliomyelitis,  it  is  nec- 
essary to  bear  in  mind  that,  in  addition 
to  trying  to  increase  muscular  strength 
and  bring  about  the  best  possible  function 
of  the  remaining  muscles,  the  patient 
must  be  physically  rehabilitated  to  the 


greatest  possible  degree.  If,  after  a rea- 
sonable period,  severe  paralysis  and  weak- 
ness persist,  and  progress  toward  recov- 
ery seems  to  have  ceased,  effort  should  be 
directed  toward  development  of  the  re- 
maining muscles,  and  toward  the  use  of 
various  permanent  supports.  Time  should 
be  spent  in  teaching  the  patient  to  handle 
himself  with  what  he  has  rather  than  in 
continuing  to  re-educate  muscles  which 
show  no  sign  of  recovery.  The  patient  is 
taught  to  walk;  to  get  in  and  out  of  chairs; 
to  step  up  on  curbs  and  to  step  down  from 
them;  to  climb  stairs,  and  to  develop  en- 
durance to  such  an  extent  that  he  may 
be  engaged  in  independent  locomotion 
for  a considerable  time  without  rest.  In 
most  instances,  it  is  not  necessary  to  wait 
months  before  this  stage  of  treatment  is 
started.  It  should  be  started  as  needed, 
from  the  time  the  patient  becomes  active. 

Frequently  patients  are  given  extensive 
treatments  in  the  form  of  hot  packs,  re- 
education and  training,  and  then  are  al- 
lowed to  return  home,  having  received 
little  or  no  training  relative  to  handling 
themselves  independently.  Frequently  lit- 
tle or  no  guidance  is  given  the  patient  re- 
lative to  his  future  life.  This  is  left  to  the 
family  or  to  a social  agency.  These  pa- 
tients must  be  treated  as  a whole,  as  any 
severely  handicapped  patient  is  treated, 
and  treatment  can  be  considered  a partial 
failure  if  this  is  not  done.  The  patient’s 
family,  in  most  instances,  cannot  ade- 
quately finish  rehabilitation  of  the  pa- 
tient. 

Chronic  Stage:  Poliomyelitis  usually  is 
considered  to  have  become  chronic  aftex 
recovery  from  weakness  or  paralysis  has 
ceased.  But  it  is  difficult  to  state  in  ad- 
vance, when  improvement  will  cease.  The 
question  is  asked  by  parents,  “How  much 
recovery  will  my  child  have?”  The  pa- 
tient asks,  “Will  I be  able  to  walk?”  An- 
swers cannot  be  definite  because  of  the 
great  variability  of  the  disease.  However, 
it  is  the  concensus  that  if  a whole  seg- 
ment of  the  body  is  completely  paralyzed 
from  the  onset  of  the  disease,  prognosis 
is  poor.  If  some  groups  of  muscles  are 
partially  paralyzed,  and  some  total  par- 
alysis is  present,  prognosis  may  be  much 
better.  If  only  paresis  of  an  entire  seg- 
ment is  present,  prognosis  may  be  good 
for  recovery,  because  hypertrophy  of  the 
remaining  functioning  muscle  fibers  can 
be  expected  to  take  place. 

The  final  stage  of  treatment  consists  of 
(1)  permanent  use  of  orthopedic  appli- 
ances, (2)  correction  of  deformities  and 
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production  of  stabilization  by  surgical 
means.  The  stage  of  recovery  in  which 
these  measures  may  be  indicated  probably 
is  reached  earlier  at  present  than  former- 
ly. Treatment  of  poliomyelitis  still  is  in- 
adequate. However,  disabilities  and  de- 
formities caused  by  the  disease  are  not  as 
severe  as  they  were  at  one  time. 

Finally,  treatment  during  the  chronic 
stage — and  the  same  is  true  of  the  con- 
valescent stage — should  be  supervised 
from  the  beginning  by  a team  of  workers 
skilled  in  treatment  of  musculoskeletal 
disease  in  general,  and  of  poliomyelitis  in 
particular.  Responsibility  for  care  of  the 
patient  should  be  entirely  in  the  hands 
of  the  physician.  In  his  part,  the  physi- 
cian should  make  every  effort  to  gain  the 
knowledge  necessary  to  properly  super- 
vise and  care  for  these  patients.  The  ideal 
team  for  treatment  of  poliomyelitis  ordi- 
narily would  consist  of  a physiatrist,  an 
orthopedic  surgeon  and  physical  therapy 
technicians.  Since  there  is  a trend  toward 
all  inclusive  treatment,  it  may  be  neces- 
sary to  add  to  the  team,  occupational 
therapists,  psychologists  and  social  work- 
ers. It  should  be  further  emphasized  that 
all  poliomyelitis  patients  should  !be  ex- 
amined carefully  one  to  three  times  a 
year,  for  several  years. 

The  late  stages  of  poliomyelitis  present 
an  extremely  variable  problem:  physical, 
social  and  economic.  Treatment  must  be 
highly  individualized  and  adapted  to  the 
patient’s  needs.  The  poliomyelitis  patient 
is  justified  in  feeling  that  his  physician 
should  be  one  who  has  studied  the  ana- 
tomic function  of  normal  muscles,  who 
has  seen  many  forms  of  paralytic  disabili- 
ties and  who  can  apply  wisely  his  knowl- 
edge and  experience. 
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Special  JIrticle 


A DISCUSSION  OF  ACTINOMYCOSIS  WITH  A COMPOSITE 
REPORT  OF  TWENTY-THREE  CASES  TREATED 

E.  C.  Hume,  D.  D.  S. 

LOUISVILLE 


Actinomycosis  was  discovered  in  the  ox 
by  Bollinger  in  1876. 

The  following  year  Israel  discovered  the 
same  condition  in  man. 

In  1879  Ponfink  proved  that  the  disease 
in  animals  and  man  was  one  and  the  same. 

Etiology 

Etiology  is  the  ray  fungus  or  strepto- 
thrix  bovus,  found  on  straw,  hay,  small 
grains,  weeds  and  shrubs;  enters  tissue 
through  existing  lesions,  may  remain  dor- 
mant for  weeks  or  months. 

Bryant  cultured  the  actinomycosis,  us- 
ing Loeffler’s  blood  serum  plus  a few 
drops  of  freshly  drawn  human  blood. 

Osier  found  that  the  majority  of  cases 
reported  were  in  the  central  agricultural 
sections  of  the  United  States.  More  than 
50%  of  all  cases  occur  about  the  head, 
neck  and  face,  rarely  in  the  tongue.  A 
recent  article  in  one  of  the  Journals  says 
that  a number  of  cases  on  hands  and  feet 
of  harvest  workers  in  Russia  and  Rumania 
have  been  found.  This  is  attributed  to  the 
fact  that  they  work  with  bare  hands  and 
go  barefooted  in  the  harvest  fields. 

This  disease  spreads  by  invasion  of  ap- 
proximating tissues.  The  bones  and  lymph 
glands  are  seldom  invaded  by  the  disease 
itself;  secondary  infection  usually  involves 
them.  Metastasis  may  take  place  through 
the  veins,  the  chest  being  the  most  likely 
place  of  invasion.  The  chest  should  be  X- 
Rayed  in  all  cases  where  symptoms  exist- 
ed over  a period  of  60  days  or  more. 

When  an  abscess  is  opened  sulphur 
granules  may  be  seen  about  the  size  of 
a pin  head  in  most  cases.  These  granules 
are  yellowish,  gritty,  composed  of  calcare- 
ous material  and  masses  of  the  fungus. 
This  pus  should  be  immediately  sent  to  a 
laboratory  for  examination.  The  micro- 
scope is  the  only  positive  way  of  proving 
the  diagnosis.  The  pus  should  be  examined 
as  quickly  as  possible  after  it  is  obtained. 
Blair  recommends  taking  patient  to  lab- 


oratory where  pus  can  be  examined  im- 
mediately after  opening  abscess.  One 
negative  smear  does  not  preclude  the  pos- 
sibility of  actinomycosis  being  present  in 
any  case.  Sometimes  the  organisms  are 
found  only  in  the  walls  of  the  abscess. 
One  of  my  cases  was  confirmed  on  the 
fifth  examination. 

Symptoms 

Slow  swelling,  soft  mottled  yellowish 
purple  in  appearance  when  abscess  is  near 
the  skin  surface.  Scar  is  excessive,  muscle 
tissue  becomes  thick,  hard  and  boardy. 
Scar  often  has  the  appearance  of  keloid. 

Prognosis 

The  prognosis  depends  upon  the  site  of 
the  infection,  its  early  diagnosis  and  treat- 
ment. Superficial  cases  promptly  diagnosed 
and  treated  have  a low  mortality  rate. 
When  the  deep  structures  • are  involved 
the  mortality  rate  is  about  30%. 

Treatment 

Surgery,  iodides  and  X-Ray  are  the 
most  efficient  methods  for  treatment  of 
this  disease.  Practically  everything  has 
been  tried.  Penicillin  and  sulfonamides 
are  used  and  usually  control  the  accom- 
panying infection  which  is  present.  Iodide, 
beginning  in  small  doses  and  increased  to 
patient’s  tolerance  over  a long  period  of 
time,  or  until  symptoms  disappear,  is  the 
best  single  drug  to  fight  this  condition. 
Saturated  solution  of  potassium  iodide,  10 
mm.  in  water  3 times  each  day  and  in- 
crease 1 mm.  each  day  until  symptom  free, 
or  until  reaction  warrants  withdrawal  for 
a day  or  two,  then  start  all  over  again  as 
at  first.  Copper  sulphate,  Vz  to  1%  inject- 
ed directly  into  the  area,  is  recommended 
by  some  men.  This  is  extremely  painful 
and  has  been  discontinued  by  most  doc- 
tors. Vaccines  made  from  the  pus  have 
been  used  and  claimed  to  be  from  60  to 
80%  successful.  However,  most  doctors 
supplement  the  vaccine  with  iodide. 


144 


KENTUCKY  MEDICAL  JOURNAL 


[March,  1950 


Summary 

A summary  of  23  cases  which  I treated 
between  January  1,  1942,  and  January  1, 
1949,  covers  patients  ranging  in  age  from 
18  to  41  years.  All  but  three  were  treated 
without  being  hospitalized.  These  three 
were  in  the  hospital  when  first  seen  by 
me. 

All  except  one  received  iodide,  X-ray 
and  the  necessary  surgery.  To  date  the 
one  case  not  receiving  iodide  is  the  only 
case  that  has  not  progressed  to  a satisfac- 
tory healing.  This  patient  is  well  but  has 
limited  motion  of  mandible.  During  this 
period  I had  one  other  case  who  refused 
treatment.  Diagnosis  was  confirmed  6 
months  after  onset  of  symptoms.  This  man 
died  4V2  months  later  from  abscess  of  the 
lung  from  which  the  organisms  were 
found  in  great  numbers,  according  to  the 
doctors  in  charge. 

Analysis  of  Cases 

The  analysis  of  23  cases,  all  about  the 
mouth  and  jaws,  one  of  these  in  the 
tongue.  The  average  age  was  30  2/5  years. 

The  duration  of  disease  before  diagno- 
sis was  4 weeks  to  2Vz  years. 

The  duration  of  treatment  before  active 
symptoms  disappeared,  was  6 weeks  to  7 
months. 

There  were  19  males  and  4 females. 

The  occupations  of  the  females  were 
three  housewives  and  one  student,  all  fol- 
lowing extractions  of  teeth. 

The  occupations  of  the  males  were  as  fol- 
lows: 1 miner,  following  extraction  of 

tooth,  1 blacksmith,  blow  on  jaw,  1 sales- 
man, no  previous  injury  noted,  1 tile  set- 
ter, no  previous  injury  noted,  3 truck  driv- 


ers, 1 fracture,  2 following  extraction  of 
teeth,  12  farmers,  2 following  fractures,  4 
extraction  of  teeth,  6 no  previous  injuries. 
11  followed  extraction  of  teeth,  3 fracture 
of  mandible,  1 blow  on  jaw  (no  fracture 
of  teeth  or  jaw),  8 no  history  of  injury,  all 
of  these  had  poor  oral  hygiene. 

Those  diagnosed  and  treated  early  had 
no  limitation  of  motion,  no  excessive 
scarring.  Two  had  severe  complications; 
one  of  these  had  extreme  trismus.  This 
man  did  not  have  any  iodides,  through  no 
fault  of  mine.  One  had  slough  of  soft  tis- 
sue on  left  side  of  face  with  loss  of  half 
of  mandible,  following  excessive  X-Ray 
therapy  by  his  home  town  doctor  who  evi- 
dently was  not  familiar  with  the  type  of 
therapy  needed  in  such  a case. 

Most  of  these  patients  lost  little  or  no 
time  from  their  work. 

Those  cases  which  developed  after  ex- 
traction of  teeth  gave  a history  of  swell- 
ing and  pain,  not  excessive,  beginning 
about  one  to  three  weeks  after  having  the 
tooth  or  teeth  removed,  swelling  occurr- 
ing near  where  tooth  was  removed,  usually 
on  the  facial  side  of  the  mandible,  and 
continuing  until  abscess  ruptured  or  was 
opened,  recurring  in  or  near  old  opening, 
this  being  repeated  many  times  in  some 
of  the  cases  here  reported.  Most  abscesses 
pointed  on  external  surface  of  face  and 
neck  near  lower  border  of  mandible.  Those 
that  followed  fractures  started  with  what 
appeared  to  be  an  abscess  on  lower  border 
of  mandible  at  or  near  fracture  line.  These 
when  opened  failed  to  heal,  or  healed  and 
recurred  over  and  over  in  or  near  the  site 
of  first  abscess. 
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County  Society  Reports 


BELL  COUNTY 

The  January  meeting  of  the  Bell  County 
Medical  Society  was  held  at  the  County  Health 
Offices  in  Pineville  for  the  purpose  of  electing 
officers  for  the  coming  year.  The  following 
officers  were  elected:  Dr.  Arch  M.  Carr,  Jr., 
President;  Dr.  James  Golden,  Vice  President; 
and  Dr.  Charles  S.  Scott,  Secretary-Treasurer. 

Since  the  Mobile  Cancer  Clinic  will  be  in 
Bell  County  in  February,  plans  were  made  to 
have  the  visiting  doctors  as  guest  speakers  for 
a special  called  dinner  meeting  on  February  15. 

A letter  of  transfer  was  received  from  the 
Fayette  County  Medical  Society  stating  that. 
Dr.  Waller  H.  Griff ing  was  ,a  member  in  good 
standing.  A motion  was  made  and  carried  to 
accept  Dr.  Griffing  into  the  Society.  Dr.  C. 
B.  Theiss  was  recommended  as  a new  mem- 
ber by  the  Board  of  Censors.  A motion  was 
made  and  carried  to  accept  Dr.  Theiss  into  the 
Society. 

It  was  voted  that  the  Secretary  write  a let- 
ter of  commendation  to  Rep.  James  S.  Golden 
of  Kentucky  and  to  Senator  Kenneth  D.  Mc- 
Kellar  of  Tennessee  for  their  stand  against  the 
legislation  for  Socialized  Medicine. 

The  remainder  of  the  meeting  consisted  of 
the  reading  of  case  histories  and  their  discus- 
sion. 

Charles  S.  Scott,  Secretary 


JEFFERSON 

The  S34th  meeting  of  the  Jefferson  County 
Medical  Society  was  held  Monday  evening, 
November  21,  1949,  at  the  Seelbach  Hotel. 

There  were  97  members  and  guests  present  for 
dinner  and  about  ten  additional  for  the  scien- 
tific program. 

The  meeting  was  called  to  order  ,at  8:05  p.  m. 
by  the  President,  Dr.  J.  Murray  Kinsman. 

The  minutes  of  the  preceding  meeting  were 
read  and  approved. 

The  President  announced  the  appointment 
of  the  following  members  to  serve  on  the  So- 
cial Service  Advisory  Committee: 

Drs.  M.  R.  Cronen,  Chairman,  Wm.  C.  Busche- 
meyer,  Alex  M.  Forrester,  Harry  Goldberg, 
John  S.  Harter,  Arthur  R.  Kasey,  William  F. 
Lamb,  Louella  H.  Liebert,  Herman  Mahaffey, 
Owen  S.  Ogden,  Rudy  F.  Vogt. 

The  President  announced  the  appointment  of 
Dr.  Raymond  C.  Comstock  to  the  Professional 
Service  Committee,  and  D'r.  F.  M.  Williams  as 
Chairman.  These  changes  were  necessary  due 


to  the  death  of  Dr.  J.  R.  Stites,  former  chair- 
man of  this  committee. 

New  active  and  associate  members  were 
recognized  by  the  President. 

Dr.  Harry  Frazier  read  report  of  the  Judi- 
cial Council  regarding  complaints  made  by 
Drs.  Buttorff  and  McCarty  against  procedure 
of  Dr.  Sidney  Robby  in  sending  announcement 
cards  to  patients  under  treatment  by  above 
named  physicians.  In  accordance  with  recom- 
mendation of  Judicial  Council,  Dr.  Frazier 
made  motion  that  Dr.  Robby  be  censured  un- 
der the  rules  of  the  Constitution  and  By-laws 
of  the  Jefferson  County  Medical  Society  and 
ordered  to  desist  this  procedure.  Motion  was 
seconded  and  carried.  The  Secretary  was  in- 
structed to  write  Dr.  Robby  a letter  conveying 
•the  sentiment  of  the  Society  in  this  respect. 

Dr.  David  M.  Cox,  Chairman,  Public  Rela- 
tions Committee,  reported  on  the  committee’s 
proposed  plan  of  action  against  socialized  medi- 
cine and  asked  for  the  support  of  members 
when  called  upon  by  the  Committee  for  assist- 
ance. 

The  Secretary  read  a letter  from  Senator  Vir- 
gil Chapman  in  answer  to  letter  of  D'r.  Kins- 
man, stating  his  position  on  socialized  medi- 
cine, and  promising  continued  opposition  to 
legislation  favoring  it. 

The  following  new  members  were  elected: 

Rider  R.  Lewis,  M.  D.,  Active  Membership. 

C.  M.  Talbott,  M.  D.,  Active  Membership. 

Barton  H.  Campbell,  M.  D.,  Associate  Mem- 
bership. 

Charles  M.  Francis,  M.  D.,  Associate  Member- 
ship. 

Hollis  Johnson,  M.  D.,  Associate  Membership. 

Helen  Duke  Siegrist.  M.  D.,  Associate  Mem- 
bership. 

William  H.  Siegrist,  M.  D.,  Associate  Mem- 
bership. 

Walden  R.  Smith,  M.  D.,  Associate  Member- 
ship. 

Lawrence  L.  Washburn,  Jr.,  M.  D..  Associate 
Membership. 

The  President  announced  the  proposed  ap- 
pointment of  the  following  Nominating  Com- 
mittee for  the  annual  election  of  officers  in 
January,  1950: 

Dr.  Sam  Overstreet,  Chairman,  Dr.  J.  A. 
Bishop,  Dr.  Max  Garon,  Dr.  Robert  Long,  Dr. 
Charles  Edelen. 

Motion  carried  approving  the  appointment 
of  this  committee. 
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Scientific  Program:  8:30  p.  m. 

The  Ultimate  Prognosis  of  Acute  Myocardial 
Infarction: 

Follow-up  Study  of  Patients  Who  Survived 
More  Than  Two  Months,  by  Morris  M.  Weiss, 
M.  D.,  and  William  R.  Gray,  M.  D. 

Discussion  by  Drs.  Max  Garon,  Armand  Co- 
hen, Murray  Kinsman,  W.  B.  Troutman,  L.  T. 
Minish,  Jr.,  Albert  S.  Irving,  with  closing  re- 
marks by  Dts.  Weiss  and  Gray. 

Adjourned:  9:25  p.  m. 

Thomas  VanZandt  Gudex,  Secretary. 


JOHNSON 

A call  meeting  of  the  Johnson  County  Medi- 
cal Society  was  held  at  the  Hotel  Howard, 
Paintsville,  on  January  18,  1950  for  the  purpose 
of  election  of  officers  for  the  year.  Those  pres- 
ent were:  Drs.  D.  H.  Dorton,  Jr.;  A.  D.  Slone: 
Paul  B.  Hall;  Lon  C.  Hall;  Robert  A.  Hall; 
Maurice  Hall;  W.  E.  Akin;  James  Archer;  and 
John  Turner.  After  a T-Bone  steak  dinner  the 
following  officers  were  elected  for  the  com- 
ing year: 

W.  E.  Akin,  M.  D.,  President,  D.  H.  Dorton, 
Jr.,  M.  D.,  Vice  President,  A.  D.  Slone,  M.  D., 
Secretary-treasurer. 

After  a financial  statement  and  the  reading 
of  the  minutes  which  were  approved,  a dis- 
cussion was  had  on  the  payment  of  dues  to  the 
Kentucky  State  Medical  Association  and  the 
American  Medical  Association.  There  was  a 
motion  made  by  Dr.  Archer  that  these  dues 
be  paid  out  of  our  treasury  for  each  member  of 
the  society.  After  a discussion  of  this  motion 
it  was  amended  that  the  A.M.A.  dues  be  paid 
but  not  the  State.  Each  individual  will  pay  his 
own  State  dues.  The  .amendment  was  accepted 
and  the  motion  carried. 

The  doctors  of  this  Society  donate  their  ser- 
vices to  the  Society  for  one  afternoon  a week 
during  October  at  which  time  we  examine  the 
1st,  5th,  and  9th  grade  school  children  of  the 
entire  county  and  city  of  Paintsville.  This  ex- 
amination costs  the  parents  $2.00  for  each  child. 
Those  not  able  to  pay  are  examined  free  of 
charge.  We  have  letters  of  praise  for  this  work. 
Johnson  county  is  at  the  top  with  examination 
of  their  school  children  according  to  the  State 
Board  of  Education. 

It  was  then  decided  to  invite  the  Ladies 
Auxiliary  to  the  Society  to  dine  with  us  at  our 
next  meeting  in  February. 

As  is  our  custom  this  first  meeting  was  pure- 
ly a business  meeting  and  there  was  no  other 
program. 

Our  next  meeting  will  be  February  22,  1950 
at  the  Paintsville  Country  Club,  with  the  So- 
ciety host  to  our  ladies. 

Augustus  D.  Slone,  Secretary. 


McCracken 

The  December  meeting  of  the  McCracken 
County  Medical  Society  was  held  on  Wednes- 
day, December  21,  1949,  at  the  Ritz  Hotel  fol- 
lowing a dinner  at  6:30  P.  M„  with  Dr.  Eugene 
L.  D.  Blake,  presiding. 

The  minutes  of  the  November  meeting  were 
read  and  approved. 

The  annual  treasurer’s  report  was  given  by 
Dr.  E.  W.  Jackson. 

The  election  of  officers  was  held  and  re- 
sulted in  the  following:  President,  Dr.  Charles 
Billington;  Vice-President,  DT.  D.  Y.  Keith; 
Treasurer,  Dr.  E.  W.  Jackson;  Secretary,  Dr. 
Errett  Pace;  Delegates,  Dr.  Leon  Higdon,  1950- 
51,  Dr.  R.  L.  Reeves,  1950;  Alternate  Delegates, 
Dr.  William  Eaton,  1950-51,  Dr.  Errett  Pace, 
1950;  Board  of  Censors,  Dr.  Bob  C.  Overby, 
1950-51-52;  DT.  H.  P.  Linn,  1950-51;  Dr.  Errett 
Pace,  1950. 

Motion  was  made,  seconded  and  passed  that 
the  County  Society  dues  for  1950  be  $15.00. 

Motion  was  made,  seconded  and  passed  that 
the  Secretary  be  paid  $50.00  a year. 

Errett  Pace,  Secretary 


McCRACKEN  COUNTY 

The  January  meeting  of  the  McCracken 
County  Medical  Society  was  held  on  Wednes- 
day, January  25,  1950,  at  the  Ritz  Hotel  fol- 
lowing a dinner  at  6:30  P.  M.,  with  Dr.  Charles 
Billington  presiding.  There  were  seventeen 
members  present  and  the  following  guests: 
Dt.  Horace  Titsworth,  Dr.  Ezra  Titsworth,  Dr. 
Wm.  Wakefield,  Dr.  D.  L.  Jones,  Dr.  Geo.  H. 
Widener,  Dr.  A.  D.  Butterworth,  Dr.  Hugh  L. 
Houston,  Dr.  Russell  Rudd,  Dr.  J.  C.  Hancock, 
and  Dr.  J.  C.  Hart. 

The  scientific  program  was  presented  by  Dr. 
D.  G.  Miller,  Jr.,  Morgantown,  and  Dr.  Travis 
Pugh,  Bowling  Green.  They  gave  a very  in- 
teresting paper  on  Spider  Bites,  Snake  Bites, 
and  Dog  Bites. 

The  minutes  of  the  December  meeting  were 
read  and  approved. 

Motion  was  made  by  Dr.  Eugene  Blake,  sec- 
onded by  Dr.  R.  W.  Robertson,  and  passed  that 
the  Society  pay  hotel  expenses  for  out-of-town 
speakers.  The  secretary  was  instructed  to 
pay  expenses  and  submit  the  bill  to  the  Society. 

Motion  was  made  by  Dr.  Eugene  Blake, 
seconded  by  Dr.  W.  E.  Sloan,  and  passed  that 
$7.50  be  allowed  to  pay  Camera  Shop  for  oper- 
ator to  show  movies. 

Motion  was  made  by  Dr.  Eugene  Blake, 
seconded  by  Dr.  W.  E.  Sloan  that  Doctors  Frank 
A.  Boyd,  R.  C.  Gore,  O.  R.  Kidd,  and  C.  E. 
Kidd,  retired  physicians,  be  exempted  from 
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payment  of  dues.  Motion  was  amended  that 
these  doctors  be  asked  if  they  want  to  be 
classified  as  retired;  if  so,  they  be  informed 
that  they  have  no  medical  legal  protection. 
Motion  was  passed  unanimously. 

The  application  of  Dr.  Geo.  H.  Widener  was 
read  and  referred  to  the  Board  of  Censors  to 
report  at  the  next  meeting. 

The  meeting  was  adjourned  at  9:00  P.  M. 

Errett  Pace,  Secretary 


MUHLENBERG 

The  regular  meeting  of  the  Muhlenberg 
County  Society  was  called  to  order  by  the 
president,  Dr.  R.  E.  Davis,  December  16,  1949. 
The  minutes  of  the  last  meeting  were  read  and 
approved. 

The  Secretary  presented  a communication 
from  the  State  Society  with  reference  to  the 
matter  of  local  advertising  for  Blue  Cross  and 
Blue  Shield  Insurance.  The  State  Society 
stated  that  no  policy  had  been  established  with 
reference  to  such  advertising,  to  be  carried  out 
by  local  initiative.  On  motion  of  Dr.  G.  L. 
Simpson,  seconded  by  Dr.  H.  H.  Woodson,  it 
was  moved  that  the  consideration  of  an  ad- 
vertisement for  the  Insurance  Plan  be  tabled 
for  further  development.  Dr.  Richard  E.  Davis 
was  to  inform  the  editor  of  the  cooperating 
newspaper  of  this  decision  to  hold  the  matter 
in  abeyance  tending  further  information. 

The  Secretary  presented  communications 
from  the  State  Medical  Society  regarding  Bills 
to  be  supported  in  the  State  Legislature:  (A) 
Legislation  regarding  the  sale  of  Barbiturates. 

(B)  Legislation  regarding  hospital  licensing, 

(C)  Legislation  regarding  the  licensing  of  prac- 
tical nurses. 

No  committee  reports. 

The  following  officers  were  elected  for  the 
ensuing  year:  President,  Dr.  Hyland  H.  Wood- 
son;  Vice-President,  Dr.  Foster  Wilson;  Secre- 
tary, Dr.  George  F.  Brockman;  Delegate  to 
State  Medical  Society,  Dr.  George  H.  Rodman; 
Alternate  Delegate,  Dr.  George  L.  Richardson; 
Censor,  Dr.  Claude  Wilson. 

The  meeting  was  adjourned. 

George  F.  Brockman,  Secretary 


MUHLENBERG 

Minutes  of  the  Muhlenberg  County  Medical 
Society,  January  20,  1950. 

The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  H.  H.  Woodson. 

Members  present  were:  Drs.  G.  F.  Brockman, 
R.  E.  Davis,  J.  H.  Harrolson,  B.  B.  Holt,  G.  H. 
Rodman,  J.  P.  Walton,  J.  L.  Webster,  Claude 
Wilson,  Foster  Wilson,  H.  H.  Woodson. 

The  minutes  of  the  last  regular  meeting 


were  read  and  approved. 

In  conformity  with  the  previously  establish- 
ed schedule  of  the  meetings,  all  business  was 
referred  to  the  pertinent  committees,  and  the 
meeting  resolved  into  a clinical  program. 

Dr.  B.  B.  Holt  presented  a paper  on  “Fibro- 
cystic Disease  of  the  Pancreas.”  This  is  a clini- 
cal anatomical  entity  characterized  by  epithe- 
lial metaplasia,  originally  in  the  pancreas,  with 
subsequent  secondary  degeneration  in  various 
of  the  other  organs.  Cases  are  invariably  found 
in  childhood,  extending  from  stillbirth  due  to 
anti-natal  initiation  of  this  process  to  delayed 
cases  which  present  their  symptoms  in  early 
adolescense. 

The  pathological  physiology  of  the  disease 
is  based  on  insufficiency  of  pancreatic  secre- 
tion, with  its  disturbance  of  nutritional  use  of 
fat  elements  of  the  food,  steattorata,  and  ulti- 
mately a terminal  diffuse  pulmonary  infection, 
arising  from  the  degeneration  of  the  respiratory 
and  bronchial  epithelium,  which  proceed  to 
fatal  issue  despite  anti-biotics. 

The  essayist  reviewed  a personal  series  of 
13  cases. 

Broad  discussion  of  various  aspects  of  the 
disease  followed  and  the  members  expressed 
gratitude  for  Dr.  Holt’s  well  organized  disser- 
tation. 

G.  F.  Brockman,  Secretary. 


SCOTT 

The  Scott  County  Medical  Society  met  at  the 
John  Graves  Ford  Memorial  Hospital  at  twelve 
o’clock  noon,  February  3,  1950.  After  dinner, 
served  by  the  Hospital  Management,  the  meet- 
ing was  called  to  order  by  the  President,  Dr. 
H.  G.  Wells,  the  following  members  were  pres- 
ent: 

Drs.  H.  G.  Wells,  L.  F.  Heath,  P.  H.  Crutch- 
field, W.  S.  Allphin,  A.  F.  Smith,  D.  E.  Clark, 
F.  W.  Wilt,  E.  C.  Barlow,  H.  V.  Johnson. 

The  minutes  of  the  previous  meeting  were 
read  and  approved.  Mrs.  Morris,  the  hospital 
Superintendent,  was  called  in  to  discuss  with 
the  Society  the  enlargement  of  the  Hospital. 
Motion  was  made  and  seconded  that  we  recom- 
mend to  the  hospital  Trustees  that  fifty  (50) 
additional  rooms  be  added  to  the  present  hos- 
pital. Carried. 

The  Society  urged  that  we  have  an  Induction 
room,  Isolation  section,  Recovery  room  and 
Doctor’s  lounge. 

Motion  was  made  and  seconded  that  we  urge 
the  Trustees  to  ask  for  a bond  issue  of  three 
hundred  thousand  dollars  ($300,000.00).  Carried. 

There  being  no  further  business  the  meeting 
adjourned  to  meet  the  first  Thursday  in  March. 

H.  V.  Johnson,  Secretary. 
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Meworiam 


DR.  ROBERT  BROWNE  ISHMAEL 
1876-1950 

Dr.  Robert  Browne  Sawyer  Ishmael,  Win- 
chester, died  January  5,  1950  after  a long  pe- 
riod of  illness.  Dr.  Ishmael  was  well-known  in 
the  community  where  he  had  served  as  a phy- 
sician since  1897.  He  was  graduated  from  tne 
University  of  Louisville  School  of  Medicine  in 

1897  and  took  post-graduate  work  in  Berlin, 
Germany;  Vienna,  Austria,  and  London,  Eng- 
land. He  was  born  November  24,  1876.  He  was 
one  of  the  founders  of  the  Guerrant  Memorial 
Clinic,  Winchester,  in  1927  with  which  institu- 
tion he  was  associated  until  his  retirement  from 
active  practice. 

Dr.  R.  E.  May,  Mt.  Sterling.  75  years  of  age, 
died  December  17,  1949.  Dr.  May  was  born  in 
Morgan  county  in  1874.  After  graduating  from 
the  Kentucky  Medical  School  in  Louisville  in 

1898  he  began  practice  at  Judy,  Montgomery 
county,  and  moved  his  office  to  Mt.  Sterling 
35  years  ago.  He  served  for  two  years  as  Fay- 
ette county  health  officer  in  Lexington. 

Dr.  James  C.  Riffe,  Covington,  died  Decem- 
ber 23,  1949.  He  was  the  son  of  Dr.  James  C. 
Riffe,  Sr.,  former  Covington  Health  Officer. 
Dr.  Riffe  had  been  in  poor  health  since  serving 
as  a lieutenant  commander  in  the  Navy  with 
a Malaria  Control  Unit  in  the  South  Pacific 
during  the  last  World  War.  He  was  graduated 
from  the  University  of  Cincinnati  Medical  Col- 
lege in  1929  and  served  his  internship  at  Allied 


Hospital,  Pittsburg.  He  had  been  on  the  staff  at 
St.  Elizabeth  Hospital,  Covington,  since  1937 
and  Booth  Memorial  Hospital  since  1938.  Be- 
fore entering  the  Navy  he  was  physician  for 
the  Covington  Eagles.  He  served  as  his  father’s 
assistant,  the  late  Dr.  James  C.  Riffe,  Sr.,  dur- 
ing the  latter’s  service  as  Kenton  County  Cor- 
oner. 

Dr.  Smedley  H.  Bow,  68,  Louisville,  died 
January  7,  1950.  Dr.  Smedley  had  been  work- 
ing on  the  establishment  of  an  antiprohibition 
publication  at  the  time  of  his  death.  Several 
years  ago  he  published  the  Workers’  News,  a 
C.I.O.  newspaper  with  offices  in  the  Republic 
Building.  He  was  a graduate  of  Georgetown 
College  and  the  University  of  Louisville  Medi- 
cal School  and  practiced  medicine  several 
years  in  Eastern  Kentucky  and  Chicago.  Later 
he  operated  an  independent  undertaking  busi- 
ness for  a few  years.  Dr.  Bow  was  the  son  of 
the  late  Dr.  J.  G.  Bow,  former  Baptist  minister. 
Louisville. 


DR.  COURTNEY  McGUIRE 


1876-1949 

Dr.  Courtney  McGuire,  Maysville,  the  dean 
of  the  Medical  Fraternity  in  Mason  County, 
died  December  16,  1949.  Dr.  McGuire  came  to 
Mason  County  from  Eastern  Kentucky  in  1906, 
the  same  year  he  graduated  from  the  University 
of  Louisville  College  of  Medicine.  After  re- 
ceiving his  degree  he  practiced  a few  months 
in  his  native  town  of  Hazel  Green  and  then  es- 
tablished himself  at  Wedonia.  The  next  year 
he  came  to  Maysville  to  begin  a forty-two  year 
career  that  was  to  continue  almost  up  to  the 
moment  life  left  his  body. 
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JAMES  S.  CHENOWETH,  M.  D. 
1868-1950 


Dr.  James  S.  Chenoweth,  Louisville,  died 
January  10,  1950,  at  St.  Anthony’s  Hospital 
after  a prolonged  illness.  Dr.  Chenoweth’s 
years  of  practice  added  to  the  years  practiced 
by  his  father,  the  late  Dr.  Henry  W.  Cheno- 
weth,  total  more  than  one  hundred  years.  Be- 
ginning their  careers  in  the  horse-and-buggy 
days,  the  Doctors  Chenoweth  drove  miles  to 
serve  their  patients.  Their  practice  ranged 
from  Frankfort  to  Beaver  Dam,  and  to  Cory- 
don,  Ind.  Often  it  was  necessary  to  perform 
operations  on  kitchen  tables. 

Dr.  James  Chenoweth  was  educated  at  the 
old  Rugby  School,  Louisville.  He  was  graduat- 
ed from  the  University  of  Louisville  Medical 
School  in  1889.  After  graduate  study  in  New 
York  City  and  Vienna,  he  began  his  practice 
in  Louisville.  He  was  a member  of  the  old 
Louisville  Surgial  Society,  and  was  demon- 
strator of  surgery  at  the  University  of  Louis- 
ville Medical  School  many  years  ago.  For  a 
time  he  was  associated  with  Dr.  David  W. 
Yandell,  one  of  the  early  presidents  of  the 
American  Medical  Association  and  the  Ameri- 
can Surgical  Association.  Dr.  Chenoweth  wrote 
papers  on  numerous  medical  subjects.  He  held 
patents  on  several  inventions  which  he  develop- 
ed in  his  work. 


Dr.  Samuel  Oliver  Eads,  80,  native  of  Pulaski 
County,  died  January  3,  1950.  Dr.  Eads,  who  re- 
tired from  practice  in  1938,  was  graduated  from 
the  Hospital  College  of  Medicine  in  1890.  He 
practiced  throughout  central  Illinois  until  his 
retirement  when  he  moved  back  to  Somerset 
where  he  lived  until  his  death. 


Dr.  J.  R.  Hodges,  Henderson,  died  January  3, 
1950.  He  graduated  from  the  Hospital  of  Medi- 
cine in  Louisville  in  1904  and  practiced  medi- 
cine for  a short  time  in  Iona,  Indiana  and  Belle- 
ville, Kentucky,  before  coming  to  Baskett  in 
1907.  Seven  years  ago  he  moved  his  office  and 
home  to  Henderson,  but  maintained  his  prac- 
tice in  the  county.  He  was  a veteran  of  World 
War  I.  At  the  time  of  his  death  he  had  prac- 
ticed 42  years  in  Henderson  county. 


Dr.  George  B.  Hill,  52,  Bullitt  County  Health 
officer,  died  January  12,  1950.  Dr.  Hill  was  a 
graduate  of  the  Kentucky  School  of  Medicine 
in  1924  and  served  his  internship  in  Covington. 
He  was  a member  of  the  Kentucky  and  the 
American  Medical  Associations. 


DR.  EDWARD  C.  McGEHEE 


1886-1949 

Dr.  Edward  C.  McGehee,  Ashland,  died  De- 
cember 24,  1949  at  the  age  of  63.  Dr.  McGehee 
was  born  in  Liberty.  Mississippi,  September  11, 
1886.  He  attended  public  school  of  Liberty  and 
later  entered  Tulane  University,  New  Orleans, 
where  he  graduated  from  the  College  of  Medi- 
cine. He  practiced  medicine  at  Liberty  for  a 
number  of  years,  then  moved  to  Hibbing,  Min- 
nesota, where  he  practiced  until  he  moved  to 
Ashland  in  1924. 

He  was  past  president  of  the  Boyd  County 
Medical  Society  and  a member  of  the  American 
Heart  Society.  He  was  medical  examiner  dur- 
ing the  World  War  II  at  the  Huntington  induc- 
tion center.  He  was  also  a member  of  the 
Boyd  County  Board  of  Health  and  the  Ashland 
Board  of  Trade. 
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WOMAN'S  AUXILIARY  NEWS 


Headquarters  for  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  will  be 
Hotel  Fairmont.  Please  make  your  reservation 
through  Dr.  William  R.  Rustad,  A.M.A.  Hotel 
Committee,  Room  200,  61  -Grove  Street,  San 
Francisco,  California. 

McCracken  County  Medical  Auxiliary  gave 
a book-review  benefit  for  the  Station  Wagon 
Fund  and  raised  over  $150.00.  Three  hundred 
people  attended.  If  every  Auxiliary  would  do 
as  much  we  could  soon  complete  this  project. 

Mrs.  Karl  Winter  is  our  Doctor’s  Day  Chair- 
man. Doctor’s  Day  is  April  13th. 

Mrs.  D.  W.  Anderson,  Madisonville,  is  the 
newly  appointed  Councilor  of  the  Second  Dis- 
trict. 


Mrs.  Hugh  L.  Houston  of  Murray,  is  the  new 
President  of  the  Calloway  County  Woman’s 
Auxiliary. 

Mrs.  E.  L.  Gates  resigned  as  councilor  of  the 
second  district.  It  is  with  regret  that  her 
resignation  was  accepted. 

The  Spring  board  meeting  of  the  Woman’s 
Auxiliary  will  be  held  in  Danville,  March  29. 
We  would  suggest  that  those  who  must  arrive 
the  night  before  make  reservations  with  the 
Huntwood  Motel,  Danville. 

Mrs.  Clark  Bailey,  President-Elect  of  the  Wo- 
man’s Auxiliary,  is  asking  every  councilor  to 
try  and  secure  one  new  member  from  each 
county  in  her  district. 


News  Items 


Dr.  W.  W.  Nicholson,  State  Chairman  Ameri- 
can Academy  of  Pediatrics,  has  announced  that 
the  yearly  spring  Postgraduate  Course  at  Chil- 
dren’s Hospital,  Louisville,  in  cooperation  with 
the  department  of  Pediatrics,  University  of 
Louisville,  will  not  be  conducted  this  year  due 
to  the  building  of  the  new  Children’s  Hospital 
which  is  now  in  progress.  This  is  a temporary 
measure  and  the  course  will  be  resumed  next 
year  in  the  spring  of  1951. 


M.  Scherago,  Ph.  D.,  head  of  the  Department 
of  Bacteriology  of  the  University  of  Kentucky, 
Lexington,  presented  the  following  papers  of 
the  American  College  of  Allergists,  St.  Louis, 
on  research  done  at  the  University  under  grants 
from  research  funds  of  The  American  College 
of  Allergists. 

“A  Weekly  Survey  of  Air  and  Dust  in  Lex- 
ington,” “Standardization  on  the  Basis  of  Equal 
Molecular  Size,”  “In  Vitro  Leucocytolysis  in 
the  Assay  of  the  Allergenicity  of  Dust  Extract,” 
“A  Study  of  The  Antigenicity  of  Atopic 
Reagin.” 


Patrick  W.  Cummings,  M.  D.,  having  com- 
pleted two  years  postgraduate  work  in  path- 
ology in  other  states,  has  succeeded  Eleanor 
W.  Townsend,  M.  D.,  as  pathologist  at  the 
Kentucky  Baptist  Hospital,  Louisville.  Dr. 
Townsend  has  moved  to  Mountain  Home, 
Tennessee,  as  pathologist  in  the  Veterans  Ad- 
ministration Hospital  there. 


The  Middlesboro  Clinic  and  Hospital  Group, 
Middlesboro,  announce  the  full  time  associa- 
tion of  Dr.  Waller  H.  Griffing,  certified  by  The 
American  Board  of  Radiology,  X-Ray  and  Ra- 
dium Diagnosis  and  Treatment. 


The  Third  Annual  Postgraduate  Course  in 
Diseases  of  the  Chest  sponsored  by  the  Ameri- 
can College  of  Chest  Physicians,  Pennsylvania 
Chapter,  and  the  Laennec  Society  of  Phila- 
delphia, will  be  presented  at  the  Warwick 
Hotel,  Philadelphia,  Pennsylvania,  April  10-14, 
1950. 

Chevalier  L.  Jackson,  M.  D.,  is  Chairman  of 
the  Postgraduate  Course  Committee. 


Dr.  Robert  N.  McLeod,  Alabama,  is  now  as- 
sociated with  the  Somerset  Clinic  in  charge  of 
the  Pediatric  Division.  He  was  graduated  from 
the  University  of  Pennsylvania  Medical  School 
in  1945  and  after  serving  an  internship  at 
Lankenan  Hospital  and  Mary  Drexel  Children’s 
Hospital,  Philadelphia,  Dr.  McLeod  took  a 
post  graduate  course  in  the  Harvard  Medical 
School  in  pediatrics  and  children’s  medicines. 
He  did  special  work  for  the  Polio  Foundation 
during  the  severe  polio  epidemic  in  North  Caro- 
lina. 


John  P.  Bell,  M.  D.,  announces  the  opening 
of  his  office  at  606  Heyburn  Building,  Louis- 
ville. Practice  limited  to  Psychiatry,  including 
children.  He  is  a Diplomate  of  American  Board 
of  Neurology  and  Psychiatry. 
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Postgraduate  Assembly  In  Endocrinology  In- 
cluding Diabetes,  sponsored  by  The  Associa- 
tion for  the  Study  of  Internal  Secretions  and 
The  American  Diabetes  Association,  will  be 
held  in  Miami  Beach,  Florida,  at  the  Roney 
Plaza  Hotel,  April  3-8,  1950. 

The  faculty  will  consist  of  20  prominent  re- 
searchers and  clinicians  in  the  field  of  endo- 
crinology and  metabolic  disorders,  gathered 
from  the  United  States  and  Canada. 

The  course  will  be  a practical  one  of  interest 
and  value  to  the  specialist  and  those  in  gen- 
eral practice.  The  program  will  consist  of  lec- 
tures, clinics  and  demonstrations.  Ample  time 
will  be  given  to  questions  and  answers  at  the 
end  of  each  session,  and  registrants  are  en- 
couraged to  contact  members  of  the  faculty 
for  individual  discussions. 

A fee  of  $75  will  be  charged  for  the  entire 
course  and  the  attendance  will  be  limited  to 
100.  Registration  will  be  in  the  order  of  checks 
received  and  will  close  on  March  3,  1950. 

Application  for  approval  of  this  course  has 
been  made  to  the  Veterans  Administration. 
Veterans  should  make  formal  application  to 
their  local  agencies  on  the  appropriate  form 
(1905e  or  1950)  as  furnished  by  the  V.  A. 

For  further  information  write  Henry  H. 
Turner,  M.  D.,  Secretary-Treasurer,  1200  North 
Walker  Street,  Oklahoma  City  3,  Oklahoma, 
before  March  3,  1950. 

Hotel  reservations  should  be  made  directly 
with  the  Roney  Plaza  Hotel,  Miami  Beach, 
Florida,  and  the  hotel  advised  that  you  are  at- 
tending the  Postgraduate  Assembly. 


Dr.  Ernest  E.  Irons,  President  of  the  Ameri- 
can Medical  Association,  received  the  following 
letter  recently  from  Mr.  Joseph  Christensen  of 
the  Progressive  Cafeterias  of  Chicago.  Dr. 
Irons  described  it  as  a No.  1 morale  builder: 
T cannot  put  M.  D.  after  my  name  but  I can, 
at  least  for  awhile,  still  put  U.S.A.  As  a conse- 
quence, please  accept  the  enclosed  check  for 
$25.00  as  a slight  token  of  regard  for  my  doc- 
tor and  all  his  colleagues.  These  are  my  ‘dues’ 
as  a citizen  and  I hope  they  will  help  in  your 
fight  against  Socialized  Medicine. 

“A  people  without  guts  are  soon  a nation 
without  guts  and  if  it  should  become  neces- 
sary to  remove  any  part  of  mine  I want  to 
pick  my  man  and  pay  his  charge  without  a 
precinct  captain  getting  his  nose  in  my  anat- 
omy.” 


John  W.  Somerville,  M.  D.,  formerly  in  pri- 
vate practice  at  Woodburn,  has  become  associ- 
ated with  Sam  A.  Overstreet,  M.  D.,  in  the 
Heyburn  Building,  Louisville. 


The  First  International  Congress  on  Diseases 
of  the  Chest  will  be  held  at  the  Carlo  Forlanini 
Institute,  Rome,  Italy,  September  17-20,  1950 
under  the  auspices  of  the  Council  on  Interna- 
tional Affairs  of  the  American  College  of  Chest 
Physicians  and  the  Carlo  Forlanini  Institute, 
with  the  patronage  of  the  High  Commissioner 
of  Hygiene  and  Health,  Italy,  in  collaboration 
with  the  National  Institute  of  Health  and  the 
Italian  Federation  Against  Tuberculosis. 

Physicians  who  are  interested  in  attending 
the  Congress  should  communicate  at  once  with 
Dr.  Chevalier  L.  Jackson,  Chairman  of  the  Coun- 
cil on  International  Affairs,  American  College 
of  Chest  Physicians,  500  North  Dearborn  St., 
Chicago  10,  Illinois,  U.  S.  A.,  or  with  Professor 
A.  Omodei  Zorini,  Carlo  Forlanini  Institute, 
Rome,  Italy. 


The  new  amended  Federal  Wage  and  Hour 
Law,  effective  January  25,  1950,  does  not  af- 
fect the  average  practicing  physician  in  his 
employment  of  office  personnel  since  he  is  not 
engaged  in  interstate  commerce. 

Neither  do  hospitals  and  nursing  homes 
come  under  the  provisions  of  the  new  amend- 
ed law:  requiring  a minimum  wage  standard  of 
75c  an  hour  for  all  employees.  There  is  a pos- 
sibility, however,  that  an  infirmary,  hospital 
or  clinic,  which  is  a part  of  an  industrial  firm 
producing  goods  for,  or  engaging  in  commerce, 
may  come  under  the  provisions  of  the  Act. 
The  Act  does  not  specifically  exempt  physi- 
cians’ employees  of  firms  in  this  category. 


The  Western  State  Medical  Conference  came 
into  being  as  a permanent  organization  at  a 
meeting  of  physicians  and  associates  from 
eighteen  states  west  of  the  Mississippi  River, 
in  Denver,  Colorado,  on  January  8,  1950. 

The  most  important  bills  before  Congress 
were  analyzed  in  detail  and  discussed  by  the 
various  attendants.  The  bills  had  been  indi- 
vidually assigned  prior  to  the  meeting  so  that 
each  speaker  was  adequately  prepared  to  han- 
dle his  subject. 

Fred  A.  Humphrey,  M.  D.,  who  is  President 
of  the  Colorado  State  Medical  Association,  was 
elected  President  of  the  new  organization,  and 
W.  R.  Brooksher,  M.  D.,  Editor  of  the  Arkansas 
Medical  Journal,  was  chosen  Secretary. 

This  meeting,  the  first  of  its  kind,  was  held 
to  be  most  profitable,  and  had  as  its  guests, 
Ernest  E.  Irons,  M.  D.,  President  of  American 
Medical  Association,  F.  J.  L.  Blasingame,  M. 
D„  Member  of  the  American  Medical  Associa- 
tion Board  of  Trustees,  and  Jos.  S.  Lawrence, 
M.  D.,  of  the  American  Medical  Association 
Washington  office. 
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“Practical  Problems  in  General  Surgery”  is 
the  subject  of  ,a  continuation  course  to  be  pre- 
sented on  April  6,  7,  and  8 by  the  Frank  E. 
Bunts  Institute  and  the  Cleveland  Clinic.  On 
Friday  evening,  April  7,  Dr.  Daniel  C.  Elkin 
of  Emory  University,  Dr.  Claude  Beck  of  West- 
ern Reserve  University  Medical  School,  and 
Dr.  R.  B.  Turnbull  of  the  Cleveland  Clinic  will 
take  part  in  a symposium  on  “Vascular  Sur- 
gery.” On  Saturday  morning,  April  8,  Dr. 
George  G.  Finney  of  Johns  Hopkins  University 
and  others  will  present  Panel  Discussions  on 
surgery  of  the  colon,  pancreas,  biliary  tract, 
and  stomach  duodenum. 

Inquires  regarding  the  complete  program 
and  registration  can  be  addressed  to  the  Direc- 
tor of  Education,  Frank  E.  Bunts,  Educational 
Institute,  2020  East  Ninety-third  Street,  Cleve- 
land 6,  Ohio. 


Allen  Barnes,  M.  D.,  Chairman  of  the  De- 
partment of  Obstetrics  and  Gynecology,  Ohio 
State  University  Medical  School,  Columbus, 
will  be  the  guest  speaker  at  the  March  27th 
meeting  of  the  Louisville  Obstetrics  and  Gyne- 
cology Society  and  their  guests. 


Leslie  W.  Blakey,  M.  D.,  who  for  the  past 
year  has  been  associated  with  the  Hopkinsville 
Clinic,  has  opened  his  office  for  the  private 
practice  of  medicine  at  Cadiz. 

Cathryn  C.  Handelman,  M.  D„  who  was  ap- 
pointed to  serve  as  Acting  Chairman  on  the 
Kentucky  Planning  Committee  by  Governor 
Earle  Clements,  attended  the  Mid-Century 
White  House  Conference,  February  1 and  2, 
1950. 

Dr.  Handelman  is  Director  of  the  Division  of 
Maternal  and  Child  Health  of  the  State  De- 
partment of  Health. 


The  Department  of  Commerce,  through  its 
Office  of  Business  Economics,  and  in  coopera- 
tion with  the  Bureau  of  Medical  Economic  Re- 
search of  the  American  Medical  Association, 
is  planning  the  first  large  scale  survey  of  pro- 
fessional medical  incomes  since  World  War  II. 

■Questionnaires  are  now  being  prepared  for 
mailing  directly  to  physicians. 


Robert  L.  Shuffett,  M.  D„  has  been  separated 
from  the  Armed  Forces  and  has  joined  the 
staff  of  the  State  Hospital  at  Danville. 


Jeanne  B.  Blumhagen,  M.  D.,  has  recently 
become  licensed  in  Kentucky  .and  has  located 
at  Fedscreek. 


Donald  L.  Graves,  M.  D.,  who  formerly  prac- 
ticed in  Ary  in  Perry  County,  has  moved  to 
Frenchburg. 


Davis  K.  Davis,  M.  D.,  and  David  E.  Land- 
ers, M.  D.,  both  from  the  Canal  Zone,  have  lo- 
cated in  Harlan  County.  Dr.  Davis  is  at  Verda 
and  Dr.  Landers  in  the  city  of  Harlan. 


The  following  three  men  have  associated 
themselves  with  the  Lexington  Clinic:  Walter 
L.  Boswell,  M.  D.,  James  S.  Hewlett,  M.  D., 
James  T.  McClellan,  M.  D. 

George  H.  Widener,  Jr.,  M.  D.,  has  located  in 
the  Guthrie  Building  at  Paducah,  Kentucky. 
Doctor  Widener  will  limit  his  practice  to  oph- 
thalmopathy. 


H.  Dabney  Kerr,  Professor  of  Radiology  at 
the  University  of  Iowa  School  of  Medicine,  will 
give  a series  of  lectures  the  week  of  April  16- 
22  on  the  various  aspects  of  X-ray  therapy  and 
the  use  of  radium,  in  the  amphitheatre  at  the 
Louisville  General  Hospital. 

Members  of  the  State  Association  are  cor- 
dially invited  to  hear  these  lectures  which  will 
start  at  12:00  noon  each  day.  No  registration 
is  required  and  the  members  may  attend  with- 
out cost. 

Dr.  Kerr  is  being  brought  to  Louisville  by 
the  Commonwealth  Visiting  Professorship  Com- 
mittee, of  which  Hampden  C.  Lawson,  Profes- 
sor of  Physiology  at  University  of  Louisville, 
is  Chairman.  Dr.  Kerr  is  being  invited  by  E.  L. 
Pirkey,  Head  of  the  Department  of  Radiology 
at  the  General  Hospital. 


FUNDAMENTALS  OF  OTOLARNYGOLOG  Y 
— A Text  book  of  Ear,  Nose  and  Throat  Dis- 
eases: By  Lawrence  R.  Boles,  M.  D„  Clini- 
cal Professor  of  Otolaryngology,  Director  of 
Division  of  Otolaryngology,  University  of 
Minnesota  Medical  School,  and  Associates: 
Charles  E.  Connor,  M.  D.,  Anderson  C.  Hild- 
ing,  M.  D.,  Jerome  A.  Hilger,  M.  D.,  John  J. 
Hochfilzer,  M.  D.,  Conrad  J.  Holmberg,  M. 
D.,  Kenneth  A.  Phelps,  M.  D.,  Robert  E. 
Priest,  M.  D.,  and  George  M.  Tangen,  M.  D. 
443  pages  with  184  figures.  Philadelphia,  W. 
B.  Saunders  Company,  1949.  Price  $6.50. 
The  general  practitioner  as  well  as  the  spe- 
cialist can  profit  by  this  book  because  it  pro- 
vides a clear  picture  of  diagnosis  and  treat- 
ment of  Otolaryngological  diseases.  On  every 
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THE  WALLACE  SANITARIUM 

MEMPHIS,  TENNESSEE 

For  the  Diagnosis  and  Treatment  of  Nervous  and  Mental  Diseases 
Drug  Addiction  and  Alcoholism 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


Member  of  the  American  Hospital  Association 
FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH,  M.  D.,  Associate 
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topic  from  the  common  cold  to  carcinoma  of 
the  larynx,  it  offers  a straight  forward  and 
clearcut  type  of  guidance  that  will  appeal  to 
the  practitioner. 

In  each  of  the  three  sections  (Ear,  Nose  and 
Throat)  the  author  describes  principles  of  ap- 
plied anatomy  and  physiology,  methods  of  ex- 
amination, and  the  latest  diagnostic  and  thera- 
peutic procedures  for  all  diseases  that  may  af- 
fect the  region  concerned.  The  last  chapter,  on 
Prescriptions  and  Therapeutic  Procedures, 
lists  all  the  prescriptions  that  you  need  to  be 
familiar  with  in  order  to  deal  successfully  with 
otolaryngological  disorders.  Special  types  of 
medical  treatment  (such  as  hot  throat  irriga- 
Tons)  are  also  described.  The  excellent  illus- 
trations present  many  new  concepts. 


ELEMENTS  OF  MEDICAL  MYCOLOGY  by 
Jacob  Hymans  Swartz,  M.D.,  Assistant  Pro- 
fessor of  Dermatology,  Harvard  Medical 
School  and  Postgraduate  School;  Member 
American  Dermatological  Association,  Amer- 
ican Mycological  Association;  Diplomate 
American  Board  of  Dermatology;  Dermatol- 
ogist Massachusetts  General  Hospital,  in  col- 
laboration with  Ethel  M.  Rockwood,  M.  D., 
Dermatologist,  Massachusetts  General  Hos- 
pital. Introduction  by  Fred  D.  Weidman,  M.D., 
Professor  of  Dermatological  Research,  Uni- 
versity of  Pennsylvania.  Second  Edition.  260 
pages.  Frontispiece  in  colors.  138  illustrations. 
Publishers,  Grune  and  Stratton,  New  York. 
1949.  Price  $5.50. 

This  is  a simple  guide  to  the  study  and  treat- 
ment of  fungus  diseases,  presented  concisely 
and  profusely  illustrated.  Clinical  aspects  .are 
more  fully  described  and  illustrated  than  in 
the  original  edition,  and  the  less  common  dis- 
eases caused  by  fungi  are  included,  thus  in- 
creasing the  value  of  the  book  for  practitioners, 
dermatologists,  surgeons,  internists,  and  path- 
ologists. 

The  laboratory  and  clinical  material  is  well 
balanced.  Beginning  with  cause  of  fungus  dis- 
eases, animal  inoculation,  immunologic  reac- 
tion, the  author  follows  the  course  of  events 
into  symptomatology.  The  clinical  manifesta- 
tions, in  turn,  are  followed  by  detailed  instruc- 
tions on  treatment. 

A special  feature  is  the  up-to-date  clinical 
discussion  of  tinea  cruris,  dermatophytosis  of 
the  hand  and  feet,  tinea  capitis  (ring  worm) 
tinea  circinata,  tinea  favosa,  tinea  barbae, 
onychomycosis,  etc. 

Dr.  Swartz  explains  the  use  and  usefulness 
of  a new  counterstain,  developed  by  him  for 
investigation  of  fungi  in  skin,  nails  and  hair. 

A new  colored  frontispiece  and  sixty-four 
new  illustrations  bring  their  total  to  one  hun- 
dred and  forty — a full  pictorial  of  practical 
mycology. 


NORMAL  VALUES  IN  CLINICAL  MEDICINE: 
By  F.  William  Sunderman,  M.  D.,  Ph.  D., 
Professor  of  Experimental  Medicine  and 
Clinical  Pathology,  University  of  Texas  Post- 
graduate School  of  Medicine;  and  Frederick 
Boerner,  V.M.D.,  Late  Associate  Professor  of 
Clinical  Bacteriology,  Graduate  School  of 
Medicine,  University  of  Pennsylvania.  845 
pages  with  237  figures  and  413  tables.  Phila- 
delphia and  London:  W.  B.  Saunders  Com- 
pany, 1949,  Publishers.  Price  $14.00. 

The  authors  of  this  volume  have  proceeded 
to  collect  and  assemble  pertinent  data  into  a 
comprehensive  unit.  Data,  selected  and  con- 
densed from  relevant  literature  has  been  in- 
cluded, and  every  effort  made  to  select  relia- 
ble statistics  and  to  interpret  and  record  them 
accurately.  It  pays  due  respect  to  the  meas- 
urements of  healthy  persons  which  vary  with 
age,  sex,  race,  diet,  altitude,  climate  or  other 
environmental  conditions.  The  chemical  com- 
ponents and  physical  properties  of  blood,  in- 
cluding normal  values  in  blood,  extracellular 
fluids  and  lymph  are  especially  interesting  and 
instructive,  and  various  tolerance  tests  are  an- 
notated. It  is  considered  a good  reference  book 
for  the  surgeon  in  preparing  his  patient  for  an 
operation,  .and  for  the  internist  to  note  the 
progress  of  the  disease  and  variation  from 
normalcy. 


TEXTBOOK  OF  SURGERY  by  American  Au- 
thors: Edited  by  Frederick  Christopher,  B. 
S..  M.  D.,  F.  A.  C.  S..  Professor  of  Surgery, 
Northwestern  University  Medical  School; 
Chief  Surgeon,  Evanston  (Illinois)  Hospital. 
Fifth  Edition.  1550  pages  with  1465  illustra- 
tions on  742  figures.  Philadelphia  and  Lon- 
don: W.  B.  Saunders  Company,  1949.  Price 
$13.00. 

The  New  (5th)  Edition  represents  a complete 
revision  made  of  this  standard  widely  used 
work.  Practically  every  page  has  been  changed 
in  order  to  point  up  one  or  another  of  the  many 
recent  advances  in  the  field;  and  more  than 
130  new  illustrations  have  been  added,  bring- 
ing the  total  to  1465  (on  742  figures). 

As  in  previous  editions,  this  book  gives  you 
a thorough  picture  of  both  general  and  spe- 
cial surgical  procedures.  The  text  matter  pro- 
vides useful  discussions  of  etiology,  pathology, 
symptomatology,  diagnosis,  preoperative  and 
postoperative  care,  surgical  physiology  (water 
and  electrolyte  balance,  etc.),  prognosis,  sup- 
portive non-surgical  treatment,  prevention  and 
treatment  of  complications. 

It  represents  the  combined  efforts  of  the 
198  American  authorities.  T)hs  book  is  a com- 
plete picture  of  surgical  practice  in  America. 
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The  Bettman  Archive 


The  nausea,  vomiting  and  dizziness  of  motion  sickness  may 
be  prevented  or  relieved,  in  a high  percentage  of  cases, 
with  Dramamine*  (brand  of  dimenhydrinate). 


DRAMAMINE  for  the  Prevention  and 

Treatment  of  Motion  Sickness. 


Trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


SEARLE 
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OPERATIONS  OF  GENERAL  SURGERY  by 
Thomas  G.  Orr,  M.  D„  Professor  of  Surgery, 
University  of  Kansas  School  of  Medicine, 
Kansas  City,  Kansas.  Second  Edition.  820 
pages  with  1700  step-by-step  illustrations  on 
721  figures.  Philadalphia  and  London:  W. 

B.  Saunders  Company.  1949.  Price  $13.50. 
Additions  or  revisions  have  been  made  in 
every  chapter  for  the  New  (2nd)  Edition  of  this 
popular  book.  There  is  new  material  on  the 
following:  Callander’s  technic  of  amputation: 
modern  methods  of  lung  lobectomy;  wound 
closure  with  steel  wire;  transverse  abdominal 
incisions;  blood  vessel  anastomosis;  and  total 
gastrectomy.  Perhaps  the  most  important 
change  of  all  is  the  inclusion  of  new  informa- 
tion on  surgery  of  congenital  malformations  of 
the  heart  and  great  vessels. 

The  illustrations  noted  for  their  clear,  step- 
by-step  demonstrations  of  technic,  have  been 
increased  in  number,  there  are  now  1700  of 
them  on  721  figures.  The  accompanying  text 
matter  is  concise,  practical,  and  understand- 
able. 

Many  operations  are  described  which  ordi- 
narily are  only  in  books  on  the  surgical  special- 
ties, because  the  author  realizes  that  in  emer- 
gencies the  general  surgeon  may  be  called  on 
to  perform  operations  of  almost  any  nature. 

This  is  a book  that  will  be  used  day-in  and 
day-out,  because  it  provides  the  fundamental 
principles  and  the  latest  technic. 


MANUAL  OF  CLINICAL  LABORATORY 
METHODS  by  Opal  E.  Hepler,  Ph.D.,  M.D., 
Associate  Professor  of  Pathology,  North- 
western University  Medical  School:  Director 
of  the  Clinical  Laboratories,  Montgomery 
Ward  Clinics  and  Passavant  Memorial  Hos- 
pital; Consultant  in  Clinical  Pathology.  Ch'l- 
dren's  Memorial  Hospital,  Chicago,  Illinois, 
with  a foreword  by  James  P.  Simonds,  Ph.D., 
M.D.,  Fourth  Edition.  Charles  C.  Thomas, 
Publishers.  395  pages;  3G  figures;  8 full  color 
plates;  84  tables.  Price  $8.50.  Springfield, 
Illinois. 

Under  the  most  varied  conditions  this  guide 
to  laboratory  technics  proves  its  value  to  the 
technician  and  physician.  Explicit,  step-by- 
step  directions  for  the  performance  of  the  dif- 
ferent laboratory  tests,  including  interpreta- 
tion and  significance,  make  up  this  work.  Its 
solid  worth  in  the  laboratory  has  caused  it  to 
find  its  way  to  hospitals,  and  schools  through- 
out the  nation  in  three  previous  editions.  This 
new  fourth  edition  has  been  rearranged,  re- 
vised and  enlarged  to  meet  changing  needs. 
Editorial  and  technical  improvements  have 
been  developed  as  the  manual  was  in  actual 
use  in  order  that  it  would  be  of  maximum  effi- 
ciency in  the  laboratory. 


Accurate  and  dependable  results  in  the  clin- 
ical laboratory  depend  on  the  exact  perform- 
ance of  the  various  tests.  This  book  is  an  in- 
fallible guide. 

This  work  has  succeeded  very  well  in  its 
primary  aim;  to  improve  the  work  of  labora- 
ory  technicians  and  medical  students.  Many 
hospitals  in  the  United  States  regard  it  as  es- 
sential to  laboratory  work.  During  World  War 
II  requests  came  for  it  from  numerous  military 
hospitals  in  South  America,  North  Africa, 
Italy,  France  and  the  Western  and  Southwest 
Pacific  areas. 


DISEASES  OF  THE  AORTA  Diagnosis  and 
Treatment.  Nathaniel  E.  Reich,  M.  D.,  F.  A. 
C.  P.  Associate  in  Medicine,  Long  Island 
College  of  Medicine;  Attending  Cardiologist, 
Harbor  Hospital,  Brooklyn,  N.  Y.;  Associate 
Attending  Physician,  Kings  County  Hospital, 
Brooklyn,  N.  Y.;  Senior  Cardiologist,  Veter- 
ans' Administration,  Brooklyn,  N.  Y.  Pub- 
lishers: The  Macmillan  Company,  New  York. 
1949.  Price:  $7.50. 

There  are  many  books  on  the  heart  and  per- 
ipheral vascular  disease,  but  none  on  the  in- 
tervening aorta.  This  is  the  first  comprehen- 
sive text  which  endeavors  to  cope  with  this 
situation. 

Congenital  defects,  until  recently  believed 
impossible  of  correction,  are  now  being  at- 
tacked with  increasing  success.  The  newest 
advances  in  diagnosis  and  treatment  of  syph- 
ilis, arteriosclerosis,  occlusions,  dissecting 
aneurysm  and  rare  diseases  involving  the  aorta 
are  considered  in  clarified  style.  Diagnostic 
procedures  with  and  without  the  use  of  X-rays 
are  outlined  separately.  New  surgical  proce- 
dures, antibiotics,  and  anticoagulants  are  mak- 
ing the  physician-surgeon  team  more  and  more 
effective  in  the  prevention  and  treatment  of 
diseases  affecting  this  main  arterial  pathway. 

Dr.  Reich  has  made  a very  thorough  study  of 
the  literature  pertinent  to  the  subject  and  has 
compiled  a monograph  which  will  be  of  great 
importance  to  the  physician,  or  surgeon  who 
needs  a complete  understanding  of  aortic  dis- 
eases. 


WORLD’S  FIRST  MOLECULAR  DISEASE 
IS  DISCOVERED:  Disease  has  been  traced  to 
a difference  in  the  composition  of  a chemical 
molecule  of  the  blood  and  the  charge  of  elec- 
tricity upon  it. 

Dr.  Linus  Pauling,  heading  a chemical  group 
from  the  California  Institute  of  Technology, 
reported  to  the  National  Academy  of  Sciences 
his  discovery  that  sickle  cell  anemia  seems  to 
be  the  world’s  first  molecular  disease.  This  dis- 
order has  red  blood  cells  that  have  the  shape 
of  a sickle,  and  this  is  caused  by  the  difference 
in  the  two  kinds  of  hemoglobin  molecules. 
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KENTUCKY  STATE  MEDICAL  ASSOCIATION'S  CAMPAIGN 
COMMITTEE  OBJECTIVES  FOR  1950 


The  Education  Campaign  Committee  of 
Kentucky  State  Medical  Association,  of 
which  Dr.  R.  Haynes  Barr  is  Chairman, 
met  on  February  19th  for  the  purpose  of 
setting  the  Association’s  objectives  for 
the  1950  campaign  against  socialized 
medicine.  The  meeting  followed  (by  one 
week  the  Conference  of  A.M.A.’s  Com- 
mittee of  53  in  Chicago  as  reported  in  the 
March  issue  of  the  Journal. 

Members  of  the  Committee  and  Officers 
of  the  Association  came  from  all  over  the 
state  to  take  part  in  the  discussion  and  to 
make  plans  for  the  year.  The  Woman’s 
Auxiliary,  which  can  do  such  excellent 
work  in  this  campaign,  was  represented. 

Attention  was  called  to  the  fact  that 
since  action  on  the  socializers’  major  ob- 
jective— passage  of  the  compulsory  health 
insurance  legislation — has  been  at  least 
temporarily  halted  by  the  effective  work 
done  in  1949,  there  has  been  a change  of 
emphasis  evidenced  by  their  tactics. 

The  wholesale  flood  of  resolutions  that 
reached  the  legislators  had  the  effect  of 
postponing  any  action  on  the  bill  by  this 
Congress.  In  an  attempt  to  salvage  some- 
thing from  their  upturned  applecart  the 
proponents  of  political  medicine  have  in- 
troduced certain  legislation  that  does  not 
on  the  surface  appear  nearly  so  objection- 
able as  the  original  bill.  These  are  the  so- 
called  “fringe”  bills  of  the  “half-a-loaf-is- 
better-than-none”  sort.  It  was  brought 
out  at  the  meeting  that  these  are  but 
entering  wedges,  which,  if  successfully 
passed,  would  pave  the  way  for  more  com- 
prehensive infiltration  of  federal  inter- 
vention. 

It  was  clearly  recognized  that  the  fight 
against  socialized  medicine  has  definitely 
not  been  won.  The  results  thus  far  are  en- 
couraging but  it  would  be  fatal  to  relax 
our  efforts  to  stamp  out  this  menace  to 


the  profession  and  to  the  health  and  wel- 
fare of  the  people. 

In  order  to  carry  on  an  effective  pro- 
gram the  committee  placed  major  empha- 
sis on  voluntary  health  insurance  and 
urged  the  active  militant  cooperation  of 
practicing  physicians  in  making  Blue 
Shield  contracts  available  to  the  people 
of  their  counties  so  that  state-wide  cover- 
age might  be  achieved  as  quickly  as  pos- 
sible. 

The  group  felt  that  it  is  not  enough  for 
a physician  to  intellectually  approve  the 
principle  of  voluntary  prepayment  of 
medical  care  in  preference  to  a govern- 
ment controlled  compulsory  system.  That 
it  is  not  enough  for  him  to  agree  to  become 
a participating  physician  within  Kentuc- 
ky Physicians  Mutual.  If  the  people  are  to 
receive  maximum  benefit  from  the  asso- 
ciation sponsored  plan,  the  physician 
must  do  all  that  he  can  to  actively  show 
his  patients  the  need  for  prepayment;  to 
interest  industrial  groups  in  desiring  the 
coverage;  and  to  aid  in  securing  their  en- 
rollment, was  the  thinking  of  the  group. 

In  so  giving  of  his  time  and  effort  to 
aid  the  people  in  placing  the  payment  of 
catastrophic  illness  on  a budget  basis,  the 
physician  is  also  rendering  the  greatest 
service  to  his  profession. 

Seven  major  objectives  for  the  1950 
campaign  in  Kentucky  were  presented  by 
Dr.  Barr  and  were  agreed  upon  by  the 
group. 

1.  To  present  a united  front. 

It  was  thought  that  an  effort  should  be 
made  to  enlist  the  active  support  of  every 
physician  in  the  fight  for  the  preservation 
of  the  profession. 

2.  To  organize  and  use  speakers  bu- 
reaus. 

The  value  of  educational  talks  before 
any  and  all  groups  was  recognized. 
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3.  To  obtain  resolutions  against  com- 
pulsory health  insurance. 

It  was  emphasized  that  this  continues 
to  be  the  most  effective  method  of  keep- 
ing our  legislators  informed  of  the  will  of 
the  people.  When  resolutions  are  obtain- 
ed, they  should  be  sent  to  the  Secretary’s 
office  for  duplication  and  forwarding  to 
proper  persons. 

4.  To  distribute  pamphlets  and  literature. 

Material  is  available  in  unlimited  quan- 
tities. A generous  supply  is  being  for- 
warded each  county  society  secretary. 

5.  To  correct  certain  conditions  within 
the  profession  which  result  in  poor  public 
relations. 

It  was  reported  to  the  committee  that 
Clark  County  physicians  have  arranged 
around-the-clock  coverage  for  emergency 
calls.  This  action  was  highly  commended 
and  is  an  example  of  a forward  step  in  im- 
proving the  profession’s  relations  with  the 
public. 

It  was  also  suggested  that  doctors  as- 
sume more  responsibility  in  civic  affairs 
in  their  community. 


6.  To  encourage  each  county  society  to 
hold  at  least  one  meeting  arranged  by  its 
Public  Relations  Committee. 

The  purpose  of  the  meeting  would  be  to 
encourage  better  public  relations  and  to 
enlist  the  services  of  each  member  in  the 
campaign. 

7.  To  utilize  the  services  of  the  Woman’s 
Auxiliary. 

The  group  felt  that  a large  part  of  the 
campaign  activities  can  be  carried  on  by 
the  Auxiliary  more  effectively  than  by 
the  physicians.  The  Auxiliaries  are  ready 
and  willing  to  help  and  their  services 
should  be  coordinated  with  the  program 
of  each  county  society. 

The  fine  work  that  has  been  done  in 
some  sections  of  the  state  won  the  highest 
praise  from  the  committee  and  from  Dr. 
Barr.  It  was  pointed  out  that  the  task  that 
faces  the  profession  in  teaching  the  peo- 
ple the  evils  of  socialized  medicine  can- 
not be  successful  unless  all  segments  of 
the  population  are  reached  in  all  areas  of 
the  state.  County  societies  were  urged 
to  increase  the  tempo  of  their  activities. 


GRIEVANCE  COMMITTEE 


The  members  of  the  State  Association 
are  aware  of  the  Grievance  Committee 
which  the  Council  has  appointed  and 
which  is  already  operating.  The  Commit- 
tee had  a meeting  on  February  21st  and 
reviewed  a number  of  complaints. 

Primarily  these  referred  to  the  attitude 
of  the  profession  toward  their  clientele. 
For  instance,  one  patient  wrote  in  as  fol- 
lows: that  she  had  called  a physician  on 
Sunday  morning,  (who,  by  the  way,  was 
known  to  the  Committee  as  being  a very 
excellent  and  considerate  man) , and  re- 
quested that  he  come  and  see  her  child. 
He  asked  who  had  been  attending  the 
child  and  she  mentioned  the  name  of  a 
specialist  and  said  that  he  was  out  of 
town,  and  the  physician  replied;  “you  can 
get  somebody  else,  I am  not  coming.”  Of 
course,  we  have  no  way  of  knowing  how 
the  patient  approached  the  physician. 
Evidently  he  had  made  his  arrangements 
for  the  day  and  probably  had  planned  to 
attend  church.  The  committee  feels  that 
such  complaints  in  the  future  could  be 
avoided  if  a physician  would  make  ar- 
rangements with  some  other  physician  to 
take  his  calls  when  he  is  expecting  to  be 
out  of  town.  This  is  a courtesy  that  one 


owes  one’s  patients  and  would  be  quite 
helpful  and  will  reflect  credit  on  the  pro- 
fession as  a whole. 

The  Educational  Committee  is  doing  a 
splendid  work  in  educating  the  public 
and  in  combating  the  socialization  of 
medicine,  and  they  would  appreciate  any- 
thing that  the  members  can  do,  individual- 
ly and  collectively,  to  maintain  the  good 
opinion  that  we  enjoy  with  the  people 
whom  we  are  obligated  to  serve.  The 
Committee,  therefore,  would  urge  that 
the  profession  make  arrangements  with 
their  associates  to  accept  calls  to  see  pa- 
tients when  they  are  away  from  their 
practice. 

In  the  February  21st  issue  of  Rocky 
Mountain  Medical  Journal  there  is  an  ar- 
ticle covering  two  years  work  of  the 
Grievance  Committee  of  the  Colorado 
State  Medical  Society.  Mr.  Raymond  T. 
Rich,  after  having  made  his  survey  of  the 
Colorado  Medical  Public  Relations  some 
three  years  ago,  stated,  “Unless  it  wishes 
to  surrender  additional  areas  to  govern- 
mental jurisdiction,  a profession  must  at 
all  times  formulate  and  enforce  stricter 
standards  than  the  law  currently  de- 
mands.” 
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In  conclusion  the  editorial  says  “Now 
after  two  years  experience,  our  House  of 
Delegates  and  all  our  officers  are  convinc- 
ed that  this  modernized  system  of  self- 
discipline  has  proved  itself.  It  has  perform- 


ed worthwhile  public  service,  and  second- 
arily, it  has  worked  wonders  for  the  pro- 
fession’s public  relations.” 

Oscar  O.  Miller,  M.  D. 


THE  SECOND  ANNUAL  CITIZENS  HEALTH  CONFERENCE 


The  Second  Annual  Citizens  Health 
Conference  met  in  Louisville  on  Tuesday, 
March  7th  at  the  Warren  Memorial  Pres- 
byterian Church. 

The  purpose  of  the  meeting  was  to 
bring  the  members  of  Citizens  Health 
Committees,  public  health  workers  and 
other  interested  persons  together  to  dis- 
cuss ways  and  means  for  improving  health 
in  Kentucky.  A number  of  outstanding 
speakers  presented  many  of  Kentucky’s 
health  problems  and  an  open  forum  was 
held  at  the  close  of  the  morning  and  after- 
noon sessions. 

Robert  F.  Hansen,  M.  D. 

Dr.  Robert  F.  Hansen,  Coordinator  of 
Preventive  Medical  Services  Divisions  of 
the  State  Department  of  Health,  was  the 
first  speaker. 

Dr.  Hansen’s  subject,  “Some  Concepts 
of  Preventive  Medicine,”  dealt  with  the 
changing  aspects  of  public  health  work 
and  emphasized  the  need  for  early  recogni- 
tion of  the  chronic  diseases  of  the  aged. 
He  described  a number  of  multiphasic 
screening  programs  that  are  being  carried 
on  by  leading  departments  of  health  in 
the  United  States. 

He  stated  that  since  the  work  of  the 
health  department  lies  only  in  the  field 
of  preventive  medicine  that  the  public 
health  program  has  fulfilled  its  duty 
when  it  discovers  the  possible  existence 
of  a chronic  disease  that  requires  treat- 
ment and  refers  the  patient  to  his  private 
physician  and  furnishes  the  physician  a 
report  of  the  findings. 

He  emphasized  the  fact  that  the  diag- 
nostic procedures  that  are  practical  for 
such  screening  programs  cannot  usually 
do  more  than  point  up  the  need  for  fur- 
ther study  and  that  definitive  diagnosis 
must  be  made  by  the  practicing  physician. 

Joseph  W.  Mountin,  M.  D. 

Dr.  Joseph  W.  Mountin,  Assistant  Sur- 
geon General,  U.  S.  Public  Health  Service, 
Washington,  D.  C.,  spoke  on,  “Public 
Health  Needs  of  the  Aging.” 


Dr.  Mountin  pointed  out  that  in  consid- 
ering the  health  problems  of  any  commu- 
nity that  the  aging  population  must  be 
given  consideration.  He  showed  that  in 
1900  the  median  age  was  under  23 
years.  Today,  it  is  over  30,  and  in  1975  it 
is  expected  to  be  34.  “Less  than  one-fifth 
of  the  population  was  45  years  or  older 
in  1900  but  by  1960  almost  one-third  prob- 
ably will  have  reached  that  age.  Those 
who  are  generally  considered  as  in  the  old 
age  bracket,  the  group  65  years  or  over, 
constituted  about  four  percent  of  the  to- 
tal in  1900.  This  group  has  almost  doubled, 
and  a decade  hence,  almost  10  percent  of 
the  population  are  likely  to  be  65  years 
or  over.” 

Dr.  Mountin  described  the  approach  to 
the  problems  of  aging  to  consist  of  four 
essential  phases:  (1)  The  hygiene  of 

aging,  which  include  not  only  the  normal 
health  requirements  of  the  aging  group 
with  respect  to  diet,  rest,  recreation,  etc. 
but  the  knowledge  of  how  best  to  prepare 
for  the  period  of  aging;  (2)  The  preven- 
tion by  early  finding  and  stabilization  of 
the  degenerative  diseases  and  impair- 
ments which  accelerate  the  aging  process; 
(3)  Rehabilitation  and  retraining  which 
will  enable  the  older  person  to  make  the 
adjustments  required  because  of  the  exi- 
gencies of  his  age;  (4)  Education,  which 
must  break  down  prejudices  against  the 
older  person  and  bring  about  widespread 
changes  in  attitudes  by  the  employers,  by 
the  community,  and  by  the  older  person 
himself. 

“I  propose  that  during  this  half  century 
we  increasingly  direct  our  thoughts  and 
energies  to  make  the  period  of  maturity 
more  useful  and  beneficial.  I can  think  of 
few  more  lasting  contributions  to  our  Na- 
tion’s ultimate  health  and  welfare.” 

Hugh  L.  Houston,  M.  D. 

Dr.  Hugh  L.  Houston,  President  of  Ken- 
tucky State  Medical  Association,  repre- 
sented the  medical  profession  of  Kentuc- 
ky and  presented  a paper  on  “Coordinat- 
ed Medical  Care.” 
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Dr.  Houston  admitted  that  medical  care 
is  not  perfect  and  that  it  never  has  been 
perfect,  and  said  that  we  should  not  be  too 
agitated  at  present  about  its  changing 
phase.  That  socialized  medicine  will  not 
improve  the  situation  was  emphasized 
when  he  said,  “All  Americans  have  been 
given  a heritage  of  these  great  human 
rights.  First,  freedom  of  speech  and  action; 
second,  privilege  of  industrial  initiative 
and  the  opportunity  to  reap  profit  for  him- 
self and  family  if  it  can  be  achieved  in  a 
fair  competitive  atmosphere.  Socialized 
medicine  means  a surrender  of  these 
rights.  It  means  a controlled  profession 
and  a controlled  clientele.  It  is  not  Ameri- 
can and  it  cannot  exist  where  men  and 
women  are  free  and  equal.” 

The  need  for  coordinated  medical  care 
that  will  knit  together  the  private  and 
public  responsibility  in  the  practice  of 
medicine  and  the  distribution  of  medical 
care  to  all  of  our  people  at  a minimum 
cost  was  emphasized.  He  also  stressed 
Blue  Cross-Blue  Shield  plans  as  a solu- 
tion to  the  cost  of  medical  care.  He  said, 
“Prepayment  health  insurance  has  now 
been  given  its  period  of'  trial  and  error.  R 
is  successful  and  it  is  the  American  Way.” 
S.  A.  Ruskjer,  F.A.C.H.A. 

Mr.  S.  A.  Ruskjer,  F.A.C.H.A.,  Deputy 
Director  of  Health  in  charge  of  Louisville 
and  Jefferson  County  Hospitals,  and  a 
member  of  the  Advisory  Council  to  the 
Division  of  Hospitals  and  Related  Services 
of  the  State  Department  of  Health,  which 
administers  the  distribution  of  Hill-Bur- 
ton funds,  discussed  “The  Hospital  Con- 
struction Program  in  Kentucky.” 

Mr.  Ruskjer  stated  that  during  the  first 
twelve  months  a maximum  of  $2,587,095 
was  available  to  Kentucky;  during  the 
second  year  a maximum  of  $2,560,957; 
and  that  during  the  present  fiscal  year 
$4,933,095  was  allotted  from  federal  funds 
for  our  hospital  construction  program. 

He  said,  “During  the  first  year,  thirteen 
counties  were  involved.  Two  projects  have 
been  completed,  twenty-six  are  under  con- 
struction, and  thirty-four  projects  are 
either  being  prepared  by  architects  or 
have  almost  reached  that  stage.”  . 

“Manifestly,  it  is  not  enough  to  build 
hospitals  and  equip  them,  erect  public 
health  centers  and  equip  them,  unless  we 
also  provide  other  cardinal  needs,  such  as: 

(a)  Increasingly  larger  number  of  gen- 
eral practitioners  to  engage  in  general 
medical  practice,  especially  in  the  more 
rural  areas  of  our  state. 


(b)  Obtain  adequately  trained  and  ex- 
perienced hospital  administrators  to  as- 
sure an  efficient  operation  in  all  hospitals. 

(c)  At  least  twice  as  many  trained 
nurses  as  we  now  have  in  the  State  of 
Kentucky.  It  seems  self-evident  that  if  we 
ever  expect  to  have  a sufficient  number 
of  trained  nurses  in  our  state,  it  will  be 
because  we  greatly  increase  the  number 
of  nurses’  training  schools  well  distributed 
throughout  our  state.  Kentucky,  in  the  not 
distant  past,  had  twice  as  many  nurses’ 
training  schools  as  we  have  at  the  present 
time.” 

D.  G.  Miller,  Jr.,  M.  D. 

The  afternoon  session  was  opened  by 
Dr.  D.  G.  Miller,  Jr.,  Morgantown,  Chair- 
man of  Kentucky  State  Medical  Associa- 
tion’s Committee  on  Rural  Health  and  a 
Member  of  the  American  Medical  Asso- 
ciation’s corresponding  committee.  Dr. 
Miller  spoke  on  the  subject,  “The  General 
Practitioner  in  Relation  to  Rural  Health.” 

Discussing  the  distribution  of  physi- 
cians he  said  that  many  people  still  be- 
lieve that  it  is  necessary  to  have  physi- 
cians in  small  towns  and  hamlets  because 
they  had  them  there  three  or  four  decades 
ago.  He  said,  “The  problem  in  Kentucky 
at  the  present  time  is  not  how  many  miles 
you  live  from  a doctor,  but  how  many 
minutes.” 

Dr.  Miller  said  that  good  roads  and 
automobiles  have  brought  the  doctor 
much  nearer  to  his  patient  and  obviated 
the  need  for  a wide  distribution  of  physi- 
cians. Dr.  Miller  said,  “We  freely  admit, 
however,  that  there  are  many  areas  with 
inadequate  services  by  general  practition- 
ers or  family  doctors.  It  is  our  intention 
to  remedy  this  lack  as  rapidly  as  possible 
by  surveying  the  actual  need  and  not 
just  the  desire  for  physicians,  and  to  aid 
young  men  and  women  who  are  interest- 
ed in  general  practice  to  become  estab- 
lished where  need  exists.” 

The  Nation  is  not  spending  a greater 
percentage  of  its  income  for  medical  care 
now  than  it  did  years  ago,  Dr.  Miller  said. 
The  figure  remains  at  about  4 %.  While 
the  cost  of  medical  care  has  gone  up  so 
has  the  families’  income,  he  stated.  “While 
you  spend  VJ  for  medical  care  you  spend 
a like  amount  for  taxes  on  alcoholic  bever- 
ages. A like  amount  goes  for  tobacco, 
pleasure  cars,  cosmetics,  and  shows.  If  we 
wish  more  and  better  medical  care,  we 
must  have  a better  allocation  of  our  family 
incomes.” 
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C.  Howe  Eller,  M.  D. 

Br.  C.  Howe  Eller,  Director  of  the  Louis- 
ville-Jetferson  County  Board  of  Health, 
spoke  on  “A  Health  Program  in  an  Urban 
Area.”  Dr.  Eller  also  placed  major  empha- 
sis on  the  seriousness  of  the  aging  popu- 
lation and  the  necessity  for  a program 
aimed  at  dealing  with  the  chronic  disease 
problem. 

Dr.  Eller  felt  that  such  a program 
should  include  mass  multi-phasic  case- 
findmg,  medical  care  for  the  indigent  and 
greater  coordination  and  planning  be- 
tween the  official  health  agency,  the  prac- 
ticing physician,  hospitals  and  voluntary 
health  agencies. 

In  describing  the  program,  he  stated, 
“Sanatorium  care  presents  the  knottiest 
problem  for  this  urban  area.  Louisville 
and  Jefferson  County  now  spend  about 
$600,000  per  year,  or  over  $1.00  per  capita 
for  this  purpose.  Waverly  Hills  has  been 
and  is  something  to  be  proud  of.  But  it  is 
too  heavy  a burden  for  an  urban  area  to 
carry  along,  if  these  other  growing  prob- 
lems are  to  be  attached.  To  a considerable 
extent,  therefore,  the  chances  of  develop- 
ing fully  a chronic  disease  program  here 
depends  on  the  State  shouldering  its  al- 
ready accepted  responsibility  for  sanito- 
rium  care  for  the  tuberculars — in  Louis- 
ville and  Jefferson  County  as  well  as  the 
rest  of  the  State  in  one  way  or  another.” 

The  fact  that  industrial  hygiene  and 
sanitation  of  housing  are  fields  of  work 
of  particular  importance  that  many  cities, 
including  Louisville,  have  scarcely  touch- 
ed, was  stressed  by  Dr.  Eller. 

Bruce  Underwood,  M.  D. 

Dr.  Bruce  Underwood  described  the 
work  of  the  Citizens  Health  Committees  in 
Kentucky.  He  stated  that  one  hundred  and 
eleven  counties  now  have  these  commit- 
tees and  that  many  of  them  are  doing  ef- 
fective work  in  solving  some  of  the  health 
problems  of  their  communities. 

He  pointed  out  the  fact  that  some  com- 
mittees are  hesitant  to  begin  work  on 
their  own  initiative  and  are  waiting  to  be 
told  just  what  to  do.  He  urged  that  each 


committee  survey  the  health  needs  of 
their  counties  and  the  plan  to  meet  those 
needs.  Dr.  Underwood  said  that  while  the 
primary  purpose  of  Citizens  Health  Com- 
mittees is  to  work  with  their  county  health 
units  that  they  should  also  be  interested 
in  all  health  problems. 

Dr.  Underwood  also  pointed  out  the  ad- 
visability of  the  committees  serving  as 
the  rural  health  committees  of  the  Ken- 
tucky State  Medical  Association  in  coop- 
eration with  county  medical  societies  and 
with  Dr.  D.  G.  Miller,  Jr.,  Chairman  of  the 
Committee  on  Rural  Health. 

Mrs.  Shelby  Carr 

Mrs.  Shelby  Carr,  Director  of  the  Health 
Volunteers  of  Madison  County,  described 
the  excellent  work  that  this  group  has 
been  able  to  accomplish  as  a voluntary 
health  agency.  A full  report  of  this  excel- 
lent program  has  been  reported  in  the 
Journal.  It  is  most  inspiring  and  encour- 
againg  to  see  the  actual  results  of  this  ef- 
fort as  shown  on  “bafore-and-after”  slides. 
The  Health  Volunteers’  activities  are  an 
example  of  what  can  be  accomplished  by 
citizens  becoming  interested  in  their  own 
problems  and  doing  something  about 
them  in  an  American  Way. 

Mr.  D.  Lane  Tynes 

Mr.  D.  Lane  Tynes,  Executive  Director 
of  Blue  Cross  - Blue  Shield,  presented, 
“The  Necessity  for  Prepayment  of  Medi- 
cal Care.”  Mr.  Tynes  said  that  every  ef- 
fort is  being  made  to  make  the  plans  a- 
vailable  on  a state-wide  basis  as  soon  as 
possible. 

Mr.  Tynes  described  an  enrollment  pro- 
gram that  is  being  carried  on  in  one  Ken- 
tucky County  where  entire  communities 
are  regarded  as  groups.  This  scheme  per- 
mits coverage  of  some  individuals  who  are 
not  eligible  for  group  enrollment,  Mr. 
Tynes  said.  He  stated  that  the  actuarial 
experience  of  such  enrollment  programs 
has  not  markedly  differed  from  strict 
group  enrollment  where  the  approach  has 
been  a community  project  to  enroll  a high 
percentage  of  citizens  within  a short  time. 
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1950 

Dear  Fellow  Physicians: 

How  are  your  public  relations? 

It  seems  that  we  are  living  in  an  age  of  awareness  of  our  everyday 
relationship  with  our  feilowman  in  all  fields  of  endeavor.  The  public  re- 
lations experts  have  taken  their  powerful  lights  of  publicity  and  aimed 
them  at  our  weak  spots  and  our  unguarded  moments  as  well  as  at  our  ac- 
complishments and  good  principles. 

It  behooves  every  doctor  to  be  his  own 
“public  relations  expert.”  Let  us  have 
faith  that  the  years  we  have  spent  in  hon- 
est effort  to  learn  of  disease,  injury,  and 
body  abnormalities  is  the  fundamental 
basis  of  our  desire  to  serve  humanity.  Let 
us  hope  that  the  intelligent  people  of  the 
world  will  realize  that  progress  is  built 
only  on  individual  initiative,  studious  en- 
deavor, and  mental  freedom.  May  charity 
dwell  in  our  hearts  as  it  lived  in  the  hearts 
of  our  forefathers  in  this  ancient  profes- 
sion. Let  us  give  unstintingly  of  our  time, 
talents,  and  training,  without  too  much 
concern  for  compensation.  Let  us  love  our 
feilowman. 

There  will  be  few  public  relations  prob- 
lems if  this  becomes  our  creed.  Even  the 
government  donors  of  our  tax  money  will, 
“like  the  Arabs,  silently  fold  their  tents 
and  steal  away.” 

At  this  Easter  season  it  is  well  to  think  on  these  things  for  as  the  teach- 
ings of  Christ  could  one  day  bring  peace  to  a war  torn  world,  the  example 
of  the  Great  Physician  can  solve  many  of  our  problems  in  medicine  today. 

Sincerely, 

iJ'”' 
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PERFORATIVE  APPENDICITIS,  CLOSURE  WITHOUT  DRAINAGE 

Clifton  G.  Follis,  M.  D.,  F.A.C.S. 

GLASGOW 


Closure  without  drainage  in  surgery  of 
appendicitis  with  perforation  is  neither 
a new  nor  a radical  procedure  as  stated 
by  Jackson  and  others  before  the  intro- 
duction of  penicillin.  Certainly  today  with 
the  recent  developments  and  refinements 
of  the  antibiotics  the  procedure  is  less 
radical.  Even  before  the  availability  of 
the  sulfas  series  of  cases  of  primary  clo- 
sure were  run  with  results  approximately 
equal  to  those  with  drainage  in  both  mor- 
tality and  morbidity  rates.  Other  series 
with  the  use  of  sulfathiazole  crystals  in- 
traperitoneally  have  been  reported.  All 
results  of  such  procedures  have  compared 
favorably  with  those  having  drains.  An 
incomplete  but  careful  review  of  the  liter- 
ature disclosed  the  report  of  only  one  se- 
ries of  primary  closure  with  the  use  of 
one  million  units  of  penicillin  intraperi- 
toneally.  This  series  was  from  Los  Ange- 
les and  reported  good  results.  Before  tak- 
ing up  the  detailed  discussion  of  this  type 
of  treatment  it  might  be  well  to  mention 
some  of  the  surgeons  who  have  pioneered 
in  this  work  and  learn  what  they  think  of 
it. 

Before  the  advent  of  the  sulfonamides 
or  penicillin  several  surgeons  reported 
success  with  primary  closure.  Cottis  and 
Ingham  in  1935  reported  a series  of  cases 
of  twenty-six  closed  without  drainage 
with  a mortality  of  eleven  per  cent.  Since 
this  was  (before  the  use  of  sulfas  the  re- 
sults are  creditable.  Pickell  reported  a se- 
ries of  thirty  cases  in  1939  with  drainage 
in  one  case  and  three  deaths.  Cafritz  and 
many  others  have  reported  cases  treated 
in  this  manner  and  have  endorsed  the 
procedure.  Ochsner  and  Johnson  stated 
that  it  is  now  generally  agreed  that  unless 
there  is  a localized  abscess  peritoneal 
drainage  not  only  does  no  good  but  actu- 
ally may  be  harmful.  On  the  contrary 
Schulz  from  Milwaukee  states  that  he 
cannot  draw  any  definite  conclusions 
from  his  experience  on  the  relative  merits 
of  drainage  versus  non-drainage  in  chil- 
dren operated.  After  using  non-drainage 
the  last  eight  or  ten  years,  which  extends 
to  a time  prior  to  the  introduction  of  sul- 
fonamides, he  states  that  he  has  become 
less  and  less  enthusiastic  about  it. 

Read  before  the  Kentucky  State  Medical  Association, 
Owensboro,  October  7-8,  1949. 


In  Los  Angeles  County  General  Hos- 
pital in  1939,  90%  of  perforated  cases  were 
drained  while  in  1942  only  33%  were 
drained  and  some  of  these  drains  extend- 
ed only  to  the  peritoneum. 

A year  or  so  ago  a composite  study  of 
the  opinions  of  150  members  of  the  West- 
ern Surgical  Association  on  the  problems 
of  drainage  and  chemotherapy  in  cases  of 
perforative  appendicitis  showed  81  mem- 
bers employ  drainage;  the  other  69  either 
use  no  drainage  or  to  a very  limited  ex- 
tent. 

Certain  observations  through  the  years 
often  indicated  the  use  of  drains  were  un- 
necessary even  without  the  aid  of  any 
drugs.  It  has  been  noted  that  many  of  the 
cases  never  drained  enough  to  soil  more 
than  a small  spot  on  the  original  dressings. 
Investigation  of  such  cases  usually  reveal- 
el  that  all  infected  fluid  was  carefully  re- 
moved by  electric  suction,  that  the  appen- 
dix was  completely  removed,  that  the  pe- 
ritonitis was  not  far  enough  advanced  to 
be  in  an  abscess  or  multiple  abscess  stage, 
and  that  there  were  no  infected  and  necro- 
tic tags  left  in  the  abdomen.  For  this  rea- 
son abscesses  are  not  so  suitable  for  pri- 
mary closure. 

Also  it  has  been  noted  at  times  that 
even  in  the  presence  of  as  many  as  three 
drains  another  abscess  at  a place  remote 
from  these  drains  would  develop.  This  ob- 
servation would  tend  to  substantiate  the 
statement  of  Yates  that  the  peritoneal 
cavity  cannot  be  drained.  However  it  goes 
without  controversy  that  drains  in  the 
right  gutter  and  right  and  left  pelvis  con- 
tact most  of  the  pus. 

Also  it  has  been  one  of  my  most  pro- 
nounced and  definite  observations  that 
the  procedure  which  did  more  than  any 
other  one  thing  to  improve  and  hasten 
the  recovery  of  our  patients  was  the  com- 
plete removal  of  the  pus  by  suction  in- 
stead of  leaving  it  to  slow  removal  by 
drains  as  was  often  practiced  twenty  years 
ago.  Such  procedure  also  readily  proved 
the  peritoneal  cavity  cannot  be  drained. 

Gentleness  in  this  type  of  surgery  as  in 
all  other  types  of  surgery  pays  dividends. 
It  can  be  seen  quite  readily  that  trauma 
of  tissues  in  the  presence  of  and  bathed 
by  infected  fluid  would  with  certainty 
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and  ease  cause  further  infected  wounds 
and  possibly  septicemia.  For  this  reason 
a spinal  anesthetic  is  preferred  by  most 
surgeons  for  surgery  ot  this  kind.  The  ab- 
sence of  abdominal  breathing  and  the 
muscle  relaxation  allow  gentle  manipu- 
lation of  the  abdominal  contents. 

In  the  presence  of  even  the  slightest 
bit  of  uncertainty  as  to  whether  to  drain 
or  not  the  surgeon  might  well  ask  him- 
self the  question  “why  take  the  chance?” 
in  answering  this  question  it  would  be 
necessary  to  find  enough  disadvantages 
to  outweigh  the  extra  margin  of  safety. 
Without  fear  of  contradiction  it  can  be 
slated  that  the  patient  without  drains  and 
complications  can  be  released  from  the 
hospital  sooner,  has  a less  conspicuous 
scar,  and  perhaps  is  more  comfortable 
without  drains.  Nevertheless  the  most  im- 
portant consideration  is  the  patient’s  life, 
if  the  patient  has  the  same  chance  to  re- 
cover without  drains  then  all  would  agree 
it  would  be  a better  procedure.  The  meth- 
od of  treatment  is  influenced  consider- 
ably by  the  type  of  infective  organism. 
Staph  and  strep  infections  are  much  more 
susceptible  to  penicillin  than  some  of  the 
other  organisms.  Colon  bacillus  infections 
are  better  treated  by  the  sulfas  and  strep- 
tomycin. A strict  and  definite  differentia- 
tion of  the  type  of  infection  may  not  be 
determined  easily  and  readily  enough  to 
specify  only  one  type  of  medication  at  the 
time  of  operation.  It  has  become  my  cus- 
tom to  use  both. 

The  very  favorable  report  of  a surgeon 
from  Los  Angeles  General  Hospital  in  the 
use  of  one  million  units  of  penicillin  intra- 
peritoneally  convinced  me  of  the  value  of 
this  procedure.  Since  it  would  appear 
ridiculous  to  instill  penicillin  and  im- 
mediately place  drains  to  remove  the 
bacteriacidal  substances  it  would  be  al- 
most impossible  to  use  both.  This  bit  of 
reasoning  influenced  me  to  omit  drains  in 
favor  of  penicillin  intraperitoneally.  Con- 
sequently it  has  become  my  routine  in 
cases  of  peritonitis  or  perforation,  after 
removing  the  appendix,  to  instill  in  the 
abdominal  cavity  one  million  units  of 
penicillin  dissolved  in  20cc  of  normal  sa- 
line and  in  addition  five  grams  of  sul- 
fathiazole  crystals  and,  except  in  definite 
abscess  formation,  close  without  drainage. 
Usually  the  sulfa  is  dusted  in  first  and 
moistened  to  prevent  caking.  A small  a- 
mount  of  penicillin  is  placed  in  the  right 
gutter  and  a small  catheter  placed  in  the 
pelvis.  The  peritoneum  is  closed  tightly 
around  the  catheter,  and  the  remainder  of 
the  penicillin  is  instilled  through  this 


catheter.  This  procedure  is  used  to  prevent 
leakage  of  the  penicillin  from  the  incision 
while  suturing  the  peritoneum.  Occasion- 
ally when  the  wisdom  of  not  draining 
may  be  questioned  the  catheter  may  be 
closed  by  folding  and  tieing  with  heavy 
silk  and  left  in  place  for  a few  days.  The 
catheter  may  be  opened  and  if  necessary 
either  be  used  as  a drain  or  as  the  means 
to  instill  more  penicillin. 

In  addition  to  the  intra-peritoneal  use 
of  these  drugs  they  are  used  also  parenter- 
aily  until  it  is  evident  the  infection  is  un- 
der control  and  has  subsided.  Also  in 
cases  of  B.  Coli  infections  streptomycin 
is  used  intramuscularly.  Perhaps  it  could 
be  used  intraperitoneally  also  but  such 
good  results  have  been  obtained  otherwise 
that  it  has  not  been  considered  necessary 
to  investigate  the  irritating  effects  of  this 
drug  on  the  peritoneum.  At  this  time 
(September  1,  1949)  twenty-one  cases 

have  been  treated  by  this  method. 

All  cases  except  one  have  fully  recover- 
ed. One  case  recovered  sufficiently  to  be 
sent  home  but  died  subsequently  from 
other  causes.  The  child  had  advanced  ab- 
scess formation  with  general  peritonitis 
and  now  is  not  considered  a suitable  type 
for  closure  without  drainage  and  in  fact 
was  a very  poor  risk  for  any  type  of  treat- 
ment. He  had  a wall  abscess  which  drain- 
ed before  leaving  the  hospital  and  the  in- 
fection seemed  to  be  under  complete  con- 
trol. The  only  other  complications  in  the 
other  cases  were  two  subcutaneous  abscess- 
es which  caused  no  serious  trouble.  Be- 
cause of  the  abscess  in  these  two  cases  ones 
operated  after  this  time  received  a small 
amount  of  penicillin  in  the  subcutaneous 
and  muscular  tissues.  In  two  of  these  cases 
the  catheter  was  left  in  place  in  the  pelvis 
for  a few  days.  In  both  instances  when  it 
was  removed  only  a few  cubic  centimeters 
of  clear  fluid  was  obtained.  In  all  of  these 
cases  there  was  no  more  elevation  of  tem- 
peratures or  any  more  distension  than  in 
cases  of  simple  unperforated  appendices. 

Summary- 

In  this  paper  it  has  been  attempted  to 
show  when  and  why  it  is  better  to  close 
without  drainage  in  cases  of  perforated 
appendices. 

In  so  doing  the  work  of  various  sur- 
geons has  been  reviewed  and  their  opin- 
ions weighed.  The  importance  of  remov- 
ing all  infected  fluid  and  materials  has 
been  emphasized. 

Also  a series  of  cases  treated  in  this 
manner  with  the  instillation  of  penicillin 
and  sulfathiazole  crystals  intraperitoneal- 
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ly  has  been  reported  with  excellent  re- 
sults. 

BIBLIOGRAPHY 

Carraway,  C.  N„  The  management  of  patients  with  ap- 
pendicitis, with  special  reference  to  those  with  perforation. 
•T.  M.  A.  Alabama  11:  91-93,  Sept,  1941. 

Levin.  A.  L..  and  others.  The  treatment  of  generalized 
peritonitis  following  ruptured  appendices.  Rev.  Gastroen- 
terologv  9:  15-20.  .Tan. -Feb.,  1942. 

Reed.  W.  C.,  and  others.  The  surgical  management  of 
perforative  appendicitis.  J.  Indiana  M.  A.  36:  437-441. 

Sept..  1943. 

Davison,  T.  C.,  and  Letton.  A.  H..  The  modern  treatment 
of  perforative  appendicitis.  J.  M.  A.  Georgia  33:  1-6  Jan. 
1944. 

Stafford,  C.  E.,  and  others.  Evaluation  of  sulfonamides 
in  the  treatment  of  peritonitis  of  appendiceal  origin.  Am.  J. 
Surg.  64:  227-234,  May,  1944. 

Gariepy,  L.  J.,  and  Henley,  P.  G.,  Acute  suppurative  ap- 
pendicitis with  abscess  formation  and  subsequent  perforation 
of  the  anterior  abdominal  wall.  Am.  J.  Surg.  70:  386-388, 
Dec.;  1945. 

■Jackson,  A.  S.,  Nondrainage  and  early  ambulation  in 
cases  of  perforative  appendicitis.  Arch  Surg.  54:  644-652, 
June,  1947. 

Brown,  R.  B.,  and  Andrus,  D.  L.,  Fenicillin  in  the  post- 
operative treatment  of  peptic  ulcer  with  perforation  and 
appendicitis  with  perforation.  Ann.  Surg.  128:  57-65  .Tul 
1948. 

Schulz.  I„  Perforated  appendix  in  children.  Arch.  Surg 
56:  117-122,  Jan.,  1948. 

Huebner,  R.,  Treatment  of  acute  appendicitis  with  per- 
foration. Am.  J.  Surg.  77:  223-229,  Feb.,  1949. 

Dees.  J.  G„  Valuable  adjunct  in  perforated  appendices. 
Mississippi  Doctor  18:  215-217,  Sept.,  1940. 

Norman,  II.  R.  C.,  Management  of  acute  perforated  ap- 
pendicitis. Canad.  M.  A.  J.  58:  608-610,  June,  1948. 

DISCUSSION 

John  Dickinson,  Glasgow:  Dr.  Follis  has  done 
very  good  work  in  carefully  investigating  the 
intrsperitoneal  use  of  penicillin  in  his  cases  of 
peritonitis  at  our  hospital  in  Glasgow.  He  has 
shown  good  results. 

It  seems  only  recently,  but  was  prior  to  1938 
or  1940,  that  all  post-operative  wounds  in  cases 
of  perforated  gangrenous  appendicitis  showed 
foul  infection  with  B.  Coli  and  drained  profuse- 
ly. Prior  to  1940  I left  all  such  wounds  open 
down  to  the  peritoneum  until  the  infection 
cleared.  Since  the  use  of  sulfonamides  the 
peritonitis  has  cleared  rapidly  and  wounds 
have  healed  without  infection.  The  foul  odor 
of  B.  Coli  pus  once  common  in  every  hospital 
is  now  only  a memory. 

I have  used  Sodium  Sulfathiazole  or  Sod. 
Sulfadiazine  intravenously  in  all  cases  of  acute 
suppurative  appendicitis  with  peritonitis  and 
have  closed  the  wounds  without  drains.  Re- 
cently I have  used  streptomycin  intramuscular- 
ly also.  Wound  infections  are  apparently  a 
thing  of  the  past  and  spreading  peritonitis  very 
unusual. 

Primary  anastomosis  of  the  colon  without 
drains  and  other  major  procedures  are  now 
possible — due  principally  to  the  use  of  sulfa 
drugs  and  antibiotic. 


Dr.  Follis  has  done  well  to  stress  the  careful 
removal  of  necrotic  and  infected  material  from 
the  abdomen.  Because  appendicitis  is  primar- 
ily due  to  mechanical  obstruction  with  a super- 
imposed infection  the  antibiotics  cannot  be  ex- 
pected to  cure  the  disease  without  operation, 
but  they  do  prevent  complications  and  cure 
the  peritonitis.  I have  had  a case  of  acute  sup- 
purative appendicitis  that  developed  during 
streptomycin  treatment  of  a rectal  disorder. 
This  case  was  due  to  a peritoneal  band  across 
the  base  of  the  appendix.  This  is  mentioned 
only  to  stress  the  necessity  for  early  operation 
even  with  our  use  of  sulfa  drugs  and  .antibio- 
tics. 

Clifton  G.  Follis.  (In  closing) : The  discussion 
hasi  been  appreciated  very  much  .and  is  consid- 
ered to  have  added  materially  to  the  essay.  All 
points  made  are  agreeably  accepted.  It.  has  been 
surprising  to  some  extent  not  to  have  had  some 
critical  discussion  on  such  a controversial  sub- 
ject. Although  there  has  been  none  and  even 
though  the  trend  in  this  sort  of  surgery  is 
rapidly  swinging  away  from  drainage,  yet  I 
am  sure  there  are  many  doctors  present  who 
drain  most  of  their  cases  of  this  kind.  Never- 
theless I am  sure  all  surgeons  will  use  fewer 
and  fewer  drains  in  years  to  come. 

Dr.  John  Dickinson  stressed  the  use  of  sulfa- 
diazine and  indicated  his  preference  for  this 
drug  over  penicillin.  As  I stated  previously  I 
use  both  drugs  and,  when  response  of  the  pa- 
tient is  slow,  I add  streptomycin. 

Dr.  J.  Gant  Gaither  brought  out  some  good 
points.  It  is  quite  true  that  the  mortality  with 
these  antibiotics  is  much  lower.  In  this  one  fact 
lies  a great  danger.  If  we  adopt  the  attitude  that 
all  perforated  cases  of  appendicitis  can  be  cured 
easily  we  may  be  lulled  into  a feeling  of  false 
security  and  be  less  vigilant  in  early  diagnosis 
and  early  operation.  Danger  has  not  been  elim- 
inated in  this  disease  as  was  illustrated  by  a 
case  which  I saw  a few  days  ago.  A child  con- 
sulted a doctor  for  generalized  abdominal  pain 
of  a mild  nature.  The  condition  was  not  cor- 
rectly diagnosed  and  most  likely  at  that  time 
it  could  not  have  been.  In  less  than  36  hours 
the  patient  reported  to  the  doctor  for  the  sec- 
ond time,  after  having  been  comfortable  most 
of  the  intervening  time,  with  a perforation,  a 
greatly  distended  abdomen  and  in  a marked 
state  of  shock.  The  child  was  rushed  to  the  hos- 
pital and  was  admitted  in  ,a  dying  condition 
living  only  a few  minutes  after  admission.  So, 
with  all  of  our  improved  technique  for  treat- 
ing perforated  appendicitis,  it  is  still  far  bet- 
ter to  operate  before  perforation. 
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GAS  BACILLUS  INFECTION  IN  CIVILIAN  PRACTICE 

Charles  F.  Wood,  M.  D. 

LOUISVILLE 


Gas  bacillus  infection,  causing  so-called 
“gas  gangrene”  is  commonly  thought  of 
as  a complication  of  war  wounds.  Its  inci- 
dence following  trauma  in  civilian  life  is 
low,  but  it  is  an  extremely  serious  condi- 
tion. Its  mortality  rate  is  high,  and  its  con- 
sequences severe  enough  to  warrant  our 
consideration  of  its  cause,  prevention  and 
treatment. 

Distribution  of  Organisms 

The  infection  is  caused  by  any  one  of  at 
least  a dozen  strains  of  related  organisms, 
the  most  common  of  which  is  Cl.  Welchii. 
They  are  widely  distributed,  and  are  rou- 
tinely found  in  dirt,  soil,  animal  excreta, 
and  the  intestinal  tract  of  man  as  well  as 
animals.  Since  they  are  so  prevalent,  they 
frequently  contaminate  wounds,  but  only 
under  conditions  optimal  for  their  growth 
and  development  do  they  cause  actual  in- 
fection. They  are  anaerobic,  and  so  will 
not  grow  in  the  presence  of  air.  In  addi- 
tion, they  require  dead  or  devitalized  tis- 
sue, particularly  skeletal  muscle,  as  a cul- 
ture medium. 

Clinical  Aspect 

Clinically,  then,  gas  bacillus  infection  is 
most  to  be  feared  in  penetrating  puncture 
wounds,  or  in  lacerated  wounds  which 
have  been  closed,  preventing  access  of  air 
to  the  tissues.  Its  development  also  is  to 
be  anticipated  in  crushing  injuries  with 
extensive  muscle  damage,  tearing  or  con- 
tusion. Circulatory  impairment  from 
hematoma,  edema,  constricting  bandages 
or  casts,  or  arteriosclerosis,  or  infection 
by  common  pathogenic  organisms  such  as 
staph,  or  strep,  may  also  devitalize  muscle 
sufficiently  for  the  gas  bacillus  organisms 
to  invade  it.  Once  invasion  is  established, 
a rapidly  progressive  vicious  cycle  is  pro- 
duced. The  organisms  destroy  muscle  by 
direct  bacterial  or  endotoxic  action.  In  the 
process,  gas  formation  occurs,  increasing 
tension  within  the  fascial  spaces  sufficient- 
ly to  impair  circulation  to  the  muscle  still 
further,  thus  affording  more  and  more 
devitalized  tissue  upon  which  the  organ- 
isms thrive. 

Symptoms 

The  manifestations  of  gas  bacillus  infec- 
tion usually  occur  early,  and  in  most  cases 

Read  before  the  Kentucky  State  Medical  Association, 
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the  diagnosis  is  obvious  24  to  36  hours 
after  injury.  Locally  the  first  and  most 
important  indication  is  pain,  accompanied 
by  extreme  tenderness.  This  may  seem  to 
be  an  abnormally  severe  or  prolonged  re- 
action from  the  original  trauma,  or  it  may 
develop  suddenly  enough  to  simulate  em- 
bolism. There  is  marked  swelling  of  the 
part,  which  is  brawny  and  tight  rather 
than  soft  and  edematous.  A brownish  or 
dusky  skin  discoloration  may  be  present, 
sometimes  discernable  only  in  a strong 
light. 

The  wound  itself  is  apt  to  look  un- 
healthy, its  edges  gaping  or  sloughing. 
There  may  be  a serous  discharge  from  it, 
described  as  having  a characteristic  foul 
or  mousy  odor. 

Careful  palpation  usually  will  elicit  a 
fine  soft  crepitation,  variable  in  extent 
and  location.  It  may,  however,  be  obscur- 
ed by  the  extreme  tight  swelling  of  the 
part.  The  crepitus  is  due  to  the  gas  form- 
ed in  the  tissues,  dissecting  apart  the  in- 
termuscular fascial  planes.  It  can  be  seen 
on  x-ray  as  linear,  or  bubbly  shadows  of 
decreased  density  mostly  parallel  to  the 
long  axis  of  the  part. 

Course  of  the  Infection 

The  disease  spreads  rapidly.  In  the 
course  of  a few  hours,  the  brawny  swell- 
ing, discoloration  and  crepitus  may  involve 
the  entire  limb.  While  muscle  necrosis  is 
the  typical  pathological  finding  of  the 
disease,  gangrene  may  occur  in  a very 
short  time  from  extensive  circulatory  im- 
pairment. 

The  systemic  aspects  of  the  disease  are 
those  of  rapidly  progressive  overwhelm- 
ing toxemia.  The  causative  organisms  lib- 
erate powerful  exotoxins  to  which  are  add- 
ed the  toxic  products  of  massive  tissue 
destruction.  The  patients  look  and  are  ex- 
tremely sick.  They  are  nervous,  apprehen- 
sive, and  irritable,  or  delirious,  lethargic 
and  comatose. 

The  temperature  may  be  normal  or  ex- 
tremely high,  but  usually  is  around  102°F. 
The  pulse  is  characteristically  rapid,  out 
of  all  proportion  to  the  febrile  reaction. 
Leukocytosis  is  moderate,  12,000  to  15,000, 
with  marked  preponderance  of  young 
polys.  While  it  may  not  be  evident  early, 
severe  progressive  anemia  is  to  be  expect- 
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ed,  again  due  at  least  in  part  to  hemolytic 
toxins  produced  by  the  causative  organ- 
isms. 

Mortality 

The  disease  carries  a mortality  rate  of 
between  25  and  50%,  and  death  may  occur 
rapidly  from  overwhelming  toxemia, 
shock  and  circulatory  collapse. 

Unfortunately,  there  is  no  specific  treat- 
ment to  prevent  or  to  combat  this  condi- 
tion. However,  its  incidence  should  be 
lowered  by  strict  adherence  to  certain 
principles  of  treatment  of  wounds,  and  its 
ravages  lessened  by  earlv  diagnosis  and 
immediate  treatment  when  it  occurs. 

Prevention 

All  the  rules  of  surgical  cleanliness  are 
particularly  applicable  to  prevention  of 
gas  bacillus  infection.  Meticulous  skin 
preparation  and  careful  draping  (especial- 
ly in  wounds  of  the  buttocks  and  lower  ex- 
tremity) should  be  used  for  treatment  of 
even  minor  lacerations.  The  surgeon 
should  scrub  as  carefully  as  for  an  elec- 
tive operative  procedure,  and  should  al- 
ways wear  sterile  gloves.  Antiseptics 
should  never  be  poured  into  or  swabbed 
around  the  wounds.  They  will  cause  tis- 
sue necrosis  before  they  will  kill  bacteria, 
especially  spores,  and  so  merely  add  a 
more  likely  source  of  medium  for  gas 
bacillus  growth. 

No  wound  should  be  closed  unless  one 
is  sure  that  all  contamination  has  been  re- 
moved, and  that  there  is  no  necrotic  or 
devitalized  tissue  in  it  upon  which  the  or- 
ganisms may  grow.  The  only  way  to  foe 
sure  is  by  thorough  complete  surgical  ex- 
ploration and  debridement  of  the  wound, 
which  should  be  carried  out  as  soon  as 
possible.  If  there  is  any  doubt,  the  wound 
should  be  left  open,  but  never  packed 
open.  Packing  prevents  drainage,  de- 
creases exposure  to  air,  and  increases 
swelling  and  pressure  necrosis. 

Puncture  wounds  or  incised  wounds 
from  without  or  within  (compound  frac- 
tures) should  be  treated  with  respect.  In 
general,  it  is  best  to  convert  such  a wound 
into  fan  open  or  lacerated  wound  by  exci- 
sion of  its  edges  and  sufficient  elongation 
for  exploration  and  debridement.  Obvious- 
ly such  a procedure  is  more  effective  than 
hoping  that  there  is  no  contamination  or 
necrotic  material  in  the  tissues. 

After  debridement,  the  injured  part 
should  be  put  at  rest  and  elevated.  Ice 
bags  also  are  of  value  in  prevention  of 
swelling.  Dressings,  splints  or  casts  should 
never  be  tight  enough  to  cause  constric- 


tion or  impairment  of  circulation.  Fre- 
quent inspection  is  necessary  and,  if 
swelling  does  occur,  dressings  must  be 
loosened,  casts  split,  or  other  measures 
taken  immediately  to  relieve  it. 

Preventive  Measures 

Several  other  measures  are  probably  of 
some  value  in  prevention  of  gas  bacillus 
infection.  Trivalent  antiserum,  combined 
with  tetanus  antitoxin,  is  given  routinely. 
Penicillin  therapy  is  started  immediately, 
and  continued  at  least  five  days.  X-ray 
therapy  also  is  believed  to  have  value  in 
prophylaxis  as  well  as  treatment  of  this 
condition,  but  I will  leave  the  question  of 
its  use  to  one  of  my  discussors. 

It  must  be  emphasized  that  none  of  these 
measures  alone  or  in  combination  will 
prevent  gas  bacillus  infection  in  all  cases. 
We  should  always  fear  it,  look  for  it  care- 
fully, and  treat  it  intensively  as  soon  as 
the  diagnosis  is  made. 

Immediate  surgical  intervention  is  the 
most  important  means  of  combatting  the 
infection,  and  should  not  be  delayed  for 
laboratory  confirmation  of  the  diagnosis. 
In  severe  cases,  where  peripheral  gan- 
grene is  imminent,  amputation  is  indicat- 
ed. It  must  be  performed  through  healthy 
tissue,  well  above  any  evidence  of  infec- 
tion, and  should  always  be  of  the  guillo- 
tine type. 

In  most  cases,  less  radical  surgery  is  ef- 
fective. Multiple  long  incisions  for  com- 
plete decompression  and  opening  of  all 
pockets  are  essential.  Complete  excision 
of  all  involved  muscle  tissue  (entire  mus- 
cles or  muscle  groups)  is  desirable  if  the 
patient’s  condition  permits.  Fenestrated 
catheters  are  sutured  into  the  wounds  for 
irrigation  with  penicillin  and  peroxide. 

The  toxemia  must  also  be  attacked  im- 
mediately and  intensively.  Whole  blood 
transfusions  are  started  as  soon  as  the  pa- 
tient is  typed  and  matched,  and  should  be 
repeated  as  often  as  necessary  to  combat 
anemia  and  sepsis.  Fluid  balance  must  al- 
so be  maintained. 

Value  of  Antitoxin 

While  the  value  of  antitoxin  is  by  no 
means  proven,  it  is  usually  given  and  will 
continue  to  be,  until  it  is  shown  to  foe  use- 
less or  contra-indicated.  The  initial  dose 
of  30,000  units  of  trivalent  serum  is  given 
intravenously  after  testing  for  sensitivity. 
This  should  be  repeated  in  two  or  three 
hours,  and  further  therapy,  intravenous 
or  intramuscular,  carried  out  as  indicated 
in  each  case. 
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Intensive  chemotherapy,  especially  with 
penicillin,  is  instituted,  not  only  locally 
but  systemically.  It  is  not  curative,  but 
does  tend  to  prevent  spread  of  the  infec- 
tion, invasion  of  healthy  tissue,  and  sep- 
ticemia. 

X-ray  therapy  is  also  used,  again  with 
questionable  value.  Personally,  I will  con- 
tinue to  use  it,  too,  until  someone  proves 
it  is  wrong.  The  only  two  cases  of  gas 
gangrene  I have  seen  recover  following 
amputation  through  infected  tissue  receiv- 
ed X-ray  therapy  in  addition  to  other  sup- 
portive measures. 

Report  of  Cases 

To  attempt  to  illustrate  some  of  the 
points  presented  in  this  paper,  some  data 
may  be  given  from  a series  of  twenty  cases 
of  gas  bacillus  infection  following  acci- 
dental trauma.  The  author  has  had  the 
misfortune  to  see  or  handle  13  of  these 
cases,  either  as  attendant  or  consultant. 
The  other  seven  are  from  the  records  of 
St.  Joseph’s  Infirmary  in  Louisville. 

Before  considering  these  cases,  it  should 
be  emphasized  that  gas  bacillus  infection, 
often  fatal,  can  and  does  occur  from  causes 
other  than  accidental  trauma.  It  is  a fear- 
ed complication  of  arteriosclerotic  and  dia- 
betic gangrene,  both  pre  and  post  amputa- 
tion. It  occasionally  develops  following 
abdominal,  prostatic,  or  rectal  surgery. 
Rare  “spontaneous”  cases  also  are  record- 
ed, where  fatal  infection  has  developed 
in  a part  showing  no  evidence  of  a wound. 
These  rare  cases  would  seem  to  indicate 
that  gas  bacillus  bacteriemia  is  possible, 
causing  no  symptoms  until  a site  favor- 
able for  growth  of  the  organisms  is  found. 

One  case  developed  following  a simple 
laceration  of  the  foot,  which  was  cut  on 
a motor-boat  propeller.  The  laceration 
was  sutured  one  and  one-half  hours  after 
injury,  but  gas  infection  was  diagnosed 
on  return  of  the  patient  the  following 
day. 

Another  case  occurred  in  a lacerated 
wound  of  the  foot,  associated  with  a mal- 
leolar fracture  and  severe  sprain  of  the 
ankle.  The  patient  had  fallen  from  a mov- 
ing car,  and  the  laceration  sutured  12 
hours  thereafter.  However,  he  had  con- 
tinued to  walk  on  the  foot,  adding  more 
swelling  to  that  associated  with  his  injury. 
On  admission  to  the  hospital  thirty-six 
hours  after  suture,  gas  infection  was  evi- 
dent. 

Two  cases  developed  following  super- 
ficial, but  rather  extensive  avulsions, 
one  of  the  forearm  and  one  of  the  knee 


and  thigh.  The  former  was  admitted  to 
the  hospital  24  hours  after  injury  because 
of  gas  bacillus  infection.  The  latter  was 
admitted  24  hours  after  injury,  and  diag- 
nosis made  the  following  day.  On  explo- 
ration of  the  wound,  which  had  been  su- 
tured, a pebble  was  found  beneath  the 
flap,  indicating  that  debridement  had  not 
been  carried  out. 

Three  puncture  wounds,  two  from  rusty 
nails,  were  admitted  to  the  hospital  with 
gas  bacillus  infection.  One  was  in  the 
foot,  the  second  in  the  hand,  both  develop- 
ing within  24  hours.  The  third  puncture 
wound  deserves  especial  mention  because 
of  the  history,  recorded  as  follows:  “60 
hours  ago,  the  patient  was  bitten  by  a 
mule  on  the  hand  while  administering  a 
pill.  The  mule  subsequently  died,  and  the 
patient  is  sent  to  the  hospital.” 

Extensive  crushing  or  mangling  injur- 
ies, associated  with  major  or  minor  frac- 
tures, preceded  six  of  the  cases.  Two  pa- 
tients were  thrown  off  motorcycles,  one 
lighting  on  his  hand,  one  mangling  an  en- 
tire leg.  Three  were  run  over,  one  by  a 
hay-bailer  causing  extensive  multiple 
lacerations  of  the  leg,  one  by  railroad  car 
suffering  a compound  fracture-disloca- 
tion of  the  tarsus,  and  one  by  an  automo- 
bile. He  suffered  a minor  fracture  of  the 
os  calcis,  and  had  what  appeared  to  be  a 
small  laceration  of  the  foot  in  which  gas 
infection  developed  within  24  hours. 

One  patient  had  multiple  comminuted 
fractures  of  the  pelvis,  compounded 
through  the  urethra  and  vagina  resulting 
from  being  thrown  partially  out  of  a car. 
The  remaining  six  cases  had  more  or  less 
typical  compound  fractures,  five  involv- 
ing the  tibia  and  one  the  ulna. 

The  results  of  these  cases  indicate  the 
seriousness  of  this  condition.  Seven  cases 
required  major  amputations,  one  of  these, 
and  one  other  case  died.  One  case  (a  punc- 
ture wound  of  the  foot)  recovered  and 
left  the  hospital  within  a week.  The  rest 
all  required  prolonged  hospitalization, 
several  requiring  multiple  operative  pro- 
cedures, and  all  receiving  intensive,  ex- 
pensive therapy  of  all  kinds.  Extensive 
scarring  marks  them  all,  and  permanent 
disability  is  present  in  most  to  some  de- 
gree. 

DISCUSSION 

A.  D.  Willmoih,  Louisville:  The  essayist  has 
brought  to  our  attention  .a  most  interesting 
complication  of  surgical  wounds,  one  fraught 
with  great  risk  to  the  patient  and  anxiety  to 
the  attending  physician.  Much  the  essayist 
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said  I am  in  full  accord,  there  are  some  points 
mentioned  that  I wish  to  enlarge  upon,  and 
some  that  I will  disagree  .as  to  the  method  to 
pursue.  The  first  is  the  thorough  cleansing  of 
the  wound  when  first  seen,  this  is  most  im- 
portant and  should  be  done  with  a soft  brush, 
plenty  of  soap  and  water,  and  finally  with  Pe- 
roxide of  Hydrogen.  Next  the  entire  field 
should  be  inspected  for  determining  the  extent 
of  debridement,  for  the  purpose  of  removing 
all  devitalized  tissue,  even  to  amputation  if 
the  limb  is  greatly  lacerated  and  blood  supply 
destroyed.  Gas  gangrene  is  unlikely  to  de- 
velop unless  the  integrity  of  the  main  arterial 
blood  supply  is  impaired  by  the  initial  trauma 
or  secondarily  by  such  factors  as  tension  with- 
in closed  tissue  compartments  or  external  con- 
striction by  improperly  applied  dressings. 

Next  after  testing  the  patient’s  sensitivity 
the  use  of  polyvalent  gas  gangrene  antitoxin  a- 
long  with  large  doses  of  penicillin.  The  anti- 
toxin should  be  administered  in  large  amounts 
so  the  full  dose  can  be  given  in  a few  hours 
rather  than  spaced  over  a day  or  two. 

Again  the  use  of  the  so  called  sulfa  drugs, 
the  sulfadiazine  perhaps  being  the  most  effi- 
cacious, remembering  that  none  of  the  sulfa 
drugs  are  going  to  help  in  the  case  that  is  due 
to  the  Clostridium  Novyi. 

When  the  case  is  established  I am  in  full  ac- 
cord with  the  essayist  that  multiple  incisions 
are  indicated  to  relieve  tension,  with  the 
thorough  irrigations  with  Potassium  Perman- 
ganate, Peroxide,  etc.,  and  the  wound  kept  wet 
with  the  solutions.  I do  not  agree  with  the  es- 
sayist that  high  amputation  is  now  indicated, 
much  yet  can  be  done  to  save  life  and  limb. 
Dr.  Kelly,  Omaha,  found  that  x-rays  were  very 
effective,  and  that  a small  portable  machine 
is  all  that  is  needed.  These  operate  on  110  volt 
lighting  circuit,  their  use  at  80  K.  V.  15  inch 
distance,  5 milliamperes.  One  millimeter  of  a- 
luminum,  treat  three  minutes  twice  a day  50 
to  60  R Units  being  given.  Its  action  is  most 
likely  an  intracellular  action.  Should  the  skin 
be  damaged,  just  remember  you  are  fighting 
for  a life.  Amputations  were  found  to  increase 
the  mortality  and  were  contraindicated  when 
using  x-ray  as  a rule.  Penicillin  should  be  used 
in  large  doses  every  three  hours.  Again  the  use 
of  oxygen  into  the  tissues  by  introducing  a 
one  and  a half  or  two  inch  Luer  needle  18-20 
gauge,  attached  to  the  machine  such  as  is  used 
to  collapse  the  lung  in  tuberculosis,  the  pres- 
sure being  from  100*  to  120  mm  of  mercury. 

The  skin  is  prepared  and  the  needles  insert- 
ed one  and  half  inches  from  the  line  of  demar- 
cation and  directed  toward  the  diseased  tissue 
and  three  fourth  inches  deep.  1000  cc  of  oxy- 
gen used  at  each  point.  The  diseased  tissue  will 
take  up  the  oxygen  much  faster  than  healthy 


tissue  and  the  injections  should  be  repeated 
in  one  to  one  and  a half  hours.  After  this  the 
injections  can  be  made  every  four  or  five 
hours.  Treatments  should  be  kept  up  for  24 
hours  after  the  disease  seems  under  control. 

Alfred  O.  Miller,  Louisville:  Dr.  Wood  has 
given  us  an  excellent,  concise  presentation  on 
the  diagnosis  and  management  of  gas  bacillus 
infections.  I note  with  surprise,  however,  that 
he  questions  the  value  of  x-ray  therapy.  He 
does  use  this  method  of  treatment  routinely 
and  therefore  is  excused  from  that  group  of 
surgeons,  ignorant  of  the  facts,  who  briefly 
dismiss  x-ray  therapy  as  having  no  place  in 
the  management  of  this  condition.  Until  a spe- 
cific is  developed  for  all  toxic  gas-producing 
organisms  radiation  therapy  must  be  consider- 
ed one  of  the  most  important  adjuncts  to  the 
surgical  treatment  of  these  infections. 

In  1931  Dr.  James  F.  Kelly,  Omaha,  Nebras- 
ka, made  the  first  report  on  the  use  of  x-rays 
in  the  treatment  of  gas  gangrene.  Up  to  that 
time  the  overall  mortality  rate  for  gas  gan- 
grene had  been  50%  or  higher  and  that  figure 
had  been  attained  only  by  the  sacrifice  of 
many  arms  and  legs.  He  reported  on  eight  cases 
treated  with  x-ray  therapy  with  a mortality 
rate  of  25%.  The  two  cases  that  died  had  in- 
volvement of  the  trunk  and  Dr.  Kelly  felt  they 
may  have  lived  had  a more  penetrating  type  of 
x-ray  been  used. 

In  1940  Dr.  Kelly  reported  on  364  cases,  ac- 
cumulated from  several  sources  in  which  x- 
ray  therapy  had  been  used  in  the  therapy  of 
gas  gangrene.  There  was  a mortality  rate  of 
11.5  per  cent.  In  one  group  of  42  cases  in  which 
there  was  no  serum  or  amputations  used  the 
mortality  rate  was  only  4.7  per  cent. 

About  this  time  Caldwell  and  Cox,  New  Or- 
leans, did  some  experimental  work  on  guinea 
pigs  and  concluded  that  x-ray  therapy  was  of 
little,  if  any,  value.  Also  Dr.  Kelly’s  data  and 
statistics  had  been  subject  to  much  criticism. 
Therefore  the  subcommittee  on  Surgical  Infec- 
tions of  the  National  Research  Council'  asked 
D'r.  Kelly  to  reassemble  his  material  in  order 
to  answer  seven  significant  questions.  Later 
Dr.  Frank  L.  Meleney,  of  the  committee,  stat- 
ed that  a review  of  Dr.  Kelly’s  work  showed  a 
mortality  rate  of  17.2  per  cent  in  those  cases 
in  which  only  a clinical  diagnosis  was  made 
without  bacteriologic  or  roentgenologic  evi- 
dence. Where  the  diagnosis  was  indicated  by 
the  presence  of  gas  in  the  tissue,  without  bac- 
teriologic control,  the  mortality  was  17  per 
cent;  and  in  those  cases  in  which  the  diagnosis 
was  confirmed  by  bacteriologic  examination, 
it  was  only  8.6  per  cent.  The  committee  con- 
cluded that  it  seemed  likely  that  most  of  the 
cases  were  really  gas  gangrene,  and  that  the 
mortality  had  been  materially  reduced  by  the 
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use  of  irradiation  in  addition  to  other  methods. 

More  recently  there  have  been  additional  re- 
ports where  x-ray  therapy  has  been  used  and 
mortality  rates  as  low  as  5 per  cent  have  been 
attained.  In  one  series  of  9 cases  there  were  no 
deaths. 

Now  we  must  not  lose  sight  of  the  fact  that 
our  surgeons  made  a magnificent  record  in  the 
treatment  of  gas  gangrene  during  the  past  war 
and  there  was  no  x-ray  therapy  available.  That 
certainly  illustrates  the  fact  that  thorough  and 
early  surgery  is  the  most  important  factor  in 
the  prophylactic  and  therapeutic  management 
of  this  infection.  However,  even  with  the  use 
of  penicillin,  antitoxin,  whole  blood  and  plas- 
ma the  mortality  rate  in  one  series,  of  96  cases 
was  11.5  per  cent.  In  any  infection  or  disease 
with  such  a grave  prognosis  surely  any  adjunct 
as  harmless  as  small  doses  of  x-ray  would  be 
a welcome  one. 

It  has  been  shown,  both  in  humans  and  ex- 
perimental animals,  that  time  is  a most  im- 
portant factor  in  the  treatment  of  this  infec- 
tion and  if  x-ray  therapy  is  to  be  used  it  must 
be  given  as  soon  ,as  the  infection  is  suspected 
or  makes  itself  manifest.  We  consider  the  treat- 
ment of  this  condition  one  of  the  few  emergen- 
cies of  radiation  therapy.  The  patient  should 
be  treated  two  to  three  times  a day  until  tox- 
icity is  no  longer  apparent  and  gas  cannot  be 
demonstrated  in  the  tissues.  Doses  of  50  to  75 
roentgens  are  usually  given  to  fields  sufficient- 
ly large  enough  to  cover  the  entire  extremity, 
and  adjacent  portion  of  the  trunk  if  the  infec- 
tion is  in  the  proximal  portion.  Deep  or  inter- 
mediate therapy  machines  are  used  if  available 
and  the  patient  may  be  moved,  otherwise,  sat- 
isfactory treatment  may  be  given  to  extremi- 
ties by  mobile  diagnostic  machines  if  they 
have  been  properly  calibrated. 

Briefly,  I question  the  value  of  routine  pro- 
phylactic x-ray  therapy.  A prominent  Nebras- 
ka orthopedic  surgeon  lists  it  among  the  ten 
commandments  in  the  treatment  of  compound 
fractures  but  the  infection  has  developed  after 
radiation  therapy.  I see  no  reason  why  gross- 
ly contaminated  and  extensive  wounds,  partic- 
ularly those  about  the  buttock,  should  not  be 
given  small  doses  for  several  days.  We  some- 
times tend  to  become  a little  careless  with  fre- 
quently used  routines  and  certainly  we  cannot 
become  careless  with  radiation  therapy. 

I have  enjoyed  Dr.  Wood’s  paper;  it  has  been 
a refreshing  review  of  a serious  infection,  for- 
tunately infrequent,  but  one  demanding  aware- 
ness and  exacting  treatment  measures. 

E.  B.  Mersch,  Covington:  Tjie  organisms  pro- 
ducing gas  gangrene  are  widespread.  The  sheep 
are  a major  source  of  anaerobic  bacteria,  and 
for  this  reason,  woolen  clothes  must  be  sus- 
pected as  a carrying  agent.  Maes  has  found  the 


organism  in  woolens,  whether  cleaned  or  not. 
The  various  battle  fields  have  borne  this  out — 
the  colder  the  climate — the  more  woolen  cloth- 
ing, and  the  higher  the  incidence  of  gas  gan- 
grene. 

Gas  gangrene  can  follow  any  type  of  wound, 
but  it  is  more  likely  to  develop  in  one  of  the 
following  cases: 

(1)  Those  with  extensive  destruction  or  de- 
vitalization of  muscle. 

(2)  Those  in  which  inadequate  debridement 
has  been  done,  especially  where  foreign  bodies 
remain. 

(3)  Those  with  circulatory  embarrassment  to 
the  part;  whether  from  the  injury,  packing, 
tourniquets,  casts,  etc. 

(4)  And  those  of  surgical  delay. 

(5)  It  occasionally  develops  following  abor- 
tions, strangulated  herniae,  necessitating  re- 
section of  gangrenous  bowel,  and  in  arterio- 
sclerotic gangrene. 

Gas  gangrene  must  be  differentiated  from 
anaerobic  cellulitis,  streptococcal  myositis, 
hemolytic  streptococcal  gangrene,  and  crepi- 
tation not  due  to  bacteria. 

Anaerobic  cellulitis,  a crepitant  septic  pro- 
cess of  devitalized  connective  tissue,  with  usu- 
ally no  muscle  involvement.  It  develops  usu- 
ally in  three  to  four  days,  and  the  onset  is 
more  gradual.  Systemic  effects  may  be  slight 
unless  marked  sepsis  of  the  wound  is  present. 

Streptococcal  myositis  presents  a massive 
infection  of  muscle,  with  discoloration,  edema, 
serous  exudate,  gas  formation,  localized  pain 
and  generalized  toxemia.  It  has  a more  pro- 
nounced cutaneous  erythema,  the  muscle  is 
still  alive  and  reacts  to  stimulae,  and  a smear 
reveals  vast  numbers  of  streptococci  with  pus 
and  no  gram  positive  bacilli. 

Hemolytic  streptococcal  gangrene  is  a spread- 
ing, subcutaneous  gangrene,  with  thrombosis 
of  vessels;  it  usually  occurs  in  extremities,  is 
associated  with  a rapidly  spreading,  painful 
cellulitis,  with  bullous  formation.  Hemolytic 
streptococci,  often  in  pure  culture,  are  found 
in  the  bullae  and  gangrenous  areas. 

Crepitation  not  due  to  bacteria  is  usually 
caused  by  air  being  sucked  into  the  tissue.  It 
occurs  early,  it  is  not  associated  with  sepsis, 
etc.,  and  is  usually  limited  to  the  course  of  the 
wound,  instead  of  the  -tissue  planes. 

The  treatment  of  gas  gangrene  is  prophy- 
laxis. It  is  early  and  adequate  surgery.  This  en- 
tails the  complete  excision  of  all  dead  and  de- 
vitalized tissue,  the  removal  of  all  dirt,  cloth- 
ing, etc.,  from  the  wound  and  the  preserva- 
tion of  the  blood  supply  without  embarrass- 
ment, and  adequate  drainage  when  necessary. 

For  established  cases  radical  surgery  is  pri- 
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mary,  consisting  of  multiple  incisions,  excision 
of  affected  muscles,  etc.,  or  at  times  amputa- 
tion, followed  by  adequate  immobilization  of 
the  part. 

Chemotherapy,  serotherapy,  the  antibiotics 


and  radiation  are  valuable  adjuncts  to  sur- 
gery. Topical  applications  of  peroxide,  or  bet- 
ter still,  activated  zinc  peroxide  as  a watery 
suspension  or  ointment  may  help. 
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The  hackneyed  expression  of  “early 
diagnosis  of  cancer  gives  a cure”  is  well 
stated,  but  the  early  diagnosis  is  too  sel- 
dom established.  Consequently,  this  paper 
deals  with  a few  simple  suggestions  to  a- 
lert  the  doctor;  to  present  a group  of  sig- 
nals that  will  provoke  the  completion  of 
a diagnosis  of  no  disease — or  cancer  of  the 
cervix.  The  alert  doctor  must  first  think 
of  cancer  and  then  examine  thoroughly 
for  cancer.  There  are  two  groups  of  pa- 
tients that  constitute  the  most  neglected 
groups  of  women  who  under  the  eyes  of 
their  family  physician  or  specialist  de- 
velop cancer  while  under  treatment  or 
observation  for  a lesser  but  more  sympto- 
matic ailment. 

A.  Women  without  gynecological  com- 
plaints should  furnish  the  early  curable 
group  of  cancer  of  the  cervix. 

a.  The  general  practitioner  should  in- 
sist on  routine  pelvic  examinations  on  all 
his  female  patients  every  six  months  re- 
gardless of  the  specific  complaint  at  that 
visit. 

b.  Specialists  engrossed  in  the  treat- 
ment of  a specific  entity  often  ignore  the 
possibility  of  developing  pelvic  pathology. 
They  should  routinely  examine  or  have 
their  female  patients  examined  every  6 
months,  with  the  idea  of  finding  cancer. 

B.  Women  with  breast  complaints  should 
have  a complete  pelvic  work  up.  Fifty  per- 
cent of  women  with  breast  pathology 
have  associated  pelvic  disease. 

Minor  Complaints 

Minor  gynecological  complaints  often 
set  forth  the  danger  signals  of  cervical 
cancer  which  by  their  insidious  character 
fail  to  impress  the  patient  or  the  doctor. 
These  are  signals  that  demand  an  imme- 
diate examination.  These  signals  are: 

(1)  Any  woman  that  presents  a vagi- 
nal discharge;  elongation  of  the  menstrual 
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cycle,  or  abnormal  bleeding,  or  inter-men- 
strual spotting,  or  spotting  after  inter- 
course, should  have  a complete  vaginal, 
bimanual  examination. 

(2)  Any  woman  examined  for  any  of 
the  above  reasons  should  have  an  ade- 
quate specimen  secured  for  biopsy.  Re- 
gardless of  the  appearance  of  the  cervix: 
“normal,”  “simple  erosion,”  or  “ulcer,” 
the  specimen  should  be  taken. 

(3)  A complete  pelvic  examination 
should  be  done  on  every  woman  seen  for 
physical  evaluation  for  surgery,  hospitali- 
zation, and  at  intervals  on  regular  call  pa- 
tients with  chronic  disease. 

No  one  is  immune  to  cancer.  The  mere 
fact  that  a woman  has  cancer  of  the  skin, 
mouth  or  breast  does  not  exclude  carcino- 
ma of  the  cervix.  During  the  past  year  3 
patients  were  seen  and  treated  for  cervi- 
cal cancer  that  had  survived  a breast 
malignancy  for  several  years. 

A survey  of  the  charts  of  a few  succes- 
sive admissions  to  a hospital  indicates 
that  only  24%  of  women  over  25  years  of 
age  had  pelvic  examination  during  their 


hospitalization. 
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23 
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56 

7 

69 

Orthopedic 

6 

6 

Fem.  urology 

3 

3 

Neuro. 

2 

2 

Total 

29 

133 

7 

6 175 

*By  diagnosis — vaginal  must  have  been  done  elsewhere. 
Some  may  have  had  previous  examination,  but  none  noted 
or  no  mention  made. 

Cancer  of  Cervix 

The  diagnosis  of  cancer  of  the  cervix  at 
times  may  not  be  simple.  There  is  a defi- 
nite task  and  responsibility  associated 
with  the  procedure.  The  first  step  after 
recording  the  pelvic  complaint  is  a bi- 
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manual  hand  examination  and  inspection 
of  the  cervix  by  the  speculum.  If  the  cer- 
vix and  os  appear  normal  in  size,  shape 
and  position  in  respect  to  the  uterus,  with 
the  complaints  of  abnormal  spotting,  bleed- 
ing, or  discharge,  the  specimen  should  be 
taken  at  once  in  the  office  at  the  end  of  the 
physical  examination.  If  this  biopsy  does 
not  explain  the  syndrome  af  the  con- 
tinued symptoms,  a diagnostic  currettage 
in  the  hospital  should  be  carried  out.  The 
office  specimen  may  be  secured  from  the 
normal  appearing  cervix  !by  the  gelfoam 
method  or  by  the  “spoon”  method. 

There  are  several  good  and  tried  and 
satisfactory  ways  of  securing  a specimen 
that  will  not  be  discussed,  only  these  two 
simple  newer  procedures  will  be  explain- 
ed. Gelfoam  is  technically  an  ideal  sponge 
to  absorb  the  secretions  and  the  desquama- 
ted cells  at  the  os  of  the  normal  appearing 
cervix.  A small  square  of  the  gelfoam  is 
cut  and  clamped  at  one  edge  in  a uterine 
dressing  forceps  and  thrust  into  the  canal 
and  twisted  and  turned  a few  times.  The 
material  absorbs  a bit  of  the  discharge 
and  may  even  scrape  away  clumps  of  ab- 
normal cells.  Special  forceps  to  hold  the 
gelfoam  have  been  designed  by  Dr.  Sid- 
ney Gladstone,  the  originator  of  this  tech- 
nic. The  soaked  and  crumpled  bit  of  gel- 
foam is  then  placed  in  a bottle  of  2%  for- 
malin and  sent  to  a pathologist  with  the 
pertinent  information.  Do  not  fail  to  give 
him  the  name,  age,  brief  history  and 
source  of  the  specimen.  The  condensed 
material  in  the  spongy  foam  will  furnish 
excellent  slides  stained  by  the  usual  meth- 
od. The  stained  cells  are  seen  in  groups 
or  clumps  or  tiny  fragments  of  tissue  that 
require  very  little  searching  to  ferret  out 
the  diagnosis  of  that  one  slide. 

Spoon  Biopsy 

The  “spoon”  biopsy  specimen  is  taken 
with  an  instrument  originally  designed 
from  a teaspoon.  The  two  sides  of  the 
bowl  of  the  spoon  were  cut  away  leav- 
ing a sharpened  triangle  down  the  cen- 
tral portion  attached  to  the  long  han- 
dle. The  triangle  is  thrust  into  the  os 
and  turned  several  times  with  slight 
pressure  in  a clockwise  direction.  The 
sharpened  edges  shave  and  debruise 
the  surface  cells  of  the  os  and  distal  canal, 
leaving  the  collection  in  the  remaining 
part  of  the  bowl  of  the  spoon.  The  sangui- 
neous clump  of  cellular  material  may  be 
pushed  off  by  an  applicator  to  absorbent 
paper — or  even  a thin  slice  of  gelfoam  and 
placed  in  the  2%  formalin  bottle. 


A diagnosis  of  “no  malignant  disease” 
from  the  pathologist  places  the  doctor  in 
a position  of  further  observation  over  a 
15  day  period  and  repetition  of  the  biopsy 
if  the  complaints  and  physical  findings 
are  continued  as  minimal;  or,  that  of  pur- 
suing the  search  by  a diagnostic  currettage 
and  surgical  specimen  if  the  symptoms 
and  bleeding  are  impressive.  However, 
the  proolem  should  be  settled  and  not  for- 
gotten. 

In  the  case  of  erosion,  ulcer,  or  tumor 
of  the  cervix,  a specimen  by  the  Gelhorn 
forceps  may  be  advisable.  This  too  is  an 
office  procedure.  The  small  sphere  of  tis- 
sue may  be  snipped  out  at  one  or  two 
logical  areas  and  placed  in  the  specimen 
bottle  for  preparation  and  study.  In  ero- 
sions the  'best  samples  are  from  the  edge 
of  the  os,  for  ulcer  of  the  cervix  the  speci- 
men will  more  likely  produce  comprehen- 
sive slides  at  any  edge  nearest  the  os,  and 
for  the  exophytic  or  cauliflower  tumors, 
tissue  from  the  edge  and  central  part 
should  be  included.  A second  try  should 
be  made  for  tissue  in  case  of  a negative 
finding  from  any  ulcer  or  tumor  mass. 
The  bleeding  from  specimen  sites  of  the 
biopsy  punch  may  be  controlled  by  any  of 
the  coagulants,  Silver  Nitrate  stick,  or 
desiccation. 

Extent  of  the  Disease 

The  examiner  should  make  every  effort 
to  determine  the  extent  of  the  disease 
when  the  clinical  impression  of  cancer  is 
made.  The  limits  of  tumor  invasion  or 
metastasis  may  be  decided  by  palpation 
of  the  fornices,  manipulation  of  the  uterus 
and  a digital  rectal  to  palpate  the  adenex- 
ia,  iliac  spaces  and  outline  the  perime- 
tria.  This  procedure  is  called  staging,  and 
simply  defines  by  a classification  the  clini- 
cal extent  of  the  cancer.  The  pathologist 
determines  the  grade  of  the  malignancy 
by  tissue  study,  and  the  grade  infers  only 
the  degree  of  the  malignancy. 

(1)  If  the  malignant  disease  is  limited 
to  the  cervix,  it  is  stage  I. 

(2)  Stage  II  is  limited  by  its  invasion  to 
the  upper  1/3  of  the  vagina  and/or  the 
corpus  uterii,  and/or  the  perimetria. 

(3)  Stage  III  is  limited  to  the  pelvic 
walls  or  broad  ligaments  or  lower  1/3  of 
vagina. 

(4)  Stage  IV  is  metastatic  nodes  outside 
of  the  pelvis  or  invasion  into  the  bladder 
and/or  rectum. 

The  staging  of  cervical  cancer  gives  the 
examiner  some  definite  facts  as  to  the 
prognosis.  We  usually  think  of  stage  I as 


April,  1950] 


KENTUCKY  MEDICAL  JOURNAL 


171 


75%  chance  of  5 year  survival  without 
disease;  stage  II  50%;  stage  III  25%,  and 
stage  IV  5-10%  when  treated  by  accepted 
methods.  However,  it  is  to  be  recalled 
that  clinical  impressions  of  cancer  must 
be  confirmed  by  tissue  biopsy. 

In  the  evaluation  for  treatment,  the 
stage  and  grade  (degree  of  malignancy) 
is  important.  The  general  physical  condi- 
tion to  withstand  major  surgical  or  radia- 
tion procedure  must  be  considered.  Gen- 
erally speaking,  high  voltage  X-ray  and 
radium  therapy  is  the  choice  treatment 
for  all  cancers  of  the  cervix.  There  is  a 
revival  of  interest  in  radical  surgery  for 
the  stage  I and  the  so-called  carcinoma 
in  situ.  The  authors  prefer  radical  radio- 
logical management  for  the  stage  I follow- 
ed by  complete  radical  panhysterectomy 
in  4-6  months  if  there  is  no  residual  or 
recurrent  disease  proven  by  biopsy. 

Radiation  Therapy 

The  primary  rule  in  radiation  therapy 
is  to  deliver  a high  tumor  dose  of  4000  to 
5000  “r”  to  the  adenexia  and  cervix  by 
fractional  doses  over  a 3-4  week  period 
of  20-30  visits  through  4 to  6 ports  follow- 
ed by  4000  to  5000  mg.  hrs.  of  properly 
distributed  radium  delivered  in  60  to  100 
hours  of  time.  All  patients  are  carefully 
measured,  the  ports  marked  on  the  skin 
and  doses  are  estimated  at  the  initial  visit. 
The  primary  idea  is  to  control  the  possible 
remote  disease  in  the  pelvis  and  in  the 
broad  ligaments.  The  survival  of  the  pa- 
tient depends  on  the  control  of  the  pelvic 
disease,  because  the  local  malignancy  is 
often  easily  eradicated  by  local  radium  to 
the  cervix. 

The  fractional  Thermal  coagulation  of 
serum  proteins  showing  a deficient  coagu- 
lation in  serums  of  cancer  patients  and  the 
Iodoacetate  index  described  by  Charles 
Huggins,  University  of  Chicago,  promises 
an  excellent  guide  for  the  investigation 
of  the  results  produced  in  cancer  therapy. 
Apparently  the  iodoacetate  index  increases 
toward  a normal  level  during  and  after 
successful  treatment.  The  iodoacetate  in- 
dex has  been  run  on  50  cases  of  cancer  of 
the  cervix  from  our  series,  and  the  find- 
ings indicate  the  test  to  have  very  little 
value  in  the  finding  of  early  cancer  or  as 
an  infallible  diagnostic  procedure.  Known 
and  proven  cases  by  biopsy  uniformly  give 
a low  or  diagnostic  index  and  in  proven 
cases  that  have  remained  well  for  3-4 
years  uniformly  produce  an  increased  in- 
dex that  falls  in  or  nearly  approaches  the 
normal  level.  However,  the  effects  of 
radiation  on  the  thermal  coagulation  will 


have  to  be  studied.  It  is  believed  that  this 
test  does  have  value  as  another  means 
of  studying  the  behavior  and  the  extent 
of  clinically  proven  malignancy.  There  is 
no  doubt  that  this  test  will  be  improved 
and  the  modification  or  similar  test  of  the 
future  will  solve  the  riddle  of  finding 
early  cancer  in  mass  surveys. 

There  are  many  points  of  interest  pur- 
posely left  out  of  this  paper  in  order  to 
discourse  on  the  completion  of  the  diag- 
nosis of  early  cancer  of  the  cervix.  It  is 
hoped  that  the  discussants  will  bring  out 
these  many  important  features. 

DISCUSSION 

J.  Duffy  Hancock  Louisville:  Mr.  President 
and  Members:  Or.  Love  has  given  us  a rather 
complete  coverage  on  the  subject  of  diagnosis 
of  carcinoma  of  the  cervix.  I think  it  is  very 
well  that  he  utilized  his  time  to  that  purpose 
since  the  proper  management  of  the  disease 
and  the  results  obtained  will  depend  largely 
upon  the  diagnosis  and  especially  early  diag- 
nosis. 

With  the  procedures  which  he  has  outlined, 
plus  the  recently  initiated  biopsy  service  ar- 
ranged by  the  State  Board  of  Health,  all  Ken- 
tucky patients  should  have  an  opportunity  for 
adequate  care,  regardless  of  their  financial 
status. 

Since  Dr.  Long  follows  me  and  is  to  discuss 
the  subject  from  the  standpoint  of  the  radical 
operation,  which  is  being  revived,  I shall  limit 
my  remarks  to  a few  prophylactic  measures 
and  a comment  upon  the  more  conservative 
type  of  operation. 

While  it  perhaps  may  not  be  definitely  prov- 
en, it  is  generally  believed  that  carcinoma  is 
much  more  likely  to.  develop  in  diseased  tissue 
than  it  is  in  normal  tissue.  For  that  reason, 
all  diseased  cervices  should  be  treated.  We 
must  remember,  in  our  consideration  of  cervi- 
ces that  we  examine,  that  it  is  not  the  lacerated 
cervix  completely  covered  over  with  epithe- 
lium that  is  significant  but  it  is  the  eroded  or 
cystic  cervix  and  the  one  presenting  ulcera- 
tion that  should  arouse  our  suspicion. 

Another  prophylactic  measure  that  I think 
deserves  some  consideration  is  the  disposition 
of  the  cervical  stump  in  cases  where  hysterec- 
tomy is  indicated  for  some  condition  other 
than  malignancy. 

There  has  long  been  a controversy  as  to 
whether  or  not  one  should  do  a total  hysterec- 
tomy or  a supravaginal  or  transvaginal  type  of 
hysterectomy.  This  is  because  there  is  a defi- 
nite although  rather  low  incidence  of  malig- 
nancy which  develops  in  the  cervical  stump 
which  is  left  behind. 
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I do  not  think  this  is  the  proper  place  to  de- 
bate which  type  of  operation  should  be  done 
but  I believe  either  a total  hysterectomy 
should  be  done  when  there  are  indications  for 
the  removal  of  the  fundus  or,  if  one  chooses  to 
do  a supravaginal  hysterectomy,  the  cervical 
stump  should  either  be  cauterized  or  coned  out. 

I have  found  the  latter  procedure  most  satis- 
factory in  taking  care  of  this  type  of  case. 

As  to  the  simple  type  of  operation,  there  are 
some,  and  I think  their  position  is  pretty  well 
founded,  who  maintain  that  in  a young  woman 
with  a stage  I carcinoma,  one  is  justified  in  do- 
ing a total  hysterectomy  without  the  remova' 
of  the  ovaries  or  without  the  extensive  dissec- 
tion which  Dr.  Long  will  explain  to  you.  This  is 
a plea  for  proper  treatment  on  the  basis  that 
extension  rarely  occurs  early  in  the  ovary  and 
that  the  younger  woman  should  be  spared  her 
ovarian  function,  if  possible.  There  are  some 
who  maintain  that  position.  However,  in  the 
vast  majority  of  cases,  the  logical  treatment  at 
the  present  time  for  carcinoma  of  the  cervix  is 
irradiation  with  radium  and  x-ray. 

Robert  C.  Long,  Louisville:  I wish  to  compli- 
ment Dr.  Love  on  the  paper  he  has  just  read 
before  this  association.  It  is  obvious  that  he 
has  put  forth  a great  deal  of  thought  and  ef- 
fort in  the  preparation  of  this  manuscript  and 
his  subject  is  certainly  a timely  one.  He  has 
rightly  stressed  early  diagnosis  of  Carcinoma 
of  the  Cervix. 

To  those  of  us  who  are  interested  in  the 
problem  of  Cervical  Carcinoma,  it  is  clear 
that  while  progress  is  being  made  in  the  early 
diagnosis  of  this  disease,  there  has  been  no 
progress  for  many  years  in  the  treatment  of 
Cervical  Carcinoma  with  radium  and  deep  X- 
ray  therapy.  As  Dr.  Love  emphasized  so  clear- 
ly, the  Papanicoloau  smear  and  the  gelfoam 
preparation  are  both  very  important  advances 
in  the  early  diagnosis  of  Cervical  Carcinoma. 
He  has  also  justly  emphasized  the  value  of 
pelvic  examination  and  biopsy.  I should  like 
to  discuss  for  a few  moments  today  the  role  of 
radical  surgery  in  the  treatment  of  Cervical 
Carcinoma.  In  the  last  five  years  in  this  coun- 
try, there  has  been  a marked  reawakening  of 
interest  in  the  management  of  early  Carcino- 
ma by  radical  surgery.  The  man  responsible  for 
this  is  Dr.  J.  V.  Meigs  of  Boston.  He,  after  ob- 
servation of  some  two  thousand  cases  of  Car- 
cinoma of  the  Cervix,  reached  the  conclusion 
that  radiation  was  not  the  ideal  method  of 
treatment  for  several  reasons: 

1.  There  was  an  occasional  severe  radia- 
tion reaction. 

2.  There  was  a high  morbidity  amongst 
treated  patients. 

3.  There  occurred  radio-resistant  tumors  with 


the  finding  of  viable  cancer  cells  in  cervices 
removed  after  radiation. 

Fncourged  by  the  work  of  Bonney  and 
Taussig,  Meigs,  in  1939,  introduced  again  the 
Wertheim-Clark  operation,  adding  to  it  Taus- 
sig’s method  of  pelvic  lymph  gland  dissection 
-nd  gave  the  following  reasons  for  doing  so: 

1.  If  the  cervix  has  been  removed,  there  is 
no  chance  for  a recurrence  in  it. 

2.  If  the  cervix  has  been  removed,  no  cervi- 
cal cancer  can  grow  in  it  as  a recurrence. 

3.  Certain  cancers  of  the  cervix  are  radiation 
resistant. 

i.  There  will  be  less  damage  to  the  bowel  if 
surgery  is  undertaken. 

5.  From  the  work  of  Bonney  and  Taussig,  it 
was  obvious  that  some  patients  with  lymph 
node  metastases  can  be  cured  by  surgery,  and 
Meigs  believes  that  it  is  not  possible  to  cure 
with  radiation,  cancer  in  lymph  nodes  deep  in 
the  pelvis. 

Further,  it  became  apparent  that  if  radical 
surgery  were  to  be  a valuable  adjunct  in  the 
treatment  of  Cervical  Carcinoma,  it  must  have 
a low  initial  operative  mortality.  This  has 
meant  careful  selection  of  patients  with  only 
an  early  growth  of  Carcinoma  of  the  Cervix. 
This  has  meant  that  only  10-15%  of  all  patients 
seen  with  cancer  of  the  cervix  are  candidates 
for  radical  surgery. 

Since  1939,  Meigs  and  his  associates  have 
operated  on  over  one  hundred  patients  with 
no  operative  mortality.  Early  in  this  work 
uretero-vaginal  fistulas  were  the  greatest  com- 
plication, but  with  a bettter  understanding  of 
the  blood  supply  of  the  ureter,  this  has  been 
eliminated.  There  have  been  no  fistulas  since 
1947.  There  have  been  no  other  major  compli- 
cations. 

Positive  lymph  nodes  have  been  found  in 
approximately  20%  of  patients  operated  and  it 
is  in  these  patients  that  surgery  may  have  its 
greatest  advantage  over  radiation  therapy. 

It  is  still  too  early  to  properly  evaluate  this 
work,  for  only  a small  number  have  been 
operated  five  years  or  longer.  It  can  only  be 
said  that  the  early  results  are  encouraging  as 
approximately  90%  of  the  patients  operated 
have  survived.  Those  of  us  interested  in  the 
treatment  of  Cervical  Carcinoma  eagerly  await 
the  final  assessment  of  this  monumental  work. 

Finally,  it  must  be  stated  and  made  clear  to 
all  that  radiation  therapy  is  still  the  method 
of  choice  in  the  treatment  of  Cervical  Carci- 
noma. Only  a few  patients  will  ever  be  eligi- 
ble for  radical  surgery,  if  indeed  radical  sur- 
gery stands  the  test  of  time. 

J.  Farra  Van  Meter,  Lexington:  Mr.  President 
Members  of  the  Association;  At  the  Fayette 
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County  Cancer  Clinic  we  see  more  cervical 
carcinoma  than  any  other  type  of  malignancy, 
with  the  exception  of  skin  cancer.  If  there  is 
anything  encouraging  that  has  come  from  our 
work  there  in  the  past  ten  years,  I think  it  is 
that  we  are  seeing  cervical  carcinoma  some- 
what earlier  than  we  did  some  years  ago. 

I am  afraid  it  is  very  true  that  many  an  in- 
dividual has  died  of  cervical  carcinoma  simply 
because  the  physician  who  saw  that  patient 
early  in  the  disease  was  too  indifferent  or  too 
lazy  to  make  ,a  careful  investigation,  and  by 
“careful  investigation”  I mean  a careful  pelvic 
examination  and  pathological  study  of  the  cer- 
vix, when  a gross  lesion  is  present. 

This  is  a severe  criticism  and  yet  I think  it 
is  a very  just  one  and  I do  not  know  of  any- 
thing that  is  going  to  change  the  mortality  of 
cervical  carcinoma  more  quickly  than  to  con- 
vince the  physician  who  sees  the  patient  com- 
plaining of  pelvic  disorder  or  with  abnormal 
vaginal  drainage  that  it  is  his  duty  as  well  as 
his  responsibility  to  make  a careful  study  of 
that  patient’s  pelvic  condition  and  not  just  to 
feel  that  it  is  too  much  trouble  to  do  so,  as- 
suming that  it  is  a benign  lesion  until  further 
evidence  develops.  It  is  indeed  distressing  to 
us  who  have  made  a study  of  these  cases  in  the 
Fayette  County  Cancer  Clinic  to  ask  these  pa- 
tients specifically,  as  we  do  time  and  time  a- 
gain  “How  long  after  you  first  consulted  with 
your  physician  was  it  before  he  made  an  in- 
ternal examination?”  and  to  have  these  pa- 
tients say  “Six,”  “Eight,”  “Ten”,  or  even  “Fif- 
teen” months.  There  is  no  excuse  for  it!  The 
responsibility  is  ours  and  if  we  do  not  assume 
it  then  we  are  guilty  of  gross  neglect. 

In  the  .treatment  of  cervical  carcinoma,  our 
usual  course  is  not  different  from  that  which 
has  been  so  well  presented  here  this  morning. 
We  do  feel  that  the  patient  presenting  a large 
cauliflower  lesion  in  the  region  of  the  cervix 
should  have  deep  x-ray  therapy  first,  this  to 
be  followed  by  intra-uterine  radiation. 

For  the  most  part  our  radical  surgery  is  con- 
fined to  those  very  early  cases  of  carcinoma  in 
situ.  We  do  hope  that  the  radical  measures 
which  have  been  mentioned  here  this  morning 
will  in  time  give  us  very  gratifying  results, 
but  we  feel  that  the  part  of  wisdom  at  the 
present  time  is  the  more  conservative  proce- 
dure. 

Again  I say,  let  us  not  forget  that  when  these 


patients  come  to  us  with  pelvic  symptoms  it 
is  our  responsibility  to  investigate  them  care- 
fully and  to  continue  to  study  these  cervical 
lesions  until  we  have  satisfactorily  ruled  out 
malienancy. 

Dr.  L.  Wallace  Frank,  Louisville:  Mr.  Chair- 
man, Gentlemen  of  the  Association:  I want  to 
emphasize  what  Dr.  Van  Meter  has  just  said, 
namely,  that  patients  with  pelvic  symptoms 
should  have  a thorough  pelvic  examination. 
My  experience  is  in  agreement  with  his,  name- 
ly, many  individuals  go  for  months,  consult 
physicians  but  are  never*examined. 

Some  years  ago  it  was  a practice  to  deliver 
babies  beneath  the  sheet.  That  time  has  now 
passed  and  women  should  cease  to  have  any 
false  sense  of  modesty.  After  all  one  cannot 
determine  the  true  nature  of  any  illness  with- 
out an  examination.  Since  the  publicity  and 
propaganda  put  out  by  the  American  Society 
for  the  Control  of  Cancer  women  now  realize 
that  abnormal  bleeding  and  abnormal  discharge 
are  definite  indications  for  a thorough  physi- 
cal examination.  If  the  physician  to  whom  they 
go  first  does  not  do  this  as  a rule  they  will  con- 
sult somebody  else. 

I want  to  say  that  I enjoyed  Dr.  Love’s  paper 
and  what  the  discussants  had  to  say.  I was 
surprised,  however,  that  he  failed  to  make  a 
distinction  in  the  types  of  cervical  cancer. 
Ninety-six  or  ninety-seven  per  cent  of  them 
arise  from  the  vaginal  portion  of  the  cervix 
and  are  epidermoid  in  type  and  practically  all 
of  these  are  radiosensitive.  There  is,  however, 
the  other  type  of  cancer  of  the  cervix  which 
arises  in  the  upper  end  of  the  cervix.  As  a rule 
this  can  be  found  only  with  a currette.  Care 
should  be  taken  not  to  enter  the  uterine  cavity 
during  the  currettment.  Simply  scrape  from 
the  upper  end  of  the  cervix.  Cancer  arising  in 
this  area  are  adeno-carcinoma.  This  type  of 
cancer  is  not  radiosensitive  and  if  the  disease 
is  limited  to  the  cervix,  even  though  the 
growth  is  fairly  well  advanced,  the  patient 
should  be  treated  by  radical  operation  and  not 
by  irradiation. 

Jesshill  Love,  (In  closing):  I want  to  thank 
you  again  for  appearing  before  you  and  also 
to  thank  my  discussants  for  their  kind  remarks. 
I think  the  paper  has  well  been  closed  by  the 
remarks  of  Dr.  Van  Meter  and  Dr.  Frank.  I 
could  add  nothing  to  their  words. 
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PRELIMINARY  EVALUATION  OF  THE  ORAL  ADMINISTRATION 
OF  MERCUHYDRIN  IN  CONGESTIVE  HEART  FAILURE 

Berber!  L.  Clay,  Jr.,  M.  D„  Maurice  M.  Besi,  M.  D„,  Henry  J, 
Brown,  M.D.,  Thomas  J.  Crume,  M.D.,  Frank  H.  Moore,  M.D. 

LOUISVILLE 


Mercurial  diuretics  have  been  the  sub- 
ject of  many  studies  in  recent  years,  and 
they  have  gained  a prominent  part  in  the 
therapeutic  regime  for  congestive  heart 
failure.  The  literature  concerning  the 
chemistry,  physics,  and  pharmacodyna- 
mics of  mercurials  has  recently  been  quite 
adequately  reviewed  by  Ray  and  Burch1 
and  will  not  be  repeated  in  this  paper. 
The  clinical  reports  of  Gold'2'3  4 and  asso- 
ciates have  done  much  to  stimulate  the 
intensive  use  of  parenteral  mercurials  in 
the  management  of  heart  failure.  How- 
ever, the  same  inconveniences  attendant 
w'th  daily  injections  of  any  material  are 
also  associated  with  daily  parenteral 
mercurial  administration.  For  these  rea- 
sons other  routes  of  mercurial  adminis- 
tration have  been  studied.  Rectal  admin- 
istration of  mercurial  diuretics  has  been 
investigated’’'6'7'8  but  has  not  been  widely 
accepted  because  of  local  irritant  action. 

Oral  mercurial  therapy  has  been  studied 
by  several  investigators9'10'11'1213'14,  and 
in  spite  of  favorable  reports,  in  general 
has  not  been  widely  accepted,  either  be- 
cause of  toxic  effects  or  because  of  inade- 
quate diuresis  following  oral  administra- 
tion of  previously  available  preparations. 
In  this  study  21  ambulatory  cardiac  pa- 
tients have  been  observed  following  the 
oral  administration  of  two  new  mercurial 
preparations*  to  evaluate  the  efficacy  of 
these  tablets  in  the  therapy  of  congestive 
heart  failure. 

Methods 

Attempts  to  treat  these  patients  in  this 
study  on  an  ambulatory  status  with  digi- 
talis and  parenteral  mercurial  diuretics 
given  at  the  usual  intervals  of  four  and 
seven  days  had  proven  unsuccessful,  and 

From  the  Institute  for  Medical  Research.  University  of 
Louisville  School  of  Medicine.  Aided  (by  Alben  W.  (Barkley 
Fund. 

Read  before  the  Warren  County  Medical  Society,  Bowline 
Green,  January  10,  1950, 


*The  experimental  oral  mercurials  used  in  this  study  were 
supplied  by  the  Lakeside  Laboratories.  One  of  these  tablets 
was  coated  rynd  contained  60  milligrams  of  Mercuhydrin 
and  100  milligrams  of  Ascorbic  Acid.  These  contain  approxi- 
mately 19.5  mgm.  of  mercury  equivalent  and  will  be  refer- 
red to  as  tablet  ‘‘A”.  The  other  tablet  contained  120  milli- 
grams of  Mercuhydrin  or  39.5  mg.  of  mercury  equivalent 
and  will  be  referred  to  as  tablet  “B”  in  this  paper. 


most  of  them  had  been  frequently  admit- 
ted to  the  hospital  for  intensive  therapy 
and  bed  rest,  or  had  required  daily  paren- 
teral therapy  on  an  outpatient  status. 
They  had  various  types  of  heart  disease 
from  an  etiological  classification,  but 
were  all  considered  as  class  3 or  4 from  a 
standpoint  of  functional  capacity. 

They  were  observed  while  visiting  the 
Heart  Clinic  at  the  Louisville  General 
Hospital  where  they  received  intensive 
parenteral  Mercuhydrin  therapy.  During 
this  period  the  amount  of  parenteral 
Mercuhydrin  necessary  to  maintain  these 
patients  in  compensation  was  determined 
by  means  of  clinical  observations  and 
daily  weight  records.  The  requirement 
was  from  4-24  cc.  of  Mercuhydrin  paren- 
terally  per  week  at  the  time  of  changing 
to  oral  mercurials.  The  duration  of  oral 
treatment  ranged  from  4 to  48  weeks  for 
those  who  tolerated  this  therapy.  The  dos- 
age varied  per  patient  from  1 to  8 tablets 
per  day,  and  there  was  noted  a consider- 
able fluctuation  from  month  to  month  in 
the  number  of  tablets  necessary  to  control 
individual  patients. 

All  of  these  patients  received  mainte- 
nance doses  of  digitalis.  Other  diuretics 
were  not  used  during  the  course  of  oral 
mercurial  therapy.  Dietary  restriction  of 
sodium  intake  was  recommended  but  was 
not  always  maintained  because  of  econo- 
mic, mental,  and  social  status  of  the  pa- 
tients. Fluids  were  not  restricted.  Weights 
were  recorded  daily  or  at  each  visit. 

The  response  to  oral  Mercuhydrin  was 
recorded  as  good,  fair,  or  poor.  A response 
was  reported  as  good  when  a patient  was 
reduced  to  “dry  weight,”  or  maintained  at 
a “dry  weight”  which  had  previously  been 
obtained  by  parenteral  use  of  Mercuhy- 
drin. A fair  response  was  recorded  for 
those  who  could  only  be  maintained  in 
compensation  by  oral  plus  a reduced  a- 
mount  of  parenteral  Mercuhydrin,  and  a 
poor  response  was  recorded  for  those  who 
were  not  benefited  in  any  way  by  the 
tablets,  or  who  could  not  tolerate  them. 
All  patients  were  closely  observed  for  any 
toxic  symptoms  and  their  urine  was  ex- 
amined weekly  for  evidence  of  renal  dam- 
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age  which  might  be  attributed  to  the  mer- 
cury. Blood  N.P.N.’s  were  also  done  week- 
ly, and  urea  clearance  tests  when  indicat- 
ed. 

Results 

Our  observations  of  the  response  of 
these  patients  to  the  oral  mercurials  used 
are  summarized  in  table  1.  It  may  be  noted 
that  a good  response  was  obtained  in  52  °I< 
of  the  patients  receiving  tablets  “A.”  If 
one  included  the  patient  showing  a fair 
response  as  a satisfactory  result  because 
his  parenteral  dosage  could  be  materially 
reduced  while  he  was  receiving  oral  ther- 
apy, there  would  then  be  a total  of  57% 
satisfactory  response  to  oral  therapy  with 
tablet  “A.”  This  is  of  interest  to  us  be- 
cause this  figure  is  exactly  equal  to  the 
percentage  of  satisfactory  results  obtained 
with  tablet  “B.”  As  already  stated,  tablet 
“A”  contains  only  one-half  the  mercury 
equivalent  of  tablet  “B.”  Furthermore,  it 
is  of  interest  that  intolerance  to  the  tablets 
was  noted  in  only  33%  of  the  patients 
while  they  were  receiving  tablet  “A,”  but 
was  noted  in  43%  of  this  same  group  while 
they  were  receiving  tablet  “B.”  (See  Table 
2) . In  view  of  the  reported  detoxifying  ef- 
fect of  Ascorbic  Acid  when  administered 
with  mercurials  intravenously,  one  might 
suspect  that  the  lower  incidence  of  toxic 
symptoms  for  tablet  “A”  was  in  part  due 
to  the  presence  of  100  mgm.  of  Ascorbic 
Acid  in  this  tablet.  The  development  of 
symptoms  of  toxicity  was  in  general  re- 
lated to  the  daily  dosage  of  mercury  re- 
quired, but  this  was  not  a constant  find- 
ing because  occasionally  some  patients 
would  become  nauseated  on  as  little  as 


one  or  two  tablets.  The  dosage  averaged 
about  4 tablets  per  day.  One  patient  re- 
ceived a total  of  706  tablets  “A”  and 
showed  no  evidence  of  urinary  or  blood 
disturbance  that  could  be  attributed  to 
the  drug. 


Five  patients  who  developed  gingivitis 
were  given  Penicillin  parenterally  and 
continued  on  their  oral  Mercuhydrin 
tablets  “A”  and  “B.”  Gingivitis  cleared 
while  they  continued  the  mercurial  ther- 
apy. All  of  these  individuals  had  extreme- 
ly dirty  and  carious  teeth  and  poor  oral 
hygiene  which  was  quite  evident  prior  to 
beginning  of  treatment.  The  toxic  effects 
of  these  tablets  were  transient  in  all  in- 
stances. Of  the  5 patients  who  developed 
nausea,  while  taking  tablet  “A,”  2 also  de- 
veloped vomiting  and  diarrhea,  which 
disappeared  following  the  discontinuance 
of  the  therapy  and  even  though  their  re- 
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Table  1.  Response 

of  patients 

treated 

with 

Tablet  “A”  (Contains 

60  mg 

Mercuhydrin 

and  100  mgm.  Ascorbic  Acid)  and  Tablet  “B” 

(contains  120  mg  of  Mercuhydrin). 


Patients  Receiving  Tablet  “A”  21  7 33  5 23.8  2 9.5  2 9.5  2 9.5  1 5 

Patients  Receiving  Tablet  “B”  14  6 43  3 21.4  2 14.2  0 0 3 21.4  0 0 

Table  2.  Patients  showing  symptoms  of  intolerance  to  the  Mercuhydrin 
Tablets  “A”  and  “B” 
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sponse  to  oral  therapy.  The  nausea  in  2 
others  was  mild  and  disappeared  while 
treatment  continued.  One  patient  develop- 
ed pruritis  which  cleared  follownig  chang- 
ing from  oral  to  parenteral  Mercuhydrin, 
and  it  is  not  certain  that  the  pruritis  was 
due  to  the  mercury. 

The  tablet  “A”  containing  Mercuhydrin 
and  Ascorbic  Acid  was  of  particular  in- 
terest in  view  of  reports  concerning  the 
diuretic  effects  of  Ascorbic  Acid15'10'1718. 
It  has  been  reported  that  Ascorbic  Acid 
alone,  when  given  intravenously,  pro- 
duces no  diuretic  response,  but  when  given 
in  conjunction  with  mercurials  intraven- 
ously increases  the  diuresis  from  50-250  %. 
It  is  quite  possible  that  some  of  the  diure- 
tic effect  of  tablet  “A”  was  due  to  the  As- 
corbic Acid,  since  one  tablet  “A”  was  ap- 
proximately equivalent  in  diuretic  effect 
to  one  tablet  “B”  and  yet  contained  only 
one-half  as  much  mercury  equivalent. 
Work  is  being  done  to  more  completely 
evaluate  the  actual  role  of  Ascorbic  Acid 
in  the  diuresis  observed  in  this  present 
study. 

Summary 

Both  of  the  Mercuhydrin  tablets  used 
in  this  study  were  of  definite  value  in 
maintaining  the  cardiac  compensation  in 
50  - 60 r/<  of  the  patients  observed.  The 
presence  of  Ascorbic  Acid  in  tablet  “A” 
apparently  made  possible  a reduction  in 
the  total  dosage  of  mercury  necessary  to 
maintain  compensation.  Toxic  effects  not- 
ed in  this  study  were  gingivitis,  nausea, 
vomiting,  diarrhea,  and  possibly  pruritis. 
These  toxic  effects  were  noted  in  33%  of 


the  patients  taking  tablet  “A”  and  in  43% 
of  these  patients  when  taking  tablet  “B.” 
In  only  2 patients  were  these  symptoms 
of  sufficient  severity  to  make  necessary 
the  discontinuance  of  the  drug. 
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MEDICAL  MANAGEMENT  OF  THE  PEPTIC  ULCER  PATIENT 

A.  S.  Warren,  M.  D. 

LEXINGTON 


Ivy  has  recently  estimated  that  approxi- 
mately 5 to  12%  of  the  population  either 
have  or  will  develop  peptic  ulcers  during 
their  lifetime.  The  greatest  incidence  oc- 
curs in  the  third  and  fourth  decades  but 
the  disease  has  been  reported  at  infancy 
and  into  old  age.  With  the  progressively 
aging  population  it  is  reasonable  to  as- 
sume that  this  condition  will  become  more 
prevalent.  Since  the  sex  ratio  is  decidedly 
in  favor  of  the  male,  this  disease  assumes 
tremendous  practical  importance  and  fre- 
quently incapacitates  the  breadwinner 
for  long  periods  of  time.  It  is  necessary 
therefore  to  establish  an  effective  and  yet 
practical  approach  to  the  therapy  of  pep- 
tic ulcer,  keeping  in  mind  the  disturbing 
fact  that  the  etiology  is  unknown.  In  or- 
der to  better  understand  the  currently  ac- 
cepted theories  of  etiology,  a few  words 
about  gastric  physiology  are  in  order.  I 
mention  “gastric”  because  the  majority 
of  workers  in  this  field  agree  that  witn- 
out  acid  secretion  there  can  be  no  peptic 
ulceration.  This  is  implied  by  the  very 
name  “peptic  ulcer.” 

Gastric  Physiology 

Hydrochloric  acid  is  secreted  by  the 
parietal  cells  of  the  gastric  mucosa.  These 
cells  are  located  essentially  in  the  f'undic 
portion  of  the  stomach  and  in  the  ectopic 
gastric  mucosa  found  in  Meckels  diverti- 
culum. As  a result,  peptic  ulceration  may 
occur  in  any  portion  of  the  bowel  exposed 
to  this  acid  secretion.  In  addition  to  hy- 
drochloric acid  the  gastric  mucosa  also 
secretes  four  alkaline  substances,  pepsin, 
rennin,  lipase  and  mucus.  The  first  three 
secretions  aid  in  gastric  digestion  while 
mucus  has  both  anti-peptic  and  acid  neu- 
tralizing properties.  The  motor  functions 
of  the  stomach  are  fourfold:  (1)  to  store 
food  (2)  to  break  up  the  food  mechanically 
(3)  to  mix  it  with  gastric  and  duodenal 
juices  (4)  to  move  this  mixture  into  the 
small  bowel.  Appetite  is  cerebral  in  ori- 
gin and  mediated  via  the  vagus  nerves 
which  produce  strong  gastric  contractions 
lasting  as  long  as  thirty  minutes  and  slow- 
ly move  from  the  cardia  toward  the  py- 
lorus. The  sphincteric  contraction  of  the 
duodenal  bulb  is  probably  a continuation 
of  the  same  mechanism.  The  gastric  secre- 

Read  before  Letcher  County  Medical  Society,  October  25, 
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tions  of  hydrochloric  acid,  pepsin  and  mu- 
cus are  stimulated  in  varying  degrees  by 
the  individual  foods  present  in  the  stom- 
ach. Protein  foods  elicit  the  greatest  re- 
sponse. The  controversy  of  hormonal 
stimulation  of  gastric  secretion  has  ap- 
parently ended  in  favor  of  a substance  se- 
creted into  the  blood  stream  during  gas- 
tric digestion.  Ivy  has  recently  reported 
gastric  secretion  in  an  isolated  fundic 
pouch  following  distention  of  the  normal- 
ly placed  pylorus.  A third  phase  of  gastric 
secretion  is  produced  by  tne  partially  di- 
gested food  in  the  duodenum.  Thus  acid 
secretion  is  elicited  in  the  stomach  even 
alter  the  food  has  passed  into  the  small 
intestine.  Elman  and  his  group  showed 
the  marked  increase  in  gastric  acidity  fol- 
lowing pyloric  obstruction  in  dogs.  It  is 
generally  agreed  that  the  alkaline  duode- 
nal contents  have  a powerful  buffering 
influence  when  regurgitated  into  the 
stomach.  Believing  the  mucin  from  the 
duodenum  to  be  the  most  active  buffering 
agent,  Fogleson  advocated  the  use  of  mu- 
cin by  mouth  as  a treatment  for  peptic 
ulcer,  and  found  that  60  gms.  by  mouth 
were  sufficient  to  neutralize  the  acid  se- 
creted by  1 mg.  of  histamine.  Hollander  in 
1946  showed  that  the  hypoglycemia  re- 
sulting from  insulin  caused  a vagal  stimu- 
lation of  acid  gastric  juices.  This  is  the 
basis  of  the  “insulin  test”  for  continuity 
of  the  vagus  nerves  after  vagotomy.  Pav- 
lov originally  recognized  that  a fatty  meal 
inhibited  gastric  secretion  and  prolonged 
the  emptying  time.  Lim  in  1930  demon- 
strated that  the  probable  mechanism  of 
this  inhibition  was  the  formation  in  the 
mucosa  of  the  small  and  large  intestine, 
following  contact  with  fat,  of  an  inhibi- 
tory substance  which  they  called  “entero- 
gastrone.”  This  and  similar  preparations 
are  being  given  a clinical  trial  in  the 
treatment  of  peptic  ulcer.  Two  procedures 
in  the  experimental  production  of  peptic 
ulcer  should  be  mentioned:  (1)  The  Mann- 
Williamson  operation  which  results  in  a 
gastrojejunal  ulcer  in  90  to  100%  of  cases 
so  prepared,  and  (2)  the  recently  develop- 
ed ulcers  as  a result  of  the  daily  injection 
by  Code  & Varco  of  histamine-beeswax- 
mineral  oil  mixtures.  Using  these  proce- 
dures workers  can  at  will  produce  peptic 
ulcers  similar  in  many  ways  to  the  lesions 
seen  in  man.  This  of  course  is  a great  help 
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in  working  out  methods  of  treatment  in 
the  experimental  animal. 

Theories  of  Etiology 

The  digestive  action  of  gastric  juice  is 
certainly  effective  in  producing  ulceration 
in  all  other  tissues  bathed  in  this  fluid 
but  the  very  fact  that  peptic  ulceration  is 
not  universal,  refutes  this  theory.  Various 
organs  have  been  incorporated  into  the 
stomach  wall  and  digestion  has  occured 
until  gastric  mucosa  was  grown  over  the 
foreign  tissue,  thereby  protecting  further 
ulceration.  If  however  certain  procedures 
are  added  to  augment  the  gastric  acidity, 
peptic  ulcer  will  be  produced. 

1)  Pyloric  Obstruction  as  was  shown 
by  Elman  will  produce  ulceration  in  the 
experimental  animal.  This  fact  has  great 
practical  importance  and  has  been  re- 
peatedly proven  to  be  so.  Similar  results 
in  rats  have  been  attributed  to  the  large 
amounts  of  unbuffered  gastric  juices. 

2)  Hyperacidity  is  probably  the  most 
“popular”  theory  of  peptic  ulcer  etiology. 
Palmer  in  a study  of  2,500  benign  ulcers 
was  unable  to  find  a single  incidence  of 
achlorhydria  after  histamine.  These  same 
workers  have  found  that  the  nightly  se- 
cretions of  ulcer  patients  show  a greater 
volume  of  fluid  in  addition  to  stronger 
concentration  of  acid.  Duodenal  ulcers  se- 
creted an  increased  amount  of  both  hy- 
drochloric acid  and  pepsin  as  compared 
to  the  gastric  ulcer.  The  dictum  “no  acid,” 
“no  ulcer”  is  generally  accepted. 

3)  Mann  and  others  have  called  atten- 
tion to  the  Site  of  Duodenal  Ulcer  and 
attribute  this  localization  to  the  “jet”  ef- 
fect produced  by  the  rapid  emptying  of 
the  pylorus.  This  same  phenomenon  is 
seen  in  the  experimental  animal  when  the 
Mann-Williamson  operation  is  performed. 
The  site  of  the  experimental  ulcer  is  thus 
shifted  to  the  margin  of  the  gastroentero- 
stomy when  the  movement  of  stomach 
contents  is  so  directed. 

4)  Many  workers  have  felt  that  decreas- 
ed blood  flow  was  the  deciding  factor  in 
lowering  the  tissue  resistance  at  the  ulcer 
site.  Baronofsky  and  Wangansteen  added 
experimental  proof  to  this  theory  when 
they  were  able  to  induce  ulcers  by  the 
repeated  administration  of  vasospastic  sub- 
stances. Ulcers  have  also  been  noted  after 
fractures  of  bone  and  the  appearance  of 
fat  emboli  is  believed  to  produce  ischemia 
at  the  ulcer  site.  Recently  a report  from 
the  Nuffield  Institute  described  an  arte- 
riovenous shunt  similar  to  the  Trueta 
phenomenon  seen  in  the  kidney.  The  oc- 


currence of  such  a shunt  in  the  gastroin- 
testinal tract  could  conceivably  account 
for  the  lowered  resistance  and  result  in 
localized  ulceration. 

5)  Finally  the  Neurogenic  Therapy  of 
peptic  ulcer  formation  must  be  mention- 
ed. Crile  in  1931  and  Alvarez  in  1932  no- 
ted the  association  of  the  aggressive  or 
“hyperkinetic”  personality  with  peptic  ul- 
cer. On  the  assumption  that  the  cephalic 
phase  of  digestion  is  mediated  by  way  of 
the  vagus  nerves,  Dragstedt  in  1942,  rein- 
troduced vagotomy  as  treatment  for  pep- 
tic ulcer.  The  results  to  date  bear  out  the 
neurogenic  factor  and  clinical  experience 
attests  to  the  association  of  a definite 
“peptic  ulcer  personality”  which  in  my 
experience  has  been  invariably  present. 

Therapy 

The  earliest  attempts  to  correct  peptic 
ulceration  were  directed  against  the  uni- 
versally present  acidity  of  the  stomach. 
Strong  alkalis,  namely  sodium  and  calcium 
salts,  were  used  and  effective  neutraliza- 
tion resulted  in  relief  of  pain.  In  certain 
instances  however  alkalinization  occured 
and  urinary  difficulties  ensued.  A study 
of  the  chemistry  of  gastric  digestion  cor- 
rected this  and  introduced  the  buffering 
effect  of  aluminum  hydroxide  and  magne- 
sium trisilicate.  Recent  antacid  prepara- 
tions include  both  the  buffering  salts  and 
non-absorbable  alkalis. 

Since  pylorospasm  is  generally  associat- 
ed with  peptic  ulcer  and  experimental 
work  has  proven  the  value  of  regurgitat- 
ed alkaline  contents,  spasmolytic  drugs 
were  added  to  the  regime.  Relaxation  of 
the  pylorus  is  effective  both  in  moving 
the  highly  acid  stomach  contents  away 
from  the  ulcer  site  and  at  the  same  time 
allowing  the  alkaline  intestinal  juices  to 
be  regurgitated  into  the  stomach.  De- 
Bakey  (1937)  showed  the  relative  value 
of  the  individual  juices  in  the  prevention 
of  a marginal  ulcer  in  the  experimental 
dog.  He  concluded  that  bile  was  the  most 
important,  pancreatic  juice  less  important 
and  succus  entericus  the  least  important 
as  a means  of  neutralizing  gastric  acidity 
and  preventing  ulcer  formation.  Bile  has 
been  used  clinically  for  additional  neu- 
tralization with  varying  results. 

The  protective  value  of  mucin  was  rec- 
ognized by  Pavlov  and  has  been  amply 
confirmed  by  recent  direct  observation  of 
the  gastric  mucosa  either  by  way  of  gas- 
troscopy or  rare  gastric  fistula.  This  agent 
has  also  been  used  clinically  with  success. 

Early  experimental  work  revealed  the 
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stimulating  effect  of  certain  foods;  main- 
ly proteins  and  starches.  Sippy’s  regime 
originally  consisted  of  hourly  administra- 
tion of  milk  and  cream  with  in  between 
feedings  of  a strong  alkali.  Andresen  and 
Meulengracht  later  modified  this  diet  to 
include  other  soft  foods  with  added  vita- 
min content.  At  this  time  it  is  well  to  men- 
tion that  caffeine  and  other  vasospastic 
drugs  are  contraindicated.  Thus,  coffee 
and  tobacco  must  be  eliminated. 

Recently  Co  Tui  introduced  amino  acid 
preparations  in  the  treatment  of  acute 
hemorrhage  from  peptic  ulcer.  This  meth- 
od based  on  his  findings  of  a lowered 
amino  acid  content  in  the  blood  of  such 
patients,  has  not  found  favor  by  other 
workers.  Attempts  to  correlate  low  pro- 
tein values  with  bleeding  peptic  ulcer 
have  not  been  successful  in  other  hands. 
The  neutralizing  factor  of  natural  occur- 
ing  proteins  should  be  theoretically  sound 
but  the  present  preparations  to  date  are 
so  distasteful  that  most  patients  refuse 
this  regime  after  several  days. 

As  mentioned  before  many  workers  im- 
pressed by  the  ability  of  histamine  to 
stimulate  gastric  secretion,  attempted  to 
produce  ulceration  by  repeated  injection 
of  the  drug.  Code  and  Varco  were  finally 
able  to  produce  peptic  ulceration  in  many 
different  experimental  animals  by  the  in- 
jection of  a histamine-beeswax  mixture. 
Immediately,  the  use  of  antihistaminic 
drugs  was  suggested  in  the  therapy  of 
the  comparable  clinical  condition.  This 
hope  was  short-lived  however  when  in 
subsequent  experiments  these  workers 
were  unable  to  prevent  histamine-induced 
ulcers  either  with  Benadryl  or  enterogas- 
trone.  Subsequent  clinical  trials  of  anti- 
histamine drugs  have  been  reported  by 
Me  Gaviack,  Crane  and  Hartman.  The  lat- 
ter author  reported  no  change  in  the 
gastric  acidity  after  adequate  dosage  of 
Pyribenzamine  in  the  treatment  of  12 
cases  of  gastrointestinal  ulcer. 

Following  the  suggestion  that  fats  re- 
tard both  the  gastric  secretion  and  delay 
the  emptying  time  of  the  stomach,  Ivy 
and  associates  have  developed  an  extract 
of  the  intestines,  which  when  injected 
parenterally  reduces  these  gastric  func- 
tions. Observations  on  clinical  studies 
over  a short  period  have  established  this 
principle  in  the  treatment  of  peptic  ulcer. 
Further  work  must  be  done  however  to 
simplify  enterogastrone  before  it  can  be 
applied  clinically. 

Again  working  on  the  theory  that  acid 
is  the  basic  factor  to  be  overcome  in  the 


treatment  of  peptic  ulcer,  attemps  were 
made  to  selectively  absorb  the  chloride 
radicle  and  prevent  or  reduce  the  secre- 
tion of  hydrochloric  acid.  One  of  these 
anion  exchanges  resins,  polyethylene  po- 
lamine  methylene,  marketed  under  the 
trade  name  “Resinat”  has  been  reported 
by  Weiss  as  being  the  most  effective  ant- 
acid used  by  this  group.  The  resin  selec- 
tively absorbs  the  hydrochloric  acid  and 
passes  unchanged  with  the  feces.  No  un- 
toward reactions  or  changes  in  body  chem- 
istry were  noted. 

The  importance  of  the  neurogenic  fac- 
tor in  the  production  of  peptic  ulcer  has 
been  known  for  years  but  recent  studies 
prompted  by  the  work  on  vagotomy  have 
intensified  this  aspect  of  the  disease.  Re- 
peatedly the  aggressive  nature  of  the  pa- 
tient has  been  stressed.  The  constant 
strain  of  high  speed  living,  the  tension 
under  which  these  patients  work  ap- 
parently is  conducive  to  increased  gastric 
activity.  The  “ulcer  patient”  as  described, 
is  a thin,  nervous  emotionally  unstable  in- 
dividual. He  is  a conscientious,  hard- 
worker,  always  in  a hurry  and  never  re- 
laxes. These  patients  frequently  have 
poor  eating  habits  which  undoubtedly 
adds  to  the  gastric  disturbance.  It  is  diffi- 
cult to  confirm  these  opinions  experiment- 
ally but  the  statistical  study  of  disease 
during  the  war  revealed  a marked  inci- 
dence of  peptic  ulcer,  reflecting  the  in- 
creased tension  of  that  period.  Selye  ap- 
proaches this  idea  in  his  “diseases  of  a- 
daptation.”  He  groups  peptic  ulcer  along 
with  hypertension,  ulcerative  colitis  and 
other  conditions  and  gives  convincing  evi- 
dence that  the  pathological  lesions  are 
a direct  result  on  the  part  of  the  patient 
to  adapt  himself  to  an  abnormal  stress. 
From  the  therapeutic  standpoint,  seda- 
tion, intelligent  understanding  of  the  dis- 
ease, and  at  times  a vacation  are  indicat- 
ed to  relieve  the  symptoms  of  peptic  ul- 
cer. 

Probably  the  most  important  feature  of 
the  treatment  of  peptic  ulcer  as  Althausen 
mentions,  is  the  prevention  of  recurrences. 
First  in  importance  is  the  diagnosis  which 
should  include  a complete  history,  physi- 
cal examination  including  a brief  psychi- 
atric summary  and  conclude  with  X-Ray 
confirmation.  Functional  “indigestion” 
should  never  be  diagnosed  as  “ulcer.”  The 
second  preventive  step  is  adequate  treat- 
ment. The  intensity  of  pain  and  correla- 
tion of  the  physical  and  roentgen  findings 
determine  how  strict  should  [be  the  rou- 
tine. Acute  ulcers  should  (be  placed  on  al- 
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ternating  milk  and  cream  every  hour  for 
a week.  Anti-spasmodics  and  antacids 
should  be  freely  used  together  with  seda- 
tion. During  the  second  week  the  diet  is 
liberalized  to  include  bland  foods  but 
regularity  of  feedings  must  be  maintain- 
ed. The  third  week  allows  the  addition  of 
fruits  and  pureed  vegetables  and  strict 
punctuality  of  feedings  is  lessened.  Grad- 
ually a full  diet  is  assumed  with  the  ex- 
ception of  extreme  amounts  of  greasy, 
heavy  starches,  excessive  tobacco  and  alco- 
hol. Antispasmodics  are  maintained  for 
three  months  and  antacids  are  continued 
for  six  months.  During  the  active  treat- 
ment period,  the  patient  should  be  edu- 
cated concerning  his  disease.  The  impor- 
tance of  moderation  in  everything,  es- 
pecially eating  is  stressed,  and  careful 
observation  of  the  stool  for  blood  and  the 
immediate  return  to  the  initial  treatment 
schedule  when  blood  or  severe  epigastric 
pain  recur.  Lastly,  a close  evaluation  of 
the  psychic  make-up  of  the  patient  with  a 
few  well-chosen  words  of  encouragement 
to  dispel  the  fear  of  cancer  in  duodenal 
ulcer  may  be  a “Stitch  in  time.” 

Summary 

In  summary  I have  listed  briefly  the 
known  facts  of  gastric  physiology,  re- 
viewed the  current  theories  of  etiology  of 
peptic  ulcer  and  attempted  to  present  ra- 
tional methods  of  therapy.  The  very  bulk 


of  literature  on  the  subject  confirms  the 
fact  that  the  etiology  is  unknown  and  un- 
til more  exact  information  is  available, 
therapy  will  continue  along  the  lines  as 
set  forth  by  Alvarez  in  1932.  After  a 
thorough  study  of  the  causes  of  peptic  ul- 
cer, he  outlined  five  conditions  which  are 
fundamentally  important: 

1)  An  increase  in  acidity  and  peptic  ac- 
tivity of  the  gastric  juice. 

2)  A diminution  in  the  amount  of  mu- 
cus secreted. 

3)  An  ischemia  of  the  tissues  produced 
by  spasm  of  the  'blood  vessels  or  of  the 
muscles  of  the  stomach. 

4)  The  possibility  of  pancreatic  and  bi- 
liary secretions  “drying  up”  as  does  the 
saliva  under  emotional  stress. 

5)  Stagnation  of  gastric  contents,  with 
increased  acidity,  as  the  result  of  pyloro- 
spasm. 
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THE  MOST  FAVORABLE  INTERNAL  CANCER 
Richard  H.  Overholi,  M.  D. 

BROOKLINE,  MASSACHUSETTS 


One  of  the  prime  objectives  in  our  work 
is  to  prolong  the  life  of  patients  who  har- 
bor potentially-fatal  disease.  Other  things 
being  equal,  cure  rates  often  parallel  the 
degree  of  interest  shown  these  afflictions 
by  doctors.  Interest  is  apt  to  lag  if  a com- 
bination of  these  factors  exists: 

(1)  Rarely  encountered  in  one’s  prac- 
tice. 

(2)  Difficult  to  diagnose. 

(3)  Usually  incurable  regardless  what 
we  do. 

This  discussion  concerns  itself  with 
just  the  opposite  combination: 

From  the  Department  of  Surgery,  Tufts  College  Medical 
.School.  Member  of  Staff  New  England  Deaconess  and  New 
England  Center  Hospitals. 

Read  before  the  Kentucky  Medical  Association,  Owens- 
boro, October  6-8,  1949. 


(1)  Disease  that  is  common. 

(2)  One  that  can  de  detected. 

(3)  One  that  is  curable  if  diagnosed  at 
the  proper  time. 

In  addition,  there  is  a fourth  good  rea- 
son why  every  doctor  should  be  interest- 
ed in  this  subject.  You  might  already  have 
such  a lesion  yourself  or  develop  one  in 
the  future  and  be  able,  by  a simple  pre- 
cautionary measure,  to  save  your  own 
life.  This  common,  detectable,  and  cur- 
able disease  is  primary  cancer  of  the  lung. 

How  Common  Is  It? 

Probably  24  Kentucky  doctors  who  are 
now  engaged  in  practice  will  eventually 
succumb  to  cancer  of  the  lung.  This  as- 
sumption is  based  on  the  fact  that  there 
are  approximately  2400  physicians  in  your 
state  and  about  1 per  cent  of  all  males 
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over  40  die  of  lung  cancer.  In  the  last  re- 
port of  the  American  Cancer  Society,  13.5 
per  cent  of  all  deaths  in  males  is  due  to 
cancer  and  13  per  cent  of  these  originate 
within  the  lung  (1).  Your  chances  of  es- 
caping a lung  cancer  may  be  less  than 
that,  tor  this  type  of  cancer  is  showing  an 
absolute  increase  in  frequency.  For  ex- 
ample, from  1933  to  1946,  the  incidence 
has  more  than  doubled  (2).  These  figures 
apply  also  to  your  patient  population  so 
tnat  every  physician  is  confronted  with  a 
definite  possibility  of  a case  of  lung  can- 
cer turning  up  at  any  time  in  his  practice. 

The  Most  Favorable  Internal  Cancer 

Our  profession  has  recognized  the  dif- 
ficulties of  detecting  internal  cancer  in  its 
early  phase.  Doctors  have  been  urged  to 
concentrate  on  tumors  originating  in  the 
so-called  accessible  areas.  Cancer  sites 
other  than  the  skin,  oral  cavities,  breast, 
vagina,  or  rectum  have  been  considered 
to  be  out  of  the  range  of  practicability 
from  the  'standpoint  of  screening  large 
segments  of  the  population  for  silent  tu- 
mors. For  example,  in  uncovering  cancer 
of  the  digestive  or  genito-urinary  systems, 
there  are  no  known  practical  methods  to 
screen  asymptomatic  patients  for  silent 
and  early  growths.  Our  clinics,  hospitals, 
and  x-ray  offices  would  be  able  to  cover 
but  a small  fraction  of  the  population  if 
they  attempted  to  do  annual  gastrointes- 
tinal series  as  a screening  program.  For 
the  detection  of  cancer  in  the  digestive 
system,  it  is  necessary  to  use  contrast 
media  and  time-consuming  procedures  by 
a radiologist  or  specialist.  The  same  ap- 
plies to  the  urinary  system. 

Although  the  lung  is  as  much  in  the 
geographic  center  of  the  body  as  any  or- 
gan, it  should  be  grouped  with  the  five 
other  accessible  sites  for  cancer  detection. 
In  the  first  place,  the  lung  lends  itself 
more  readily  to  screening  than  any  other 
organ  and,  secondly,  small  and  early  tu- 
mors are  likely  to  produce  some  abnormal 
shadows  that  will  be  spotted.  The  first 
statement  is  true,  for  tuberculosis  case- 
finding programs  have  demonstrated  that 
single  units  operated  by  technicians  can 
take  and  develop  miniature  films  on  a 
mass-production  basis;  some  do  500  or 
more  individuals  in  a day.  Costs  are 
brought  down  to  a few  cents  per  indivi- 
dual. The  expense  has  been  justified  on 
the  basis  of  yield  in  tuberculosis  alone. 
Automatically,  these  individuals  are  being 
screened  for  cancer.  Non-tuberculous  ab- 
normal shadows  showing  up  in  the  tuber- 
culosis survey  programs  can  then  be  re- 


screened for  the  purpose  of  sorting  out  all 
possible  silent  cancers. 

There  is  existing  evidence  to  show  that 
miniature  films  will  detect  abnormal 
shadows  of  early  cancer.  Four  fifths  of 
the  tumors  take  origin  within  bronchi 
leading  to  segments  or  lobes.  These  tu- 
mors need  only  grow  to  the  size  of  3,  4,  or 
5 mm.  to  cause  an  occlusion  of  the  involved 
segmental  or  lobar  bronchus.  This  results 
in  atelectasis  of  the  corresponding  seg- 
ment or  lobe,  the  increased  density  of 
which  represents  a highly-magnified 
shadow  of  the  secondary  effects  of  a small 
tumor.  In  the  majority  of  cases,  therefore, 
this  magnification  of  the  abnormality  in- 
creases many  fold  the  chances  of  detecting 
the  lesion  on  a survey  film.  (See  Fig.  1,  2 
and  3.)  Approximately  one-fifth  originate 
in  the  periphery  of  the  lung.  When  the 
tumor  reaches  a 3 mm.  size,  it  will  cast  a 
direct  shadow  which  shows  up  in  contrast 
to  the  highly-rarefied,  lung-field  shadows. 
(See  Fig.  1 and  4 A.  B.) 

The  statement  that  early  lung  cancer 
does  have  a silent  phase  and  can  be 
discovered  as  a by-product  of  the  tuber- 
culosis survey  program  is  being  constantly 
substantiated  by  experiences  in  man  / 
thoracic  clinics.  For  example,  Watson  (3) 
reports  that  at  the  Memorial  Hospital  in 
New  York  City  they  have  explored  104 
patients  who  had  silent  lesions  and  found 


Figure  1 

Diagram  showing  why  small  primary  lung 
tumors  give  tell-tale  shadows  on  survey  film. 
Small  peripheral  shadows  cast  a direct  shadow. 
Small  central  tumors  cause  a block  of  one  of 
the  bronchi,  thus  causing  secondary  changes 
in  that  segment  of  lung  supplied  by  the  affect- 
ed bronchus.  This  change  produces  a greatly- 
magnified  shadow. 
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Figure  2 

Mrs.  M.  C.  Age  45.  Survey  film  taken  of  hos- 
pital employee.  Note  diffuse  area  of  density  at 
the  right  base.  This  shadow  is  typical  of  seg- 
mental atelectasis.  The  tumor  itself  was  small. 
(See  Fig.  3.)  The  abnormality  on  the  screening 
film  was  actually  a magnified  shadow  of  the 
secondary  change  caused  by  an  early  and  small 
cancer. 


41  per  cent  of  them  to  be  malignant.  In 
our  thoracic  clinic,  we  have  seen  59  silent 
tumor  suspects.  Of  these,  27  or  46  per  cent 
proved  to  be  malignant.  For  theoretical 
and  practical  purposes,  therefore,  it  can 
be  shown  that  the  single  miniature  x-ray 
film  can  spot  abnormalities  which  may 
be  caused  by  silent  and  early  lung  cancer, 
and  it  is  important  to  consider  the  impor- 
tance of  properly  labeling  every  case  with 
positive  findings. 

Faclors  Leading  to  Delay  in  Proper  Labeling 

In  the  past,  when  doctors  have  tried  to 
work  out  a differential  diagnosis  between 
cancer  and  lung  diseases  caused  by  chron- 
ic or  acute  infections  in  patients  coming 
to  them  with  symptoms,  there  has  been 
confusion  and  delay.  For  example,  Schmidt 
and  I (4)  reported  that  the  average 
patient  will  see  a doctor  within  three 
months  of  the  onset  of  symptoms.  Another 
seven  months,  however,  is  lost  before  can- 
cer is  suspected.  Why  does  it  take  so  long 
to  establish  a diagnosis,  even  in  patients 


who  have  symptoms?  Some  of  the  delay, 
six  weeks  on  the  average,  was  attributable 
to  a trial  period  for  symptomatic  treat- 
ment. Unfortunately,  most  of  the  first 
symptoms  of  lung  cancer  are  also  symp- 
toms of  many  common  chest  ailments, 
such  as,  cigarette  cough,  wheezing,  or 
vague  chest  discomfort.  The  major  por- 
tion of  the  delay,  an  average  of  five 
months,  was  due  to  failure  to  consider  the 
possibility  of  cancer  when  the  first  x-ray 
film  was  interpreted.  In  the  past,  the 
greatest  difficulty  has  seemed  to  lie  in  the 
matter  of  interpreting  segmental  atelec- 
tatic shadows  as  possible  stem  bronchial 
tumor  suspects.  If  these  abnormalities 
were  found  in  the  upper  pulmonary  seg- 
ments, they  were  called  tuberculosis.  (See 
Fig.  5.)  If  they  were  found  in  the  lower 
lung  field,  they  were  likely  to  be  explain- 
ed on  the  basis  of  pneumonitis,  unresolv- 
ed pneumonia,  or  as  being  due  to  a 'virus 
infection  or  bronchiectasis.  (See  Fig.  6.) 


Figure  3 

Photograph  of  surgical  specimen.  Note  small 
tumor  in  basal  segmental  bronchus  and  the 
magnified  area  of  change  in  the  periphery  of 
the  corresponding  segment  due  to  atelectasis. 
This  patient’s  life  was  saved  because  a small 
cancer  was  detected  early  and  excisional  ther- 
apy applied  immediately. 
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Figure  4,  A. 


Figure  4,  B. 

Mr.  D.  H.  Age  60.  Silent  cancer  of  left  lung. 
Shadow  seen  in  survey  film  taken  two  years 
before  patient  consented  to  treatment.  Note  en- 
largement of  shadow  in  later  film.  Then  patient 
had  a slight  cough.  Lung  successfully  removed, 
but  cure  doubtful  because  of  delay  in  applica- 
tion of  treatment. 


The  past  difficulties  and  delays  in  the  in- 
terpretation of  segmental  atelectatic 
shadows  in  patients  with  symptoms  which 


caused  many  individual  tragedies  should 
serve  to  alert  doctors  as  to  the  necessity 
for  prompt  and  accurate  interpretation  of 
all  silent  shadows. 

What  Tests  Help  to  Prove  or  Disprove  the 
Existence  of  Lung  Cancer? 

The  great  majority  of  abnormal  lung- 
field  shadows  which  are  screened  out  by 
survey  films  will  be  old,  residual  shadows 
of  healed  inflammatory  processes.  Most  of 
these  can  be  adequately  differentiated  by 
more  complete  radiologic  studies,  includ- 
ing fluoroscopy,  stereo,  positional  films, 
or  laminography.  For  verification  of  all 
tumor  suspects,  three  steps  can  be  taken: 

(1)  Study  of  sputum  or  aspirated  bron- 
chial washings  cystologically. 

(2)  Bronchoscopic  examination  and  bi- 
opsy. 

(3)  Exploratory  thoracotomy. 

In  the  past,  the  majority  of  patients 
came  under  observation  in  the  late  or 
symptomatic  stage  of  the  disease.  Exten- 
sive growths  were  easier  to  see  broncho- 
scopically.  Silent  tumors  are  more  apt  to 
be  small  ones,  and  the  incidence  of  posi- 
tive bronchoscopic  verification  will  drop 
accordingly.  Fortunately,  the  introduction 
of  the  Papanicolaou  method  of  cytological 
examination  of  secretions  from  areas  sus- 
pected of  harboring  malignancy  has  help- 
ed tremendously  in  the  evaluation  of  lung 
tumor-suspect  cases.  A negative  broncho- 
scopic examination,  however,  and  a nega- 
tive smear  of  sputum  or  bronchial  secre- 
tions should  not  be  taken  as  evidence  of 
the  non-existence  of  an  early  cancer.  In 
all  instances,  particularly  in  men,  when 
the  x-ray  provides  strong  presumptive 
evidence  of  cancer,  surgical  exploration 
should  be  advised.  The  tissues  can  then 
be  brought  under  inspection,  palpation, 
and  biopsy  can  be  taken.  Often,  the  lesion 
will  be  accessible  for  a direct  biopsy.  If 
the  lesion  is  deep  within  the  lung  sub- 
stance, the  ability  to  utilize  any  one  of 
the  eighteen  pulmonary  segments  as  a 
unit  for  excision  (5)  permits  the  surgeon 
to  limit  the  lung  removal  to  just  that  in- 
dividual segment  or  combination  of  seg- 
ments bearing  the  lesion  under  question. 
In  this  way,  an  entire  lobe  or  lung  need 
not  be  sacrificed  until  it  has  been  demon- 
strated by  frozen  section  that  the  lesion 
is  a cancer.  After  absolute  verification, 
the  surgeon  then  plans  the  best  cancer  op- 
eration for  that  patient.  In  most  instances, 
a complete  unilateral  dissection  of  media- 
stinal glands  and  a resection  of  the  entire 
lung  will  provide  the  widest  margin  of  ex- 
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Figure  5 

Mr.  M.  M.  Age  59.  Silent  cancer  of  left  lung. 
Abnormality  was  noted  in  survey  film  taken 
in  Cambridge,  Massachusetts,  anti-tuberculo- 
sis campaign.  The  shadow  looked  like  tubercu- 
losis, but  sputum  and  gastric  washings  failed 
to  reveal  tubercle  bacilli.  Exploration  was  ad- 
vised and  carried  out  promptly.  An  early  and 
favorable  cancer  was  found  and  successfully 
excised. 


cision  and  promise  the  greatest  security 
against  recurrence.  Occasionally,  in  some 
elderly  patients  with  lowered  pulmonary 
reserve,  one  must  weigh  the  risk  of  pro- 
ducing a submarginal  lung  reserve  against 
the  risk  of  recurrence  with  a more  limited 
excision  of  adjoining  tissue.  Then,  the 
limited  removal  of  the  cancer-bearing  seg- 
ment or  lobe  might  be  justified. 

The  Risk  of  Treatment  Vs.  the  Risk  of  Disease 

The  question  often  is  asked,  “Is  it  not 
too  radical  or  hazardous  to  surgically  ex- 
plore the  thoracic  cavity  unless  the  diag- 
nosis of  cancer  has  been  verified?”  It  is 
always  necessary  to  balance  the  risk  of  a 
procedure  against  the  disease  itself  or  the 
possibility  of  its  existence.  (See  Fig.  7). 
When  the  presence  of  lung  cancer  is 
known,  almost  any  risk  can  be  assumed, 
for  the  disease,  untreated,  carries  a 100 
per  cent  mortality.  In  a seventeen-year 
experience  (1932  to  September,  1949)  in 
resecting  191  cancerous  lungs  in  patients 
with  symptoms,  the  over-all  mortality 
within  sixty  days  has  been  18  per  cent. 


The  majority  of  these  were  palliative  pro- 
cedures carried  out  in  the  presence  of  ex- 
tensive disease.  During  the  past  four 
years,  the  mortality  has  been  reduced  to 
11  per  cent.  In  nine  cases,  discovered  inci- 
dentally, resection  has  been  done  success- 
fully in  all.  Furthermore,  there  have  been 
occasions  when  exploration  has  failed  to 
reveal  cancer,  and  resection  was  not  neces- 
sary. In  this  group,  there  has  also  been  no 
mortality. 

Can  Chest  Screening  be  Made  Mere  Effective? 

Practical  suggestions  that  should  pro- 
mote a higher  detection  rate  for  lung  can- 
cer are: 

(1)  Full  co-operation  by  every  doctor 
with  any  survey  program  which  may  be 
in  progress  in  his  community.  As  a by- 
product of  the  anti-tuberculosis  campaign, 
there  will  be  discovered  automatically  a 
certain  number  of  early  cases  of  cancer  of 
the  lung.  Tha  value  of  this  double  screen- 
ing will  be  directly  proportional  to  the 
promptness  of  the  follow-up  and  the  ac- 
curacy of  the  labeling  process. 


Figure  6 

Mr.  A.  B.  Age  56.  X-ray  of  cancer  of  the  left 
lung  which  was  observed  for  fourteen  months 
under  diagnosis  of  virus  pneumonia,  unresolv- 
ed pneumonia,  and  pneumonitis.  The  abnor- 
mality seen  is  segmental  atelectasis  caused  by 
small,  centrally-located  tumors.  When  explored 
mediastinal  extension  of  the  growth  was 
found,  and  so  only  palliation  can  be  expected. 
The  delay  of  over  one  year  robbed  this  patient 
of  a possible  chance  of  cure. 
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Figure  7 

Photograph  of  F.  R.  Age  55.  This  patient  was 
treated  successfully  for  a lung  cancer.  He  en- 
joys good  health,  works  steadily,  and  his  activ- 
ities are  not  unduly  limited. 


(2)  Doctors  should  make  some  arrange- 
ment so  that  their  adult  patient  popula- 
tion can  have  a single  film  of  the  chest 
made  once  a year.  Existing  facilities  in 
hospitals,  sanatoria,  or  private  radiologic 


offices  should  be  made  available  so  that 
screening  films  can  be  taken  and  interpre- 
ted on  a mass-production  and  nominal-cost 
basis. 

Conclusion 

A unique  situation  exists  relative  to  pri- 
mary lung  cancer.  It  commands  our  inter- 
est because  of  its  frequency.  It  is  one  of 
the  most  deeply  situated  of  all  internal 
cancers  and  masquerades  as  many  other 
common  lung  diseases,  yet  it  is  the  most 
accessible  of  all  internal  cancers  for  de- 
tection and  verification.  It  is  the  one  form 
of  internal  cancer  for  which  a practical 
screening  method  exists.  The  situation  is 
also  unique,  for  a nation-wide  campaign 
is  going  on  for  the  purpose  of  finding  a 
communicable  disease,  and  both  tubercu- 
losis and  cancer  can  be  caught  in  the  same 
net.  Doctors  are  obligated  to  promptly 
and  skillfully  manage  the  follow-up  so 
that  patients  harboring  a silent  form  of 
lung  cancer  may  receive  the  benefit  of 
curative  treatment. 
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THE  TREATMENT  OF  PERIPHERAL  VASCULAR  DISEASE 

John  B.  Floyd,  Jr.,  M.  D. 

LEXINGTON 


I want  to  talk  about  peripheral  vas- 
cular diseases,  and  the  part  played  in 
the  treatment  by  surgery.  In  all  aspects 
of  treatment,  the  prevention  of  vasospasm 
comes  under  consideration.  It  is  the  pres- 
ence of  vasospasm  which  permits  us  to  ex- 
pect benefit  from  the  application  of  thera- 
peutic measures  designed  to  increase 
vasodilation1-14.  Such  positive  statements 
have  excellent  anatomical  and  physiolog- 
ical observations  and  clinical  results  for 
support,  and  a brief  review  of  these  ob- 
servations is  proposed. 

Anatomy  and  Physiology 

The  sympathetic  nerves  involved  are 
called  visceral  efferent  fibers,  which  carry 

Read  before  Fayette  County  Medical  Society,  Lexington, 
February  14,  1950. 


impulses  from  the  central  nervous  sys- 
tem via  the  ventral  nerve  root,  and  with 
the  so-called  visceral  afferent  fibers, 
which  carry  impulses  to  the  central  ner- 
vous system,  form  the  autonomic  nervous 
system.  All  of  the  visceral  efferent  fibers 
have  much  in  common,  all  originating  from 
lateral  horn  cells  of  the  spinal  cord  as 
pre-ganglionic  myelinated  white  rami 
ending  in  peripheral  ganglia.  From  the 
ganglia  arise  postganglionic  fibers  which 
are  distributed  to  all  involuntary  muscles 
of  the  body  and  blood  vessels,  and  to  the 
glands.  The  autonomic  nervous  system, 
in  general,  is  divided  into  two  groups  ac- 
cording to  the  reaction  to  acetylcholine 
and  adrenaline,  the  cranio-sacral  outflow, 
cholinergic,  whose  actions  are  noted  as 
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similar  to  those  produced  by  the  use  of 
acetylcholine1,  and  the  thoraco-lumbar 
outflow,  adrenergic,  whose  actions  are  re- 
produced by  adrenaline. 

While  the  viscera  receive  a double  in- 
nervation from  both  groups,  the  periph- 
eral blood  vessels  receive  efferent  fibers 
only  from  the  thoraco-lumbar  outflow, 
the  upper  extremities  from  thoracic  gang- 
lia 1,  2,  and  3,  arising  in  spinal  segments 
T 3 to  T 6,  and  the  lower  extremities  from 
lumbar  ganglia  2 and  3,  which  in  turn  a- 
rise  from  the  spinal  segments  T 10  to  L 2. 

Reflex  vasoconstriction  in  the  extremi- 
ties is  a normal  response  of  the  body  to 
various  stimuli  in  regulating  body  heat. 
Skin  vasoconstriction  on  exposure  to  cold 
is  a complex  response  according  to  Sir 
Thomas  Lewis15: 

First:  There  is  a persistent  direct  local 
vessel  constriction  in  response  to  cold. 

Second:  There  is  an  immediate  general 
vaso-constriction  by  reflex  action  through 
the  central  nervous  system  which  is  tran- 
sient. 

Third:  The  cooled  venous  blood  stimu- 
lates a cold  sensitive  central  nervous  sys- 
tem mechanism  which  maintains  a per- 
sistent generalized  vaso-constriction  in- 
volving arteries,  arterioles,  capillaries, 
venules,  and  veins. 

Peripheral  vasoconstriction  normally 
follows  worry,  anger,  or  fear  and  it  is  the 
normal  reaction  to  the  use  of  tobacco  in 
any  form.  Pain  in  or  trauma  to  an  ex- 
tremity is  followed  by  a vaso-constriction 
as  a normal  response.  These  vaso-constrict- 
ing  influences  are  to  be  avoided  in  the 
presence  of  a peripheral  vascular  disease 
in  order  that  a better  response  to  vaso- 
dilating measures  can  be  had16.  Complete 
abstinence  from  the  use  of  tobacco  must 
be  insisted  on. 

Reflex  vaso-dilatation  in  the  extremi- 
ties is  probably  a passive  effect  following 
a decrease  in  or  absence  of  vaso-constric- 
tor  impulses.  Reflex  vaso-dilatation  fol- 
lows the  application  of  heat  to  some  un- 
involved part  of  the  body,  as  the  use  of 
a heat  cradle  over  the  abdomen6'14.  Heat 
should  never  be  directed  to  the  extremity 
itself  for  fear  of  inducing  local  gangrene 
by  increasing  local  metabolism  above  the 
ability  of  the  circulation  to  provide  oxy- 
gen. Reflex  vaso-dilatation  is  maintained 
by  the  use  of  wool  bed  socks,  aspirin  and 
alcohol  beverages.  Interruption  of  the 
regional  sympathetics  with  procaine  or 
ablation  complete  a safe  satisfactory  list 
of  vaso-dilating  influences  used  in  the 
treatment  of  peripheral  vascular  diseases. 


Classification 

No  classification  that  is  complete  or 
comprehensive  can  be  presented  in  a sim- 
ple manner.  A classification  should  be  pre- 
ceded by  the  development  of  an  adequate 
description  of  the  disease  process.  Peri- 
pheral vascular  disease  is  characterized 
by  a disturbance  of  or  an  actual  diminu- 
tion in  the  normal  amount  of  circulating 
blood  which  reaches  the  part,  and  its  ef- 
fective therapy  is  based  on  improvement 
in  the  circulation  or  an  increase  in  the 
blood  supply  of  the  part10. 

The  classification  easiest  for  me  to  un- 
derstand was  the  one  used  by  Dr.  Ochsner 
in  teaching  peripheral  vascular  disease  to 
his  Tulane  students,  and  presented  here 
with  a few  changes: 

I.  Organic  Vasospastic  Peripheral  Vascu- 
lar Disease. 

1.  Arteriosclerosis  obliterans  (diabetic) 

2.  Thrombo-angiitis  obliterans 

3.  Aneurysm 

4.  Arterial  thrombosis 

II.  Functional  Vasospastic  Peripheral  Vas- 
cular Disease. 

1.  Raynauds  syndrome  (acrocyanosis, 
erythromelalgia) 

A.  Primary-classical 

B.  Secondary 

(1)  Traumatic  - repeated  trauma 
(pneumatic  hammer),  arthritis 

(2)  Neuro-vascular  - scalenus  anti- 
cus  syndrome,  costoclavicular  syn- 
drome, cervical  rib 

(3)  Organic  vascular  disease 

(4)  Intoxication  - nicotine,  ergot, 
lead 

2.  Thrombophlebitis,  postphlebitic  ede- 
ma 

3.  Acute  arterial  occlusions 

4.  Causalgia,  post  traumatic  osteoporosis, 
post  poliomyelitis. 

III.  Arterio-venous  Fistula 

IV.  Phlebothrombosis 

In  the  treatment  of  peripheral  vascular 
disease,  we  want  to  maintain  an  improv- 
ed circulation  using  all  means  at  our  dis- 
posal. The  correction  of  vasospasm  assists 
us.  Vasospastic  impulses  to  the  upper  ex- 
tremity are  interrupted  at  the  stellate 
ganglion,  and  those  to  the  lower  extremity 
are  blocked  at  the  second  and  third  lum- 
bar ganglia.  We  are  able  to  selectively  de- 
nervate  the  sympathetics  to  the  extremity 
we  wish  without  interference  with  neces- 
sary visceral  impulses.  Interruptions  o 
the  sympathetics  can  be  by  chemical  means 
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(procaine  or  alcohol),  or  by  ablation 
which  are  simple  procedures,  and  are  con- 
servative measures  when  one  considers 
the  sequelae  to  be  expected  from  the  given 
peripheral  vascular  lesion. 

It  does  not  follow  that  a sympathectomy 
always  should  be  done  when  relief  of  signs 
and  symptoms  of  a peripheral  vascular 
disease  is  obtained  with  a procaine  sympa- 
thetic block.  Some  cases  can  be  satisfac- 
torily treated  with  sympathetic  procaine 
blocks  and  other  conservative  measures 
without  sympathectomy.  In  no  case  should 
a sympathectomy  be  done  without  first 
observing  and  noting  the  effect  of  a re- 
gional sympathetic  block.  Only  in  rela- 
tively severe  and  progressive  cases  is  re- 
section of  the  regional  sympathetic  gang- 
lia necessary.  In  other  types  of  lesions, 
interruption  of  the  sympathetic  impulse 
is  unnecessary  as  in  phlebothrombosis, 
and  on  occasion  even  increases  the  techni- 
cal aspects  of  definitive  surgery,  as  in 
arterio-venous  fistulae.  In  order  to  out- 
line the  most  conservative  and  proper 
program  for  any  given  patient,  a correct 
diagnosis  must  be  made.  It  should  be  re- 
membered that  a peripheral  vascular  dis- 
ease is  not  a limited  condition,  but  that  it 
is  a part  of  a generalized  process.  With 
few  exceptions  a given  case  will  fit  into 
group  I or  II  of  the  preceding  classifica- 
tion. 

I.  Organic  Vasospastic  Peripheral  Vascular 
Disease 

Arteriosclerosis  Obliterans,  the  largest 
group,  is  a degenerative  process  usually 
beginning  after  40  years  of  age  and  being 
well  developed  at  60-65  years.  Juvenile 
arteriosclerosis  has  been  reported  in  chil- 
dren of  10  to  15  years  of  age  and  coronary 
sclerosis  has  been  described  in  infants. 
The  diabetic  incidence  of  arteriosclerosis 
is  many  times  that  of  a comparable  non- 
diabetic group  and  is  accompanied  by  a 
large  quotient  of  vasospasm.  The  early 
symptoms  are  intermittent  claudication, 
and  persistent  coldness  of  the  extremity 
followed  by  rest  pains.  Atrophy  of  the 
skin,  the  nails,  and  the  muscles,  and  the 
color  changes  of  pallor  on  elevation  and 
rubor  on  dependency  are  the  early  signs. 
All  are  due  to  the  decreased  circulation. 
The  exercise  tolerance  test  is  the  most 
logical,  simple,  and  practical  method  avail- 
able to  demonstrate  to  the  patient  and  to 
the  surgeon  the  benefit  of  sympathetic 
ablation  in  improving  the  circulation  of 
the  limb.  This  is  most  important.  The  pa- 
tient estimates  the  distance  he  is  able  to 


walk  before  claudication  of  the  limb  de- 
velops. A regional  sympathetic  procaine 
block  is  then  done,  observing  the  local  ef- 
fects, i.  e.,  dilation  of  the  veins,  the  change 
in  amplitude  of  the  pulse  wave  of  the  dor- 
salis pedis  and  posterior  tibial  arteries, 
the  dryness  of  the  skin,  and  the  local  skin 
temperature,  using  the  opposite  limb  as 
a control.  When  the  change  is  stabilized 
in  five  to  fifteen  minutes,  the  patient  is 
instructed  to  walk  at  the  usual  pace,  and 
the  distance  noted  if  claudication  de- 
volops.  If  there  is  an  increase  in  the  dis- 
tance covered,  and  particularly  if  the 
limb  feels  stronger  and  warmer  to  the  pa- 
tient, regional  sympathectomy  is  indicat- 
ed. Improvement  results  from  relief  of 
vasospasm  of  the  larger  vessels,  and  from 
improvement  of  circulation  in  the  smaller 
collaterals.  It  is  obvious  that  organically 
obstructed  arteries  or  well  developed 
long  standing  arteriosclerosis  of  a limb 
which  does  not  improve  following  a sym- 
pathetic block,  will  not  benefit  from  a 
regional  sympathectomy.  But  one  can 
not  determine  this  without  doing  a re- 
gional procaine  block.  The  effectiveness  of 
the  exercise  tolerance  test  cannot  be  de- 
termined while  the  patient  rceives  a spinal 
anesthetic,  and  the  comparison  of  the  fu- 
ture benefit  of  regional  sympathectomy 
cannot  be  correlated  as  accurately.  There 
were  few  occasions  when  we  used  a spinal 
anesthetic  as  a preoperative  test  at  the 
Ochsner  Clinic.  Rest  pains,  which  are  felt 
to  be  an  ischemic  neuritis,  may  not  be 
benefited  by  sympathectomy  and  usually 
are  relieved  by  spinal  anesthesia,  form- 
ing another  source  for  error  in  evaluating 
the  benefits  of  sympathectomy  with  cri- 
teria developed  following  spinal  anesthe- 
sia. Ulcers  are  the  first  stages  of  gangrene, 
and  early  application  of  therapy  as  outlin- 
ed might  result  in  healing.  The  presence 
of  vasospasm  must  be  determined,  for 
obvious  absence  of  this  phase  in  old  afflic- 
tions generally  means  that  amputation  at 
the  best  level  is  indicated.  We  have  never 
seen  gangrene  precipitated  by  a regional 
sympathetic  block  or  ablation.  X-ray  find- 
ings of  calcifications  of  the  arteries  are 
hard  to  correlate  to  clinical  signs  and 
symptoms,  and  are  most  valuable  in  dif- 
ferentiation o f arteriosclerosis  from 
thrombo-angiitis  obliterans. 

Thrombo-angiitis  Obliterans,  known  as 
Buerger’s  Disease,  an  obliterative  inflam- 
matory disease  of  the  medium  sized  ar- 
teries and  veins  of  young  or  middle  aged 
male  adults  who  are  users  of  tobacco,  is 
characterized  by  periods  of  remission  and 
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progression  with  migratory  phlebitis,  cold- 
ness, various  pains,  excessive  sweating, 
edema,  color  changes,  ulcers,  and  numb- 
ness. The  people  are  tobacco  sensitive 
and  cold  sensitive  individuals,  who  some- 
times fail  to  heal  following  the  most  in- 
significant trauma  to  their  toes  or  fingers. 
The  disease  is  not  predominantly  limited 
to  Russian  Jews  as  first  described  for  the 
cases  were  seen  in  institutions  where  pa- 
tients were  predominantly  Jewish.  This 
disease  is  generalized  and  progressive,  and 
arteries,  nerves,  and  veins  are  involved 
in  an  inflammatory  mass.  Microscopical- 
ly, many  lymphocytes  and  polymorphonu- 
clear cells  are  seen  in  the  media  and  ad- 
ventia,  whereas  an  absence  is  noted  in 
arterio-sclerosis  obliterans  micro-sections. 
Claudication  is  the  most  common  pain, 
appearing  in  the  foot,  calf,  or  thigh,  us- 
ually with  decreased  or  obliterated  peri- 
pheral pulsations,  and  relieved  by  cessa- 
tion of  muscle  exercise.  Relief  from  joint 
pains  usually  require  that  the  patient 
take  his  weight  off  of  the  joint.  About  50% 
of  the  patients  present  themselves  with 
ulcers  or  gangrene,  and  paresthesias  are 
more  common  than  in  the  arteriosclerotic 
group  because  of  nerve  involvement.  Sup- 
erficial phlebitis,  but  little  edema,  asso- 
ciated with  lymphatic  and  venous  destruc- 
tion, are  most  characteristic  of  this  disease. 
Treatment  is  rigid  and  fairly  clear  cut. 
Bed  rest  is  advised  for  patients  who  have 
acute  ulcers,  gangrenes,  inflammation  and 
other  questionable  tissues  which  might  be 
jeopardized  by  trauma.  Abstinence  from 
tobacco  is  the  next  step,  for  without  ab- 
stinence the  disease  is  quick  to  progress 
painfully.  Unless  the  patient  stops  the  use 
of  tobacco,  after  thorough  explanation 
of  the  reasons  for  abstinence,  the  dis- 
missal of  the  patient  from  care  is  good 
psycho-therapy,  for  they  usually  return 
more  contrite  and  cooperative.  “Cutting 
down”  on  tobacco  is  of  no  value.  If  the 
patient  cooperates  and  progression  is  evi- 
dent, regional  sympathectomy  after  a 
prognostic  procaine  block  will  stop  the 
disease  at  this  stage  for  long  periods  of 
time16.  Resumption  of  smoking  is  quickly 
followed  fby  a relapse16'17.  Conservatism 
in  the  care  of  gangrenous  digits  rather 
than  radical  amputation  of  the  limb  will 
probably  result  in  the  use  of  more  service- 
able limbs  for  longer  periods  of  time  and 
is  the  present  trend  after  sympathectomy. 

Aneurysms  are  local  dilatations  of  a 
blood  vessel  due  to  a weakness  in  the 
wall,  and  are  the  result  of: 

1.  arteriosclerosis 


2.  infections  (syphilis,  mycotic) 

3.  congenital  weaknesses 

4.  trauma 

5.  necrotizing  arteritis. 

The  common  peripheral  sites  are  the 
popliteal,  femoral,  the  innominates,  axil- 
lary, and  brachial  arteries.  Increasing 
pain  or  enlargement  of  the  lesions  and 
rupture  call  for  surgical  intervention. 
Regional  sympathectomy  may  be  helpful 
in  preserving  the  vessel  wall  integrity  by 
reducing  tensions  and  by  improving  the 
blood  supply  by  blocking  vasospasm  of 
the  vasa  vasorum.  A type  of  Matas  obli- 
terative endo-aneurysmorrhaphy  may  be 
preferable  in  peripheral  lesions  to  ligation 
or  excision,  as  the  collateral  circulation 
is  less  disturbed.  End  to  end  repair  and 
replacement  of  arterial  defects  with  sec- 
tions of  veins  are  mostly  impractical 
at  the  present  time,  but  should  be  kept 
in  mind.  Dr.  Mims  Gage  has  pointed  to  an 
improvement  in  circulation  of  the  limb 
following  repair  of  the  aneurysm  by  ob- 
literation or  ligation,  manifested  by  an  in- 
crease in  warmth  without  sympathetic 
blocks18.  Regional  procaine  blocks  to  elim- 
inate vasospasm  and  to  enlarge  the  col- 
lateral circulation  may  be  advisable  post- 
operatively.  Ablation  of  the  sympathetics 
is  not  necessary  unless  claudication  per- 
sists after  the  convalescence.  Amputation 
of  the  limb  is  always  a possibility. 

Arterial  Thrombosis  (Intravascular 
platelet  agglutination) : This  is  rather 

rare,  usually  being  secondary  to  inflam- 
matory, degenerative,  or  traumatic  condi- 
tions. It  may  follow  as  a complication  of 
infectious  diseases,  blood  dyscrasias,  or 
surgical  procedures.  Nutritional  deficien- 
cies may  be  followed  by  thrombosis  as 
in  scurvy.  Without  evidence  of  peripheral 
vascular  disease,  inflammation,  injury,  or 
blood  dyscrasias,  the  nutritional  status  of 
the  patient  must  be  evaluated,  and  the 
red  cells,  plasma  proteins,  and  vitamins 
deficiencies  corrected.  Response  to  pro- 
caine regional  sympathetic  block  is  de- 
termined, and  the  blocks  repeated  as  need- 
ed for  the  peripheral  collateral  circulation. 
Amputation  levels  can  be  determined  lat- 
er. A tourniquet  test  for  purpuric  lesions 
is  indicated  on  an  uninvolved  limb.  This 
type  of  lesion  again  emphasizes  that  the 
patient  must  be  treated  as  a whole,  for 
peripheral  vascular  disease  is  seldom  a 
localized  lesion. 

II.  Functional  Vasospastic  Peripheral 
Vascular  Disease 

Raynauds  Disease:  This  is  called  the 
“patriotic  disease”  by  Dr.  Ochsner  because 
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of  its  symmetrical  red,  white,  and  blue 
phases.  The  primary  “syndrome”  or  dis- 
ease, classically  described  by  Maurice 
Ravnaud  in  his  thesis  for  his  Doctorate  in 
1862  with  the  presentation  of  five  person- 
ally observed  cases  and  the  collection  of 
twenty  other  observations,  is  usually 
limited  to  young,  unstable  females  whose 
attacks  are  precipitated  by  exposure  to 
cold  or  to  emotional  upsets.  The  vessels 
involved  are  the  arteriolar  limbs  at  the 
junction  with  the  capillaries,  the  large 
vessels  not  being  affected.  Organic  change 
in  the  form  of  vessel  fibrosis  occurs  fol- 
lowing repeated  anoxic  attacks,  probably 
due  to  damage  to  the  vaso-vasorum,  but 
early  in  the  course  there  is  no  pathological 
difference19.  Milder  cases  may  be  con- 
trolled with  the  conservative  measures 
and  psycho-therapy,  but  stellate  ganglion- 
ectomy  with  resection  of  the  thoracic 
chain  through  the  third  ganglion  is  neces- 
sary for  progressive  lesions.  The  results 
are  not  always  as  satisfactory  as  those 
which  follow  lumbar  denervation,  the  rea- 
son for  which  is  not  clear,  whether  the 
tissues  become  “adrenalin  sensitive”  or 
whether  due  to  regeneration8'20-21'22. 

1.  Raynaud’s  Syndrome,  the  type  sec- 
ondary to  better  known  causes23,  is  more 
common  with  a larger  male  incidence,  but 
there  is  still  a female  preponderance.  Etio- 
logical factors  must  be  determined  wheth- 
er due  to  trauma,  neuro-vascular  compres- 
sion, organic  vascular  disease,  or  intoxi- 
cation from  drugs,  for  only  then  can  prop- 
er therapy  be  outlined 

2.  Thrombophlebitis:  The  organic  path- 
ological changes  in  the  veins  are  responsi- 
ble for  functional  vasospasm  in  the  arter- 
ies, which  in  turn  results  in  the  cold,  pale, 
edematous  limb  seen  in  milk  leg24,  and 
the  postphlebitic  sequelae  of  stasis  derma- 
titis, edema,  and  ulceration.  The  mechan- 
ism of  venous  clot  formation  in  thrombo- 
phlebitis follows  that  as  a result  of  the 
inflammatory  process  of  the  vein  wall, 
there  are  changes  in  the  vascular  endo- 
thelium which  predispose  to  clotting.  The 
resultant  thrombus  is  a white  (i.e.  plate- 
let) or  mixed  clot  which  is  firmly  attach- 
ed to  the  venous  wall,  and  does  not  give 
rise  to  pulmonary  emboli.  Ochsner  and 
De  Bakey  have  repeatedly  demonstrated 
that  the  signs  and  symptoms  of  thrombo- 
phlebitis are  due  to  vasospasm  initiated 
by  the  phlebitis.  They  have  demonstrat- 
ed the  rational  therapy  many  times.  Pro- 
caine lumbar  sympathetic  blocks  repeated 
as  needed,  compression  dressings  from 
the  toes  to  groin,  and  early  mobilization 
of  the  patient  to  prevent  a red  thrombus 


propagation  from  the  thrombophlebitic 
segment  are  the  key  steps  they  empha- 
size. Use  of  vaso-dilating  influences 
and  the  avoidance  of  vaso-constrict- 
ing  influences  (tobacco,  emotion,  cold) 
suffice  for  control  of  the  symptoms  of 
most  patients.  Sympathectomy  is  seldom 
indicated  and  is  reserved  for  those  cases 
with  persistent  progressively  poor  arte- 
rial circulation,  and  those  in  whom  edema 
and  sweating  are  uncontrolled.  Edema 
must  not  be  tolerated,  and  its  presence  in- 
dicates that  the  treatment  is  not  adequate. 

3.  Acute  Arterial  Occlusions  are  rare 
in  peripheral  vascular  diseases,  arising  in 
the  course  of  arterio-sclerosis  obliterans 
and  thromboangiitis  obliterans  from 
atheromatous  plaques  and  mural  thrombi. 
The  most  common  causes  of  occlusion, 
however,  are  arterial  emboli,  usually  from 
fibrillating  or  rheumatic  hearts,  which 
may  also  cause  cerebral,  renal,  and  mesen- 
teric involvement.  The  most  common  peri- 
pheral sites  are  femoral  artery  54.4%,  iliac 
artery  17%,  axillary  and  brachial  artery 
11.8%,  popliteal  artery  11.3%,  and  the 
aorta  4.5%25.  Operative  intervention 
should  be  early  if  at  all14.  The  saddle 
embolus  at  the  aortic  bifurcation  war- 
rants consideration  of  trans  or  retroperi- 
toneal aortotomy  or  femoral  arterotomy 
with  removal  of  the  embolus  with  a 
“corkscrew”  or  mild  suction.  The  acute 
spasm  probably  is  handled  better  with 
regional  sympathetic  procaine  blocks, 
than  with  sympathectomy.  This  conser- 
vatism seems  to  be  the  more  recent  trend 
in  smaller  vessel  obstruction.  The  role  of 
anticoagulants  qs  a follow-up  with  sur- 
gery is  not  clearly  accepted,  and  its  role 
for  prophylaxis  in  “fibrillators”  I do  not 
know. 

4.  Causalgias,  Post-traumatic  Osteo- 
porosis, Sudeck’s  Atrophy,  and  other  such 
similar  and  related  post-traumatic  edema 
states  are  dramatic  in  their  appearance 
and  at  times  in  their  response  to  treatment. 
These  lesions  are  fairly  common,  but  for- 
tunately the  severer  manifestations  are 
rare.  Clinical  signs  of  edema,  coldness  and 
increased  sweating  of  the  extremity,  and 
the  symptom  of  continued  pain  following 
trauma  can  be  promptly  relieved  by  the 
use  of  procaine  anesthesia  locally  or  in 
the  regional  sympathetics.  Recurrences 
can  frequently  be  relieved  permanently 
by11  repeated  procaine  sympathetic  gang- 
lion blocks.  In  others,  ablation  of  the  re- 
gional ganglia  is  necessary22.  A cold  pain- 
ful moist  limb  may  follow  poliomyelitis 
or  chronic  osteomyelitis,  and  a warm  limb 
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results  from  the  use  of  interruptions  oi 
the  sympathetic  pathways. 

III.  Arterio-venous  Fistula 

Arterio-venous  fistulas  fall  into  an  en- 
tirely different  classification  in  this  dis- 
cussion of  peripheral  vascular  disease. 
There  is  no  diminution  in  the  supply  of 
blood  to  the  limb.  As  time  passes,  the  col- 
laterals increase  tremendously,  not  be- 
cause of  tissue  needs  as  theorized  by  Lewis 
and  Reid,  but  because  of  the  purely  me- 
chanistic reason  of  increased  blood  flow 
to  the  site  of  the  fistula  through  a widely 
patent  distal  artery  and  its  branches'20. 
Repair  should  follow  the  methods  of 
Matas11,  permitting  time  and  intermittent 
arterial  occlusion  to  increase  the  collater- 
als. Treatment  is  of  late  sequelae  of  trau- 
matic arterial  injuries;  sympathectomy  is 
unnecessary.  The  ideal  treatment  is  repair 
of  the  artery11'27.  Obliterative  endo  aneu- 
rysmorrhaphy  is  preferable  to  quadrate 
ligation,  since  less  disturbance  to  the  col- 
lateral circulation  follows18,  but  the  blood 
flow  must  be  under  control  with  ligatures 
or  tourniquet.  Post-operatively  the  limb 
is  wrapped  in  cotton  felt  and  placed  level 
or  a few  inches  below  the  heart  level.  Ele- 
vation increases  ischemia,  while  depen- 
dency increases  stasis  and  edema.  A de- 
ficit in  cardiac  compensation,  of  course, 
hastens  the  repair,  even  though  collaterals 
are  not  as  well  developed  as  desired.  In 
acute  cardiac  failure  Dr.  Gaoge  recom- 
mends the  simplest  expedient  of  proximal 
venous  ligation,  followed  soon  by  defini- 
tive plans. 

IV.  Phlebothrombosis 

Phlebothrombosis  is  a term  to  describe 
the  presence  of  an  intravenous  clot  with- 
out phlebitis,  in  which  the  clot  is  very 
loosely  attached,  if  at  all,  to  the  vein 
wall7.  Dr.  Ochsner  describes  the  mechan- 
ism of  the  formation  of  the  thrombus  as 
being  due  to  an  increased  coagulability  of 
the  blood  and  to  a slowing  of  the  blood 
stream.  Blood  coagulability  is  increased 
as  a protective  mechanism  following  tis- 
sue trauma  by  operation,  delivery,  acci- 
dent, or  tissue  invasion  by  malignancy  or 
infection.  Localization  of  the  clots  is  al- 
most entirely  in  the  lower  limb  due  to  the 
slowing  of  the  blood  stream  here.  While 
the  predisposing  factor  in  phlebothrombo- 
sis is  the  increased  clotting  tendency,  the 
precipitating  factor  is  circulatory  stasis 
which  is  responsible  for  the  calf  vein 
thrombus.  The  increased  blood  coagulabil- 
ity is  due  to  a decrease  in  anti-thrombin  or 
a circulating  heparin  or  heparin  like 
agent28,  and  these  people  are  the  “poten- 
tial thrombosers.”  The  prothrombin  level 


does  not  control  the  formation  of  thrombi, 
as  they  form  even  when  the  level  is  low. 
Venous  thrombosis  can  be  prevented  by 
administration  of  an  anti-thrombin  (alpha 
tocopherol),  which  has  the  marked  ad- 
vantage of  overcoming  the  thrombosing 
tendency,  and  of  not  producing  a hemor- 
rhagic tendency  such  as  occurs  so  danger- 
ously when  heparin  or  dicumarol  is  used. 
Ligation  of  the  vein  proximal  to  the  clot, 
when  formed,  prevents  its  detachment.  It 
is  widely  recognized  that  reliable  labora- 
tory procedures  are  not  available  for  the 
estimation  of  prothrombin  levels,  that 
dicumarol  is  a hazardous  therapeutic  a- 
gent  at  best,  that  there  is  no  justification 
at  all  for  the  use  of  anticoagulant  therapy 
in  cases  of  phlebothrombosis  and  throm- 
bophlebitis limited  to  the  lower  extrem- 
ity below  the  groin,  and  that  the  prophy- 
lactic use  of  anticoagulants  in  post-opera- 
tive patients  is  fraught  with  hazards  lead- 
ing to  increased  mortality  as  well  as 
medico-legal  complications29.  Proper  ex- 
ercises and  correct  bed  posture  will  ac- 
complish the  same  prophylactic  results 
safely  and  economically. 

Summary 

An  attempt  to  classify  and  outline  peri- 
pheral vascular  disease  cannot  be  com- 
plete and  detailed  in  a short  paper  of  this 
type.  The  symptoms  and  signs  of  the 
chronic  occlusive  diseases  were  well  pre- 
sented by  Alvin  Ortner  before  the  state 
association  last  fall20.  Some  of  the  funda- 
mental concepts  of  the  broader  field  of 
peripheral  vascular  disease  have  been 
mentioned  here  and  their  application  to 
rational  outlines  of  therapy  are  described. 
It  is  not  trite  to  continuously  call  atten- 
tion to  the  dangers  of  anticoagulants  with 
their  hemorrhagic  tendencies,  and  with 
their  application  to  the  treatment  of 
phlebothrombosis  where  the  clots  are  not 
dissolved  nor  held  more  firmly  to  the 
vein  wall  by  the  drug.  Use  of  anticoagu- 
lants in  thrombophlebitis  is  completely 
irrational,  for  fundamental  concepts  are 
not  considered  by  the  prescribers. 

It  is  most  important  to  keep  vaso-con- 
stricting  influences  from  affecting  the  ves- 
sels in  peripheral  vascular  diseases.  Ice 
and  refrigeration  have  no  place  in  therapy, 
and  an  examination  of  the  fundamental 
physiological  reactions  of  the  body  read- 
ily explains  why.  Ice  caps  and  immobili- 
zation are  not  the  logical  steps  to  be  taken 
in  treating  milk  leg  and  thrombophlebi- 
tis, for  they  only  assist  propagation  of  the 
process.  Abstinence  from  tobacco  must  be 
insisted  upon  anytime  the  factor  of  ar- 
teriolar spasm  enters  the  pathological  pic- 
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ture,  and  this  theme  forms  an  excellent 
note  upon  which  to  close  this  discussion. 

The  so-called  sympatholytic  drugs  such 
as  Etamon,  Priscol,  and  Dibenamine  are 
mentioned  to  emphasize  their  uselessness 
in  the  treatment  of  peripheral  vascular 
disease.  They  are  very  dangerous  drugs 
when  used  in  a dosage  large  enough  to 
result  in  peripheral  physiological  re- 
sponse910'16. The  use  of  these  drugs  is  not 
rational,  for  the  action  is  not  selective. 
If  the  blood  flow  to  the  affected  limb  does 
happen  to  be  increased,  which  is  rare,  the 
increase  is  not  at  all  the  degree  seen  fol- 
lowing a selective  regional  sympathetic 
block.  It  may  even  decrease  the  blood 
flow  to  the  diseased  limb  by  shunting  the 
blood  to  a more  sensitive  or  less  diseased 
organ  or  limb  because  of  the  generalized 
effect  or  action  of  the  drug.  The  drugs 
do  not  take  the  place  of  a sympathetic 
block  or  a sympathectomy,  and  do  not 
have  any  substantiating  authoritative 
clinical  support  in  the  literature  for  their 
use. 
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County  Society  Reports 


BELL 

The  regular  meeting  of  the  Bell  County  Medi- 
cal Society  was  held  at  the  Pineville  Com- 
munity Hospital  on  Friday,  March  10,  1950 
at  7:30  P.  M. 

Regular  members  present  were:  Drs.  Ed 
Wilson,  Sr.,  Ed  Wilson,  Jr.,  Waller  Griffing, 
Adam  Stacy,  James  Golden,  C.  D.  Cawood, 
C.  S.  Scott,  C.  B.  Theiss,  Arch  Carr,  H.  M. 
Sturm.  Mr.  Bill  Young,  technician  at  the  Pine- 
ville Hospital,  also  attended. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

A letter  from  Representative  James  Golden 
was  read  and  discussed. 

Letters  of  application  from  DT.  Winfred 
Smith  for  active  membership  and  Dr.  J.  C. 
Ausmus  for  .an  associate  membership  were 
read.  Dr.  Ed  Wilson,  Sr.,  questioned  the  qual- 
ifications as  set  forth  in  the  application  of  Dr. 
Ausmus.  The  Board  of  Censors  was  requested 
to  check  on  these  qualifications  and  report 
at  the  next  meeting. 

Annual  selection  of  ,a  delegate  and  an  alter- 
nate to  the  Kentucky  Medical  Association  re- 
sulted in  the  selection  of  Dr.  C .B.  Stacy  as 
Delegate  and  Dr.  Waller  Griffing  as  Alternate. 

A discussion  followed  as  to  the  establishment 
of  a grievance  committee  as  requested  by  the 
State  Association  to  further  better  relations 
between  the  medical  profession  and  the  laity. 
Dr.  Adam  Stacey  was  elected  as  Chairman  of 
this  committee. 

A letter  was  read  before  the  society  from 
a patient  of  this  county  complaining  of  being 
unable  to  obtain  professional  care.  Dr.  Stacy 
was  requested  to  answer  this  complaint. 

The  11th  Councilor  District  Meeting  for  1950 
was  brought  under  discussion,  and  all  mem- 
bers were  requested  to  cooperate  toward  its 
success.  Since  the  location  for  this  meeting 
has  not  been  determined,  further  discussion 
was  postponed. 

The  program  for  the  evening  was  conducted 
by  Dr.  Waller  Griffing,  Roentgenologist  for  the 
Middlesboro  Hospital,  whose  topic  was  “Prin- 
ciples and  Applications  of  X-Ray  in  Diagnosis.” 
This  was  followed  by  a review  and  discussion 
of  films  covering  tumors  of  bone,  osteomyelitis, 
atypical  (virus)  pneumonia,  pneumo-pericar- 
dium, lesions  of  the  stomach,  skull,  and  mul- 
tiple traumatic  (gunshot  and  shrapnel)  wounds 
of  spine,  chest,  abdomen,  and  G.  U.  tract. 

Motion  was  made  and  seconded  that  the 
meeting  adjourn. 

Charles  S.  Scott,  Secretary 


CARTER 

The  members  of  the  Carter  County  Medical 
Society  were  called  in  a meeting  at  the  resi- 
dence of  Dr.  J.  Watts  Stovall,  Grayson,  January 
6,  1950. 

Members  responding  to  the  summons  were 
the  following:  Drs.  R.  G.  Townsend,  J.  Watts 
Stovall,  Smithfield  Keffer,  and  W.  B.  Bishop, 
Grayson. 

The  president,  Dr.  Charles  McCleese,  being 
absent,  the  meeting  was  called  to  order  by  Dr. 
J.  Watts  Stovall,  secretary,  with  the  motion 
for  the  election  of  officers  for  the  year  1950 
put  before  the  members. 

The  motion  being  seconded  and  approved, 
officers  were  elected  as  follows: 

Grady  C.  Stewart,  president;  R.  G.  Town- 
send, secretary  and  treasurer;  W.  B.  Bishop, 
vice  president;  W.  B.  Bishop,  delegate;  Smith- 
field  Keffer,  alternate. 

Motion  was  also  made  and  approved  that 
the  following  assessments  be  made  for  each 
member:  Miscellaneous  expenses  $5.00;  State 
and  County  dues  $15.00;  and  the  cause  of 
Socialized  Medicine  $25.00  for  the  American 
Medical  Association. 

No  further  business  being  brought  before 
the  members  for  discussion,  the  meeting  was 
adjourned. 

R.  G.  Townsend,  Secretary. 


FOUR  COUNTY  MEDICO-DENTAL 

The  following  physicians  and  dentists  at- 
tended the  Four  County  Medico-Dental  Society 
held  in  Princeton  on  Friday  night,  February 
24,  1950.  The  following  members  were  present: 
K.  L.  Barnes,  B.  K.  Amos,  F.  P.  Giannini,  F.  T. 
Linton,  Power  Wolfe,  W.  L.  Cash,  Princeton; 
G.  E.  Hatcher,  Cerulean;  M.  H.  Moseley,  T.  W. 
Lander,  Eddyville;  John  and  Elias  Futrell, 
Cadiz;  John  A.  Freeman.  Dawson  Springs, 
Robert  Lich,  Jr.,  and  H.  L.  Clay,  Jr.,  Louisville. 

Following  supper  served  at  the  Henrietta 
Hotel,  Dr.  Robert  Lich,  Associate  Clinical  Pro- 
fessor of  Urology,  University  of  Louisville 
School  of  Medicine  and  Dr.  H.  L.  Clay,  As- 
sistant Professor  of  Medicine,  and  Staff  Exe- 
cutive of  the  Louisville  General  Hospital,  led 
in  a discussion  of  “Some  Practical  Aspects  of 
Urology”  and  “Mercurial  Diuretics”  respec- 
tively. 

W.  L.  Cash,  Princeton,  was  elected  president 
of  the  Society  for  the  current  year,  succeeding 
B.  K.  Amos;  John  E.  Haynes,  Dawson  Springs, 
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Vice-President,  succeeding  K.  L.  Barnes;  H.  B. 
Sandlin,  Jr.,  Cadiz,  Secretary,  succeeding  W. 
L.  Cash.  The  next  meeting  will  be  held  in 
Marion,  Crittenden  county,  on  the  fourth  Fri- 
day night  in  May,  1950. 

W.  L.  Cash,  Secretary. 


JEFFERSON 

The  935th  meeting  of  the  Jefferson  County 
Medical  Society  was  held  Monday  evening, 
December  19,  1949  at  the  Seelhach  Hotel. 

Eighty-four  members  were  present  for  dinner, 
and  about  8 additional  for  the  scientific  pro- 
gram. 

The  meeting  was  called  to  order  at  8 p.  m., 
and  the  minutes  of  the  preceding  meeting  were 
read  and  approved.  New  members  were  intro- 
duced. 

D'r.  David  Cox,  Chairman,  Public  Relations 
Committee,  reported  on  the  meeting  held  at  St. 
Joseph’s  on  December  5,  which  was  attended 
by  about  90  members  of  the  Society.  He  ex- 
plained that  the  purpose  of  these  meetings  is 
to  educate  the  members  regarding  legislation 
on  compulsory  health  insurance,  and  to  or- 
ganize a program  of  action.  The  next  meeting 
will  be  held  February  6,  1950  at  St.  Joseph’s 
and  members  of  the  Society  were  invited  to 
attend. 

Dr.  Cox  brought  out  the  fact  that  the  gen- 
eral public  is  not  aware  that  the  Physicians 
Exchange  has  a list  of  doctors  willing  to  make 
night  emergency  calls,  and  that  they  should 
be  informed  of  this.  He  also  felt  the  number 
registered  for  night  calls  is  too  small,  and  that 
the  plan  is  not  working  satisfactorily. 

Dr.  Murray  Kinsman  amplified  this  by  stat- 
ing that  this  matter  was  considered  by  the 
Professional  Service  Committee  several  months 
ago,  at  the  time  Dr.  Stites  was  still  chairman 
of  this  committee.  Since  Dr.  F.  M.  Williams  is 
now  chairman  of  this  committee,  Dr.  Kinsman 
suggested  that  the  committee  reconsider  this 
matter. 

Dr.  Glenn  Bryant  described  a very  good  sys- 
tem used  in  Oklahoma  City  (an  ad  in  the  classi- 
fied section  of  their  telephone  directory)  to 
notify  the  public  the  exact  procedure  to  get  a 
doctor  day  or  night.  He  thought  such  a plan 
here  would  solve  this  problem. 

Dr.  Kinsman  suggested  that  the  Professional 
Service  Committee  consider  adopting  this  prac- 
tice in  Louisville. 

The  Secretary  read  a letter  received  from 
the  Executive  Secretary  Associated  Home 
Builders  of  Louisville,  offering  the  services  of 
their  Vice-President,  Mr.  James  P.  Bourne,  to 
speak  on  socialism  at  any  future  meeting  of 
the  Society. 


Dr.  Cox,  in  an  addendum  to  his  report,  out- 
lined the  specific  duties  assigned  each  mem- 
ber of  the  Public  Relations  Committee,  cover- 
ing newspaper  and  radio  publicity,  contacts 
with  important  people  and  organizations,  re- 
ceipt and  distribution  of  new  materials,  ideas, 
talks,  etc. 

Dr.  Misch  Casper  suggested  that  a member 
of  the  Public  Relations  Committee  contact  the 
editors  of  the  C.  J.  and  Times  in  an  endeavor 
to  have  letters  from  physicians  to  the  news- 
paper printed  in  full,  rather  than  edited. 

D'r.  Gradie  Rowntree  read  report  of  the 
Public  Health  Committee,  including  letter 
from  Dr.  H.  L.  Clay  of  the  City-County  Board 
of  Health,  and  made  motion  that  the  Society 
go  on  record  as  having  no  objection  to  out-of- 
county  children  being  admitted  to  the  Louis- 
ville General  Hospital  clinics.  Seconded.  Car- 
ried. 

The  following  new  members  were  elected: 
Active  members  were  Martin  H.  Boldt,  Herbert 
M.  Coleman,  Nathan  Levene,  Richard  C.  Tay- 
lor, Thomas  S.  Wallace.  Associate  members: 
Kenneth  P.  Crawford,  Eldon  L.  Foltz,  Aron  N. 
Gillman,  Paul  P.  Hess,  Hugh  C.  Williams. 

Dr.  Kinsman  stated  he  wished  to  correct  a 
statement  attributed  to  him  in  an  interview 
published  in  Courier  Journal  recently  to  the 
effect  that  the  County  Society  had  modified  its 
policy  in  regard  to  doctors  being  quoted.  He 
stated  he  did  not  make  this  statement  and  was 
aware  the  Society  had  not  changed  its  policy 
in  this  matter. 

Dr.  Kinsman  asked  that  committee  chairmen 
turn  in  written  reports  ahead  of  time  for  the 
annual  meeting  in  January  so  that  only  the 
pertinent  ones  may  be  read  and  the  others  fil- 
ed, in  order  to  shorten  the  length  of  the  busi- 
ness meeting. 

Dr.  Bernard  Schneider  made  a motion  that 
a committee  be  appointed  to  receive  these  re- 
ports and  to  select  those  to  be  read. 

D’r.  Misch  Casper  amended  the  motion  that 
they  be  referred  to  the  Executive  Committee 
for  selection  of  those  which  shall  be  read. 
Seconded.  Carried.  Reports  should  be  in  at 
least  a week  before  the  annual  meeting. 

Dr.  Sam  Overstreet  read  the  results  of  the 
nominations  for  officers  to  be  elected  at  the 
annual  meeting.  (Copy  of  the  ballot  to  be  mail- 
ed each  member  with  the  monthly  bulletin). 
SCIENTIFIC  PROGRAM:  8:30  p.  m. 

1.  “Review  of  Anatomy  of  the  Anorectal  Re- 
gion” James  E.  Ryan,  M.  D. 

2.  “Proctologic  Examination”  Henry  B.  As- 
man,  M.  D. 

3.  “Anorectal  Infections  and  Their  Compli- 
cations” Marvin  A.  Lucas,  M.  D. 
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4.  “Hemorrhoids  and  Prolapse”  William  J. 
Martin,  Jr.,  M.  D. 

5.  “Tumors  of  the  Rectum”  M.  H.  Pulskamp, 
M.  D. 

Question  by  Dr.  Bloch  answered  by  Dr. 
Lucas,  and  question  by  Dr.  Shaw  answered  by 
Dr.  Martin. 

Adjourned:  9:40  p.  m. 

Thomas  VanZandt  Gudex,  Secretary. 


JOHNSON 

The  regular  monthly  meeting  of  the  Johnson 
County  Medical  Society  was  held  at  the  Paints- 
ville  Country  Club,  Paintsville,  on  February 
22.  The  Society  had  as  their  guests  the  mem- 
bers of  the  Ladies  Auxiliary  to  the  Johnson 
County  Medical  Society,  Dr.  and  Mrs.  Clyde  C. 
Sparks,  Ashland,  Dr.  and  Mrs.  John  Archer, 
Prestcnburg  and  Dr.  and  Mrs.  Lloyd  Hall, 
Salyersville.  The  Johnson  County  members 
present  were:  Dr.  and  Mrs.  Paul  B.  Hall,  Dr. 
and  Mrs.  Lon  C.  Hall,  Dr.  and  Mrs.  Maurice 
Hall,  Dr.  and  Mrs.  Robert  A.  Hall,  Dr.  and  Mrs. 
W.  E.  Akin,  Dr.  and  Mrs.  D.  H.  Dorton,  Jr  , 
Dr.  and  Mrs.  A.  D.  Slone,  Dr.  John  Turner,  D'r. 
and  Mrs.  James  Archer,  Mrs.  Fannie  Archer, 
Mrs.  Lorane  Wiley  and  Mrs.  Lenore  Gullett, 
Paintsville. 

After  a delicious  T-Bone  Steak  dinner,  Dr. 
Clyde  Sparks  gave  a short  talk  on  what  the 
Auxiliary  can  do  to  help  the  cause  against 
socialized  medicine.  Mrs.  Sparks,  who  is  the 
9th  district  Councilor  of  the  State  Woman’s 
Auxiliary  to  the  Kentucky  State  Medical  As- 
sociation, gave  a talk  to  the  ladies  on  their  or- 
ganization and  its  relationship  to  the  County 
Society.  She  also  gave  a number  of  selections 
on  her  violin  and  she  is  an  excellent  concert 
violinist.  This  was  enjoyed  by  all  present. 
The  Society  wants  to  thank  Dr.  and  Mrs. 
Sparks  for  their  presence,  talks,  and  entertain- 
ment. Dr.  Sparks  was  raised  in  Johnson  County 
and  even  though  he  now  resides  in  Ashland, 
(Boyd  County)  we  still  claim  him  as  our  own. 

Our  next  regular  meeting  will  be  held  the 
last  Wednesday  in  March.  We  feel  that  we 
have  a very  active  Society  here  in  that  our  at- 
tendance is  90  to  100%  at  each  meeting.  Only 
one  member  was  absent  at  this  meeting  and 
he  was  out  of  town  because  of  a death  in  his 
family.  We  have  all  joined  the  State  and 
American  Medical  Associations  for  the  year  of 
1950. 

Augustus  D.  Slone,  Secretary. 


McCRACKEN 

The  February  meeting  of  the  McCracken 
County  Medical  Society  was  held  on  Wednes- 
day, February  22,  1950,  at  the  Ritz  Hotel  fol- 


lowing a dinner  at  6:30  P.  M.,  with  Dr.  Charles 
Billington  presiding.  There  were  twenty-four 
members  present  and  the  following  guests: 
Drs.  James  C.  Appleton,  Horace  E.  Titsworth, 
D.  L.  Jones,  J.  C.  Hart,  Wm.  Wakefield,  F.  G. 
Cummins,  Coles  W.  Raymond,  John  C. 
Quertermous,  W.  A.  Gray,  William  Walter 
Myre  and  James  E.  Albritton. 

The  scientific  program  was  a paper  on  Virus 
Pneumonia  presented  by  Dr.  W.  P.  Hall,  Pa- 
ducah. The  discussion  was  opened  by  Dr.  H. 
G.  Sargent,  Kevil,  and  Dr.  James  E.  Albritton, 
Mayfield.  Following  the  program  a sound 
movie,  “Kidney  Function  in  Health,”  was 
shown.  Dr.  R.  L.  Reeves,  Paducah,  gave  the 
discussion  of  this  film. 

The  minutes  of  the  January  meeting  were 
read  and  approved. 

The  Board  of  Censors  reported  favorably  on 
the  application  of  Dr.  George  H.  Widener.  Up- 
on motion,  duly  seconded  and  passed  unani- 
mously, he  was  elected  to  membership. 

The  application  of  Dr.  William  Walter  Myre 
was  read  and  referred  to  the  Board  of  Censors 
to  report  at  the  next  meeting. 

The  meeting  was  adjourned  at  9:30  P.  M. 

Everett  Pace,  Secretary. 


MUHLENBERG 

The  Muhlenberg  County  Medical  Society  met 
February  17,  1950.  The  meeting  was  called  to 
order  by  the  President,  Dr.  H.  H.  Woodson. 

Members  present  were:  Drs.  G.  F.  Brock- 
man, R.  E.  Davis,  George  Richardson,  G.  H. 
Rodman,  G.  L.  Simpson,  J.  L.  Webster,  H.  H. 
Woodson. 

The  minutes  of  the  last  regular  meeting 
were  read  and  approved. 

Further  discussion  was  held  on  the  desir- 
ability of  a local  advertising  campaign  for  the 
popularization  of  Blue  Shield  and  Blue  Cross 
Insurance.  The  Secretary  was  instructed  to 
make  further  inquiries  of  the  State  office  re- 
garding the  manner  in  which  Blue  Shield  and 
Blue  Cross  applicants  were  to  be  handled,  and 
to  discuss  with  the  State  organization  the  de- 
sirability of  designating  a local  representative. 

The  Secretary  reported  the  withdrawal  from 
membership  of  Dr.  H.  S.  Parrish  and  Dr.  G.  T. 
Proctor  by  transfer  to  the  Oklahoma  State 
Medical  Association.  On  motion  of  Dr.  Webster, 
seconded  by  Dr.  Simpson,  it  was  moved  that 
the  resignation^  of  these  members  be  accepted, 
and  that  the  Secretary  transfer  to  the  Oklaho- 
ma State  Medical  Association  suitable  evi- 
dence of  their  membership  here. 

The  meeting  was  adjourned. 

G.  F.  Brockman,  Secretary. 
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MUHLENBERG 

The  regular  monthly  meeting  of  the  Muhlen- 
berg County  Medical  Society  was  held  March 
3,  1950. 

The  meeting  was  called  to  order  by  the 
President,  Dr.  H.  H.  Woodson. 

Members  present  were:  Drs.  G.  F.  Brockman, 
R.  E.  Davis,  J.  H.  Harralson,  George  Richard- 
son, G.  H.  Rodman,  G.  L.  Simpson,  J.  P.  Wal- 
ton, Claude  Wilson,  H.  H.  Woodson. 

The  minutes  of  the  last  meeting  were  read 
and  .approved. 

The  Secretary  reported  further  information 
on  the  operation  of  the  Blue  Cross  and  Blue 
Shield  Insurance  system,  and  reported  that  ap- 
plication had  been  made  for  the  members  of 
the  Woman’s  Auxiliary  of  the  Medical  Society. 

The  Secretary  reported  communications  from 
the  State  Health  Commissioner  relative  to  the 
status  of  legislation  pending  before  the  Ken- 
tucky House  of  Representatives.  This  was  dis- 
cussed by  the  members,  approval  expressed  of 
the  legislation  concerning  licensure  of  nurses, 
and  the  hospital  licensing  law,  without  the 
Chiropractic  amendment.  Disapproval  was  ex- 
pressed with  reference  to  the  so  called  Op- 
tometry Practice  Act.  Dr.  J.  P.  Walton  of- 
fered to  endeavor  to  contact  our  Representa- 
tive in  person,  and  the  Secretary  was  instruct- 
ed to  write  to  Mr.  Stringer  expressing  the 
views  of  the  Society  officially. 

The  Credentials  Committee  submitted  the 
nomination  of  Dr.  A.  W.  Andre.asen,  recently  as- 
signed as  Health  Officer  for  the  County,  to 
the  County  Medical  Society.  Dr.  Andreasen 
was  unanimously  elected. 

The  meeting  was  .adjourned. 

G.  F.  Brockman,  Secretary. 


SCOTT 

The  Scott  County  Medical  Society  met  at 
the  John  Graves  Ford  Memorial  Hospital  in 
Georgetown  March  9th,  1950.  Dinner  was 
served  to  the  Society  after  which  the  meeting 
was  called  to  order  by  the  Vice-President,  Dr. 
D.  E.  Clark,  with  the  following  members 
present:  Drs.  D.  E.  Clark,  L.  F.  Heath,  P.  H. 
Crutchfield,  W.  S.  Allphin,  A.  F.  Smith,  F.  W. 
Wilt,  E.  C.  Barlow,  H.  V.  Johnson. 

Minutes  of  the  previous  meeting  were  read 
and  approved.  The  Secretary  read  a letter  from 
the  Secretary  of  the  State  Medical  Association 
stating  that  a Grievance  Committee  consisting 
of  five  past  Presidents  of  the  State  Society  has 
been  appointed  to  seek  an  amicable  settlement 
between  a patient  .and  his  personal  physician 
if  such  an  emergency  arises. 


Mrs.  Morris  stated  that  the  hospital  has  been 
having  difficulty  in  collecting  some  of  the 
patients’  Hospital  Insurance  and  asked  that 
we  recommend  to  the  Trustees  that  she  be 
allowed  to  wire  the  companies  and  find  out  the 
status  of  their  insurance  and  if  they  are  not 
covered  to  be  allowed  to  collect  from  the 
patient. 

Motion  made  and  seconded  to  this  effect 
which  was  carried. 

The  question  of  routine  blood  counts  and 
Kahns  on  all  patients  was  brought  up  for 
discussion  but  no  definite  action  was  taken. 

The  meeting  then  adjourned  to  meet  again 
the  first  Thursday  in  April. 

H.  V.  Johnson,  Secretary 


fa  Jlkftmiam 


DR.  WILBUR  F.  HELMUS 
1900  - 1950 


Dr.  Wilbur  F.  Helmus,  Louisville,  died 
March  2,  1950.  He  had  practiced  medicine  in 
Louisville  since  his  graduation  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  1924. 
He  was  past  president  of  the  medical  staff  of 
Methodist  Evangelical  Hospital  (Deaconess) 
and  a member  of  the  staff  of  SS  Mary  and 
Elizabeth  Hospital.  He  was  a member  of  the 
Louisville  Society  of  Physicians  and  Surgeons, 
Jefferson  County  Medical  Society  and  the 
American  Medical  Association  and  Kentucky 
Medical  Association.  His  specialty  was  Indus- 
trial Medicine. 
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Wiliam  A.  Ashbrook,  M.  D.,  Lacenter,  passed 
away  the  early  part  of  March.  Dr.  Ashbrook, 
who  was  widely  known  in  Ballard  County,  had 
practiced  there  since  1904,  after  graduating 
from  the  Medical  Department,  University  of 
Louisville.  A native  of  Kentucky,  Dr.  Ashbrook 
was  born  in  1878. 


Oliver  H.  Pinney,  M.  D.,  Lexington,  died 
March  9th,  1950.  A former  medical  missionary, 
Dr.  Pinney  was  a retired  captain  in  the  Army 
Medical  Corps.  He  was  graduated  from  the 
Medical  College  of  Ohio  in  1903.  Dr.  Pinney 
served  on  the  medical  staff  of  the  University  of 
Kentucky  after  his  retirement  from  the  Army 
from  1927  to  1937. 


Dr.  William  Sherman  Morris,  age  83,  Fuller- 
ton, died  January  9,  1950.  He  was  graduated 
from  the  Kentucky  School  of  Medicine  in  1906 
and  had  practiced  medicine  in  Fullerton  for  the 
past  thirty-five  years.  Earlier  in  his  life  he  had 
established  practices  at  Pikeville  and  Oldtown. 
He  was  born  in  Johnson  County  October  23, 


1866  and  taught  school  several  years  while 
attending  college  and  medical  school. 


Dr.  George  W.  McMillen,  80  years  old,  Cov- 
ington, died  January  8,  1950.  He  had  been 
practicing  in  Covington  for  35  years.  He  was 
born  near  Dry  Ridge,  May  3,  1870.  After  grad- 
uating from  the  Kentucky  School  of  Medicine 
in  1895,  he  practiced  for  a number  of  years  in 
Goforth. 


Dr.  Hayden  E.  McKay  died  at  his  home  in 
Humble,  Texas,  on  November  31,  1949,  follow- 
ing a heart  attack.  He  was  formerly  a prac- 
ticing physician  at  Bardstown.  He  and  his  son, 
Dr.  Hayden  E.  McKay,  Jr.,  operated  a hospital 
and  clinic  in  Humble,  Texas. 


Newman  J.  Neil,  M.  D.,  68,  who  has  prac- 
ticed for  the  past  four  years  at  Lebanon  Junc- 
tion, Kentucky,  died  February  10.  Before  com- 
ing to  Lebanon  Junction,  Dr.  Neil  practiced  in 
Chicago  with  his  brother. 


News  Items 


Herman  S.  Parish,  Jr.,  M.  D.,  and  George  T. 
Proctor,  M.  D.,  who  have  been  associated  in 
practice  at  Drakesboro,  have  moved  to  Erick, 
Oklahoma. 


Robert  J.  Seebold,  M.  D.,  who  has  for  many 
years  practiced  at  Closplint,  in  Harlan  County, 
has  relocated  at  Buechel,  Jefferson  County. 


Dr.  H.  Halbert  Leet,  announces  the  associa- 
tion of  Dr.  Donald  I.  George,  in  the  practice 
of  Psychiatry  and  Neurology,  190  Market  St., 
Suite  Five,  Lexington. 


Dr.  Everett  M.  Rush,  Fern  Creek,  Jefferson 
County,  has  opened  an  office  at  Mt.  Washing- 
ton after  requests  of  a large  number  of  citizens 
living  in  that  section  for  the  purpose  of  taking 
care  of  as  many  patients  of  the  late  Dr.  Hill 
as  possible. 


Howard  W.  Ripy,  a native  of  Lawrenceburg, 
and  graduate  of  Vanderbilt  University  School 
of  Medicine  in  1945,  has  located  on  East  Max- 
well Street  in  Lexington.  Dr.  Ripy  had  his 
specialty  training  at  Vanderbilt  University, 
Nashville,  Tennessee,  and  will  limit  his  work 
to  the  practice  of  Pediatrics. 


Conrad  H.  Jones,  M.  D.,  has  become  associ- 
ated with  the  Houston-McDevitt  Clinic  in 
Murray.  Dr.  Jones  graduated  from  the  Univer- 
sity of  Louisville  School  of  Medicine  in  1946 
and  had  his  hospital  training  at  Missouri  Bap- 
tist Hospital  in  St.  Louis. 


William  W.  Myre,  M.  D.,  Benton,  has  located 
his  office  at  Paducah.  He  was  graduated  from 
the  University  of  Louisville  School  of  Medicine 
in  1946  and  received  his  internship  at  City 
Hospital,  Springfield,  Ohio. 


James  R.  Flautt,  Jr.,  M.  D.,  a graduate  of  the 
University  of  Tennessee  College  of  Medicine  in 
1944,  is  associated  with  Drs.  Samuel  S.  Clark 
and  Willard  D.  Bennett,  Louisville.  Dr.  Flautt 
is  a native  of  Glendora,  Mississippi,  and  took 
his  specialty  work  at  Mayo  Clinic.  He  will 
limit  his  practice  to  the  specialty  of  Anesthesi- 
ology. 


Luther  L.  Burkett,  M.  D.,  Weeksbury,  Floyd 
County,  is  now  associated  with  the  Veterans 
Hospital  at  Memphis,  Tennessee. 


Robert  D.  Trevathan,  M.  D.,  who  has  prac- 
ticed at  Owensboro,  has  moved  to  Bruceton, 
Tennessee. 
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J.  E.  JOHNSON,  M.  D. 

Dr.  J.  E.  Johnson,  Stone,  Kentucky,  repre- 
sents the  seventh  Senatorial  district  in  the  1950 
General  Assembly  and  is  Chairman  of  its  Pub- 
lic Health  Committee. 

Following  his  proposal  regarding  the  national 
compulsory  health  insurance  program,  the  Sen- 
ate of  the  General  Assembly  went  on  record  as 
“opposing  this  program  or  any  system  of  po- 
litical medicine  designed  for  national  bureau- 
cratic control.”  The  aproval  was  viva  voca.  The 
resolution  declared,  “Compulsory  Health  In- 
surance, wherever  tried,  has  led  to  deterioration 
of  medical  care  and  hospitals  and  other  facil- 
ities, with  resulting  decline  in  national  health.” 

Dr.  Johnson  had  his  college  training  at 
Transylvania  University,  Lexington,  and  was 
graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1921.  He  is  Past  President 
of  the  Pike  County  Medical  Society,  and  many 
times  a delegate  to  the  Kentucky  State  Medical 
Association.  He  has  been  a member  of  the  Pike 
County  Board  of  Education  for  fifteen  years. 


Plans  for  alleviating  an  anticipated  shortage 
of  physicians  this  summer  in  overseas  theaters 
were  announced  by  the  Department  of  the 
Army.  Commanders  of  Army  General  Hospi- 
tals where  resident  assignments  are  authorized 
are  being  notified  by  the  Office  of  The  Sur- 
geon General  that  100  medical  officers  are  to 
be  selected  from  first  and  second  year  resi- 
dents to  meet  temporary  medical  needs  in  the 
European  and  Far  Eastern  Commands  during 
the  summer  months.  The  officers  selected  will 
serve  only  temporarily  overseas  and  would  re- 
turn to  their  regular  residency  work  during 
August.  Extension  of  resident  periods  will 


cover  time  lost  from  formal  training. 

The  1950  Convention  of  the  American  Medi- 
cal Association  will  be  held  June  26-30  at  San 
Francisco. 

Those  of  our  members  wishing  to  make  reser- 
vations for  hotel  rooms,  should  contact  William 
A.  Rustad,  M.  D'.,  Chairman,  A.  M.  A.  Hotel 
Committee,  Room  200,  61  Grove  Street,  San 
Francisco  2,  California,  at  their  earliest  con- 
venience. The  American  Medical  Association 
suggests  you  use  the  form  printed  in  the 
national  Journal  for  that  purpose. 

Various  railroads  and  travel  agencies  are  ar- 
ranging special  tours  for  physicians  as  they 
go  and  return  from  the  San  Francisco  Conven- 
tion. These  tours  offer  a number  of  variations 
in  routing.  If  you  are  interested  in  this  infor- 
mation, the  Kentucky  State  Medical  Journal 
will  be  glad  to  hear  from  you. 


The  Kentucky  Obstetrical  and  Gynecological 
Society  will  have  its  annual  meeting  on  Friday 
and  Saturday,  April  28  and  29,  1950  in  the 
Brown  Hotel.  Louisville.  Dr.  Richard  W.  Te- 
Linde,  the  Professor  of  Gynecology,  Johns  Hop- 
kins University,  will  be  the  guest  speaker.  A 
program  of  interest  to  specialists  and  general 
practitioners  alike  will  be  presented.  The  mem- 
bers of  the  Kentucky  State  Medical  Association 
are  cordially  invited  to  attend  the  sessions. 

A.  J.  Whitehouse,  M.  D.,  Lexington,  Ken- 
tucky, is  President  of  the  Kentucky  Society 
and  Edwin  P.  Solomon,  M.  D.,  Louisville,  is 
Secretary. 


Dr.  W.  W.  Nicholson,  State  Chairman  Ameri- 
can Academy  of  Pediatrics,  has  announced  that 
the  yearly  spring  Postgraduate  Course  at 
Children’s  Hospital,  Louisville,  in  cooperation 
with  the  department  of  Pediatrics,  University 
of  Louisville,  will  not  be  conducted  this  year 
due  to  the  building  of  the  new  Children’s  Hos- 
pital which  is  now  in  progress.  This  is  a tem- 
porary measure  and  the  course  will  be  resum- 
ed next  year  in  the  spring  of  1951. 


John  M.  Byrne,  M.  D.,  a native  of  New  York 
and  a graduate  of  the  New  York  University 
College  of  Medicine  in  1941,  has  located  at  the 
Stumbo  Hospital  at  Lackey.  Dr.  Byrne  comes 
to  Lackey  from  St.  Elizabeth  Hospital,  Lafay- 
ette, Indiana. 


Winifred  Ruth  Smith,  M.  D.,  is  associated 
with  the  Red  Bird  Mission  at  Beverly  in  Bell 
County.  A native  of  Enid,  Oklahoma,  she  grad- 
uated from  the  Nebraska  College  of  Medicine  in 
1948  and  had  her  hospital  training  at  Univer- 
sity of  Nebraska  Hospital  at  Omaha. 
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A British  doctor,  who  is  a member  of  the 
Royal  College  of  Physicians  and  the  British 
Medical  Association,  would  like  to  exchange 
summer  vacations  with  an  American  practi- 
tioner, since  he  is  unable  to  take  any  money 
out  of  the  country,  says  George  F.  Lull,  Sec- 
retary and  General  Manager  of  the  American 
Medical  Association. 

“I  sho'uld  be  pleased  to  speak  to  any  of 
your  societies,  giving  them  an  unbiased  opinion 
of  a general  practitioner’s  life  under  our  new 
National  Health  Service,”  the  British  physician 
writes.  “The  United  States  is  threatened  with 
a health  service  and  I feel  that  some  American 
doctors  should  hear  the  snags  as  they  exist 
here.” 


Comprehensive  Postgraduate  Course  in  Rheu- 
matic Fever  and  Rheumatic  Heart  Disease  for 
physicians  only  June  1 to  June  14,  1950  to  be 
conducted  at  the  St.  Francis  Sanatorium  for 
Cardiac  Children,  Roslyn,  L.  I.,  N.  Y.,  under 
the  direction  of  D'r.  Leo  M.  Taran.  Fee  for 
course:  $75  and  attendance  limited.  Applica- 
tions should  be  submitted  before  May  1,  1950. 
For  further  information  address  Rev.  Mother 
Superior,  F.  M.  M.,  Supt.  St.  Francis  Sanator- 
ium for  Cardiac  Children,  Roslyn,  Long  Island, 
N.  Y. 


Dr.  Leslie  Blakey  has  moved  from  Hopkins- 
ville to  Cadiz.  D’r.  Blakey,  a native  of  Bowling 
Green,  received  his  B.  S.  Degree  from  Western 
State  College  in  Bowling  Green.  In  1940-41  he 
was  graduate  assistant  in  Zoology  at  the  Uni- 
versity of  Kentucky.  In  1944  he  entered  the 
University  of  Louisville  School  of  Medicine, 
receiving  his  M.  D.  degree  in  September  1947. 
After  receiving  his  M.  D.  degree  he  served  with 
the  Kentucky  State  Health  Department,  Rapid 
Treatment  Center,  Louisville,  later  interning 
in  the  Indianapolis  General  Hospital,  Indian- 
apolis. 


Ernest  T.  Anderson,  M.  D.,  a graduate  of 
Albany  Medical  College  in  1945,  and  recently  of 
the  Veterans  Administration,  Bath,  New  York, 
has  located  at  Homeplace  Settlement  School 
Ary  in  Perry  County.  Dr.  Anderson  succeeded 
Donald  L.  Graves,  M.  D.,  who  is  now  practicing 
in  Frenchburg. 


Dr.  Robert  N.  McLeod,  Jr.,  announces  the 
opening  of  his  office  for  the  practice  of  Pedia- 
trics at  124  South  Main  Street,  Somerset. 

Dr.  Allen  Barnes,  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  Ohio  State 
University  Medical  School,  Columbus,  was 
the  guest  speaker  at  the  March  27th  meeting 
of  the  Louisville  Obstetrics  and  Gynecology 
Society  and  their  guests. 


Twenty-nine  dollars  ($29.00)  is  the  average 
amount  individual  membership  fee  charged  by 
state  medical  associations,  the  Medical  Society 
of  Virginia  reports  as  ,a  result  of  nation-wide 
survey  just  completed. 

Kentucky’s  state  membership  fee  is  $14.00 
under  the  average  paid  by  members  of  the  42 
states  participating  in  the  Virginia  survey.  An 
average  of  86%  of  eligible  men  in  all  states 
belong  to  their  state  association. 

The  highest  county  society  membership  fee 
reported  per  member  was  $80.00 — some  county 
societies  paid  no  dues,  the  report  stated. 

Kentucky  is  one  of  38  states  that  collects 
its  state  dues  through  the  county  society  sec- 
retary and  treasurer,  and  is  one  of  31  states 
that  collects  the  American  Medical  Association 
national  dues  in  the  same  fashion. 


BOOK  REVIEWS 

NEW  GOULD  MEDICAL  DICTIONARY.  A 
modern  comprehensive  dictionary  of  the 
terms  used  in  all  branches  of  medicine  and 
allied  sciences,  including  medical  physics 
and  chemistry,  pharmacy,  nursing,  veteri- 
nary medicine,  zoology  and  botany,  as  well 
as  medicolegal  terms;  with  illustrations  and 
tables.  The  only  completely  new  medical 
dictionary  in  38  years.  Including  anatomical 
atlas  of  252  illustrations,  by  Harold  Welling- 
ton Jones,  M.  D.,  Ncrmand  L.  Hoerr,  M.  D. 
and  Arthur  Osol,  Ph.  D.  with  the  cooperation 
cf  an  editorial  board  of  80  contributors.  252 
illustrations  on  45  plates,  129  in  color.  First 
Edition.  Publishers:  The  Blakiston  Com- 
pany, Philadelphia.  Text  book  edition  $8.50. 
Thin  paper  edition,  $10.75.  Deluxe  Edition, 
$13.50. 

This  new  dictionary  includes  thousands  of 
important  new  words  and  definitions  that  d- 
not  appear  in  any  other  medical  dictionary — 
words  such  as  amidone  hydrochloride,  medi- 
cine (constitutional,  mestilbol  pancreato- 
trophin,  aureomycin,  somatotonia,  vitagen, 
technetium.  More  than  three  hundred  modern 
texts  as  well  as  journals,  yearbooks  and  stand- 
ard indexes  in  all  basic  fields  have  been  criti- 
cally examined  for  new  words  and  changes  of 
usage,  all  definitions  written  by  specialists  ac- 
tively at  work  in  the  various  fields,  each  entry 
carefully  checked  and  arranged  according  to 
modern  lexicographic  standards  demanding 
brevity,  clarity,  accuracy.  All  branches  of 
medicine  and  allied  sciences  are  exhaustively 
covered,  including  medical  physics  and  chem- 
istry, dentistry,  pharmacy,  nursing,  veterinary 
medicine,  biology  and  botany,  as  well  as  medi- 
colegal terms. 
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MEMPHIS.  TENNESSEE 

For  the  Diagnosis  and  Treatment  cf  Nervous  and  Mental  Diseases 
Drug  Addiction  and  Alcoholism 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


Member  of  the  American  Hospital  Association 
FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD. 

Hospital  Administrator 
J.  F.  HALLER.  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH.  M.  D..  Associate 
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THE  COMPLEAT  PEDIATRICIAN— PRACTI- 
CAL, DIAGNOSTIC,  THERAPEUTIC  and 
PREVENTIVE  PEDIATRICS.  Sixth  Edition. 
For  the  Use  of  Medical  Students,  Internes, 
General  Practitioners,  and  Pediatricians  by 
Wilburt  C.  Davison,  M.A.,  D.Sc.,  LL.D.,  M.D., 
Professor  of  Pediatrics,  Duke  Universtiv 
School  of  Medicine,  and  Pediatrician,  Duke 
Hospital,  Formerly  Acting  Head  of  Depart- 
ment of  Pediatrics,  The  Johns  Hopkins  Uni- 
versity School  of  Medicine,  Acting  Pediatri- 
cian in  Charge,  The  Johns  Hopkins  Hospital, 
and  Member  American  Board  of  Pediatrics, 
Fellow  American  Academy  of  Pediatrics  and 
American  College  of  Physicians,  Member  of 
American  Pediatric  Society,  and  Division  of 
Medical  Sciences,  National  Research  Council. 
Publishers:  Durham,  North  Carolina,  See- 

man  Priniery  for  Duke  University  Press,  1949. 
The  sixth  edition,  in  which  6,500  lines  have 
been  changed,  was  written  because  the  pre- 
vious edition  was  sold  out  and  also  because  of 
the  accumulation  of  additional  pediatric  infor- 
mation, gleaned  from  2,418  recent  articles.  The 
revision  is  based  on  these  authorities,  as  well 
as  on  the  17,405  used  in  previous  editions.  In- 
stead of  recording  these  changes  in  pediatrics 
like  a year  book,  an  effort  has  been  made  to 
correlate  these  newer  advances  with  the  pre- 
existing knowledge,  and  to  present  an  up-to- 
date  digest. 

The  Compleat  Pediatrician  has  its  origin  in  a 
notebook  of  facts  and  methods,  which  are  easi- 
ly forgotten,  started  in  1919  by  those  on  the 
Johns  Hopkins  pediatric  staff.  Like  the  “Com- 
pleat Angler”  of  Isaak  Walton,  which  has  a 
place  in  the  heart  of  every  fisherman,  there 
should  likewise  be  a place  in  the  heart  of  every 
physician  and  general  practitioner  for  this 
book,  “The  Compleat  Pediatrician.” 

The  material  in  this  volume  is  so  arranged 
that  whatever  case  a physician  wishes  to  find 
the  latest  description  and  treatment  of,  he  con- 
sults the  index  and  there  will  be  a resume  of 
material  ready  for  his  use. 


HANDBOOK  OF  MEDICAL  MANAGEMENT 
by  Milton  Chalton,  A.B.,  M.D.,  Instructor  in 
Medicine,  University  of  California  Medical 
School,  San  Francisco;  Sheldon  Margen,  A.B., 
M.D.,  Clinical  Instructor  in  Medicine  and  Re- 
search Associate  in  Medicine,  University  of 
California  Medical  School,  San  Francisco: 
Henry  D.  Brainerd,  A.B.,  M.D.,  Assistant 
Clinical  Professor  of  Medicine  and  Pediatrics, 
University  of  California  School  of  Medicine, 
San  Francisco:  Assistant  Clinical  Professor 
of  Medicine  and  Pediatrics,  Stanford  Univer- 
sity School  of  Medicine,  Physician  in  Charge, 
Isolation  Division,  San  Francisco  Hospital. 
First  Edition.  Publishers  University  Medical 


[April,  1950 

Publishers,  Post  Office  Eox  761,  Palo  Alio, 

California.  Price:  $3.00. 

The  authors  have  attempted  to  make  avail- 
able a handbook  summarizing  present  day 
methods  of  medical  management.  By  such  con- 
densations of  material  such  a method  is  neces- 
sary to  tie  together  the  vast  amounts  of  infor- 
mation which  is  available  to  the  medical  student 
and  practitioner.  This  book  is  not  intended  to 
replace  the  more  complete  texts  and  references 
on  clinical  therapeutics,  but  rather  to  provide  a 
readily  accessible  source  of  material  for  every 
day  use.  Emphasis  has  been  placed  upon  the 
more  common  diseases.  At  the  same  time  certain 
of  the  less  frequently  encountered,  but  medi- 
cally important,  diseases  have  been  included. 
Rational  physiological  therapeutic  concepts 
have  been  given  preference,  yet  the  authors 
have  not  hesitated  to  include  time  proven  em- 
pirical methods  when  necessary.  When  contro- 
versial issues  are  involved,  alternative  thera- 
peutics methods  have  been  suggested. 

It  is  certain  that  this  volume  will  be  of  great 
practical  value  in  the  daily  conduct  of  medical 
practice.  All  the  drugs  mentioned  are  official 
or  accepted  drugs  of  the  various  National 
Therapeutic  Associations. 

The  back  covers  contain  tables  of  equiva- 
lents, normal  hematological  and  urine  values. 


THE  PHYSIOLOGY  OF  THOUGHT,  A Func- 
tional Sfudy  of  the  Human  Mind  in  Action, 
by  Harold  Bailey,  M.  D.,  F.A.C.S.,  Charles 
Cily,  Iowa.  Harold  Bailey  was  born  in  Somer- 
set England,  and  was  educated  at  Iowa  State 
University.  He  was  graduated  from  Rush 
Medical  College  in  1837,  and  did  post-grad- 
uate work  in  Dublin's  Rotunda  Hospital,  Lon- 
don Hospital  and  the  University  of  Vienna. 
He  has  served  on  the  ophthalmic  staffs  of 
numerous  hospitals  here  and  abroad  and 
is  Licentiate  of  the  American  Board  of 
Ophthalmology,  a life  member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Oio- 
Laryngology  and  the  American  College  of 
Surgeons.  Publishers:  The  Williams  Fred- 
erick Press,  New  York.  Price  $3.00 
This  study  of  human  thought  is  the  unfolding 
of  the  various  relationships  existing  between 
mental  process  and  other  phenomena.  Reluc- 
tantly discarding  much  general  physiology,  in 
the  rewarding  attempt  to  capture  the  interest 
of  the  lay  leader,  the  author  has  been  able  to 
present  the  nervous  system  in  general,  as  well 
as  that  more  highly  specialized  branch  which 
concerns  mental  function,  with  a direct  ap- 
proach to  the  construction  of  personality.  The 
result  is  an  epoch-making  method  of  psychology 
and  physiology,  and  a practical  sociological 
analysis  of  mental  and  emotional  makeup. 

The  author  maintains  that  mental  deficiencies 
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PULMONARY  EDEMA 
AND  PAROXYSMAL 
CARDIAC  DYSPNEA 


"The  development  of  pulmonary- 
edema  at  night  may  in  certain  cases 
be  prevented  and  in  addition  effec- 
tively treated  by  intramuscular  . . . 
administration  of  aminophyllin  in 
dosages  of  0.5  Gm."1 

The  diuretic  action  of  Searle  Amino- 
phyllin frees  the  tissues  of  excessive 
fluid;  its  myocardial  stimulating  ac- 
tion improves  the  efficiency  of  heart 
contractions. 

G.  D.  Searle  & Co.,  Chicago  80,  111. 


searle  AMINOPHYLLIN 


ORAL... PARENTERAL... RECTAL  DOSAGE  FORMS 


*Contains  at  least  80%  of  anhydrous  theophylline. 

SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


* 


1.  Barach,  A.  L.:  Edema  of  the  Lungs,  Am.  Pract.  3: 27 
(Sept.)  1948. 
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in  various  degrees  may  exist  without  becoming 
a threat  to  the  life  and  nutrition  of  the  body  in 
general.  On  this  thesis,  he  offers  an  enlighten- 
ing discussion  on  the  possibilities  of  cutting 
through  “fixed”  habits  and  establishing  new 
patterns. 

Always  rich  in  theory,  this  book  is  scien- 
tifically sound  and  convincing,  with  a complete 
avoidance  of  vague,  ill-defined  terminology. 


CARDIOVASCULAR  DISEASE,  Fundamentals, 
Differential  Diagnosis  and  Treatment,  by 
Louis  H.  Sigler,  M.  D„  F.A.C.P.,  Attending 
Cardiologist  and  Chief  of  Cardiac  Clinic, 
Coney  Island  Hospital;  Consulting  Cardiolo- 
gist, Rockaway  Beach  Hospital;  Consulting 
Cardiologist,  Menorah  Home  and  Hospital  for 
the  Aged.  Publishers:  Crume  & Stratton, 
New  York.  1949.  Price  $10.00. 

The  text  attempts  to  cover  all  problems  the 
physician  is  called  upon  to  solve  in  the  course 
of  his  practice,  as  submitted  to  the  author  in 
his  capacity  as  consultant.  These  are  presented 
in  a simple  and  comprehensive  form.  The 
method  of  presentation  is  the  one  used  by  the 
author  in  postgraduate  teaching  for  many  years. 

The  newer  methods  employed  in  diagnosis, 
such  as  roentgenkymography,  electrokymog- 
raphy, angiocardiography  and  cardiac  catheter- 
ization are  briefly  discussed. 

The  subject  matter  is  fully  illustrated  by 
clinical  material,  roentgenologic  findings,  path- 
ologic specimens  including  photomicrographic 
studies  and  many  original  drawings  and  illus- 
trations. 

As  the  book  is  purely  a text  on  the  clinical 
aspects  of  cardiovascular  disease,  the  value  of 
the  electrocardiogram  is  merely  pointed  out 
from  time  to  time  in  the  diagnosis  of  the  vari- 
ous conditions,  as  the  author  has  previously 
written  on  this  subject.  As  cardiovascular 
disease  is  the  leading  cause  of  death,  this  book 
is  very  timely  and  is  an  adjunct  to  the  busy 
practitioner’s  library. 


HUMAN  GROWTH.  The  Story  of  How  Life 
Begins  and  Goes  On.  Based  on  fhe  Educa- 
tional Film  of  the  Same  Title  by  Lester  F. 
Beck,  Ph.  D.  Associate  Professor  Psychology, 
University  of  Oregon  with  the  assistance  of 
Margie  Robinson,  M.  A.  Harcourt,  Brace  and 
Ccmpany,  New  York,  Publishers.  Price  $2.00. 
With  this  publication  sex  education  amongst 
teen  age  children  has  taken  a great  step  for- 
ward. Here  in  simple  and  straightforward 
terms,  to  be  read  by  both  boys  and  girls,  are 
all  the  important  facts  about  male  and  female 
human  growth;  how  a baby  is  conceived,  how 
it  grows  inside  the  mother’s  body,  how  it  is 
born  and  develops  into  a normal  human  being. 


Human  Growth  represents  a new  and  unusual 
approach  to  describing  the  true  facts  of  life 
to  adolescent  children.  It  is  a carefully  planned, 
psychologically  sound  and  honest  book  about 
sex  that  parents,  teachers,  and  children  have 
wanted  for  a long  time.  Its  primary  purpose 
is  to  create  a healthy  mental  attitude  in  adults 
and  children  alike  by  a simple,  honest  telling 
of  the  story  of  human  growth,  and  by  providing 
a sound  basis  for  intelligent  discussion  of  this 
all-important  subject. 

This  book  stems  from  the  same  source  as  the 
recently  produced  film,  Human  Growth. 


CLINICAL  PATHOLOGY,  Application  and 
Interpretation,  by  Benjamin  B.  Wells,  M.  D., 
Ph.  D.,  Professor  of  Medicine,  University  of 
Arkansas  School  of  Medicine,  Little  Rock, 
Arkansas;  397  pages,  with  illustrations.  Pub- 
lishers: W.  B.  Saunders,  Philadelphia.  1950. 
Price  $6.00. 

As  clinical  pathology,  as  a specialty,  is  a 
development  of  the  Twentieth  century,  all  the 
material  written  on  this  subject  is  readily 
available  as  a reference.  This  book  is  designed 
especially  for  the  general  practitioners  and  tells 
them  what  clinical  tests  are  helpful  in  their 
diagnosis.  It  explains  how  to  collect  and  pre- 
serve the  specimens,  and  describes  in  detail 
just  what  the  findings  mean  which  is  very 
essential  in  a diagnosis,  and  for  each  test  you 
get  data  on  accuracy,  availability,  limitations 
and  methods  of  handling  the  specimen.  The 
material  is  presented  according  to  functional 
systems  and  disecses  in  the  same  fashion  as 
a text-book.  It  takes  the  applied  phases  of 
clinical  pathology  out  of  the  laboratory  and 
offers  it  to  the  physician  in  simple,  useful  time- 
saving form. 


HANDBOOK  BOOK  OF  THE  COMMON 
ACUTE  INFECTIOUS  DISEASES  by  Aural- 
can  Research  Division.  Published  exclusively 
for  fhe  Medical  Profession.  Illustrated  in  full 
color.  Adapted  from  Clinical  Pediatrics  by 
I.  Newton  Kugelmass,  M.  D.,  Ph.  D.,  Sc.  D. 
Illustrated  by  Eve  Madsen. 

The  pathognomonic  signs  of  the  Acute  In- 
fectious Diseases  are  familiar  to  clinicians  but 
their  association  with  less  obvious  sequelae 
are  often  forgotten.  The  illustrations  of  each 
infectious  disease  are  arranged  chronologically 
in  terms  of  typical  manifestations,  clinical 
course  and  common  sequelae.  These  visual  fea- 
tures are  correlated  with  a factual  review  of 
the  basic  principles  of  everyday  problems  in 
infectious  diseases.  A bibliography  accompanies 
each  disorder.  This  book  will  provide  adequate 
information  on  the  acute  infectious  diseases  in 
convenient  compass. 
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MEDICAL  MANAGEMENT  OF  PEPTIC  ULCER 
C.  B.  Billington,  M.  D. 

PADUCAH 


The  term  “Peptic  Ulcer”  as  used  here, 
includes  ulcers  of  the  esophagus,  stomach, 
duodenum  and  anastomotic  jejunal  ulcers 
and  does  not  include  ulcers  due  to  neo- 
plasm, syphilis  and  tuberculosis.  The  fact 
that  the  term  “Peptic  Ulcer”  is  a loose 
one  indicates  our  lack  of  knowledge  con- 
cerning this  diagnosis.  Time  will  not  per- 
mit discussion  of  the  anatomy  and  phy- 
siology of  the  stomach;  however,  a thor- 
ough knowledge  of  these  two  subjects  is 
essential  to  the  diagnosis  and  treatment 
of  peptic  ulcer.  Rehfuss  cites  references 
to  fifty-six  different  theories  for  the  pro- 
duction of  acute  ulcer.  At  this  time  no 
single  cause  has  been  agreed  upon.  There 
are  two  main  factors  involved  in  the  de- 
velopment of  peptic  ulcer.  One:  There  is  an 
excessive  secretion  of  gastric  juices.  Two: 
There  is  a pathological  susceptibility  of 
the  gastrointestinal  mucous  membrane  to 
the  destructive  effects  of  gastric  secretions 
and  especially  ..pepsin-hydrochloric  acid. 
Peptic  ulcer  has  always  been  one  of  the 
most  perplexing  diseases  with  which  the 
physician  has  to  deal.  In  some  respects  it 
occupies  about  the  same  position  in  the 
field  of  medicine  as  cancer,  and  like  can- 
cer, we  know  about  its  pathology,  behav- 
iour and  management,  but  we  know  very 
little  more  about  the  fundamental  and 
underlying  cause  than  was  known  100 
years  ago.  This  lack  of  fundamental  knowl- 
edge as  to  its  cause  constitutes  the  great- 
est barrier  in  our  efforts  to  find  a remedy 
that  will  cure  an  ulcer  and  keep  it  cured. 
While  we  do  not  know  the  basic  cause  of 
ulcer  we  do  know  many  of  the  conditions 
which  contribute  to  its  development.  It 
is  our  understanding  of  these  contribut- 
ing causes  which  forms  the  background 

Read  before  the  Kentucky  State  Medical  Association. 
Owensboro,  October,  6-8,  1949. 


for  the  treatment  of  peptic  ulcer  today. 
Among  these  contributing  causes  there  is 
one  which  stands  out  clearlv  and  so  force- 
ably  that  for  the  sake  of  a working  for- 
mula we  may  regard  it  as  the  basic  of- 
fender in  peptic  ulcer  and  make  its  elimi- 
nation our  chief  therapeutic  goal.  This 
particular  offender  is  the  pepsin-hydro- 
chloric acid  fraction  which  is  secreted  in 
abnormally  large  quantities  and  exerts 
an  erosive  effect  upon  mucus  membrane 
usually  resistant  to  such  attacks.  It  is  this 
vulnerability  of  the  mucus  membrane 
and  the  lack  of  any  remedy  to  combat  it 
that  constitutes  the  weakest  point  in  the 
treatment  of  peptic  ulcer.  With  this  back- 
ground it  can  readily  be  seen  that  for  the 
most  part  the  treatment  of  ulcer  may  be 
boiled  down  to  the  problem  of  preventing 
the  over-production  of  pepsin  and  hydro- 
chloric-acid, or  by  removing  or  neutraliz- 
ing it  before  it  has  time  to  exert  its  harm- 
ful effects.  This  is  admittedly  a one-sided 
make  shift  approach,  but  in  the  absence 
of  a better  understanding  as  to  why  the 
mucosa  succumbs  to  the  gastric  secretions 
and  lacking  a corrective  remedy  for  this 
abnormality,  it  is  necessarily  the  best  we 
can  do. 

Medical  Management 

An  accurate  diagnosis  is  essential  be- 
fore instituting  medical  treatment,  for  we 
may  be  dealing  with  a malignancy  or  some 
other  surgical  condition  in  which  delay 
will  jeopardize  safety  of  the  patient’s  life. 

The  medical  management  of  peptic  ul- 
cer includes  many  details.  First  is  rest. 
Rest  is  important  in  many  diseases.  It  is 
very  valuable  in  all  ulcers  and  essential 
in  most.  The  actual  type  of  rest  varies  de- 
pending upon  the  type  of  patient.  For 
some  it  means  several  weeks  rest  in  bed 
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in  a hospital,  for  others,  bed  rest  at  home. 
For  some  a strenuous  hunting  trip  is  more 
useful  than  a stay  in  bed.  Many  factors 
influence  rest,  such  as  working  conditions, 
economic  conditions,  the  “domestic”  situa- 
tion, in  fact  all  the  factors  that  influence 
everyday  life  must  be  investigated.  This 
requires  a careful  history  and  often  a 
psychiatric  study  by  a trained  psychia- 
trist. Explanation  and  assurance  are  in- 
valuable in  gaining  the  patient’s  confi- 
dence and  cooperation  and  often  in  help- 
ing him  to  gain  confidence  in  himself. 
Physical  rest,  preferably  more  or  less 
complete  bed  rest,  for  two  to  three  weeks 
is  usually  more  desirable  than  a hunting 
trip.  Hospitalization  is  desirable  for  it 
makes  education  easier  to  accomplish. 
The  patient  learns  that  others  who  have 
ulcers  carry  out  the  prescribed  program. 
Home  management  may  be  perfectly  sat- 
isfactory if  there  are  no  home  tensions 
and  if  the  program  can  be  properly  super- 
vised. Two  weeks  of  complete  rest  should 
be  the  minimum  preceding  a longer  pe- 
riod of  relative  rest,  which  may  extend  up 
to  a year,  depending  upon  the  patient’s  ad- 
justment and  ability  to  heal  his  ulcer. 
The  rest  period  very  often  brings  about 
a complete  readjustment  of  his  mode  of 
living,  attitude,  etc. 

Diet 

The  diet  should  be  soft,  non-irritating 
and  nutritious.  It  is  not  necessary  to  pay 
particular  attention  to  the  quantitative 
difference  in  gastric  secretions  which  pre- 
sumably result  from  ingestion  of  differ- 
ent foods,  for  these  variations  are  relative- 
ly slight.  All  foods  and  liquids,  including 
water,  stimulate  gastric  secretion.  Fats 
do  exert  a moderate  inhibitory  effect  on 
gastric  emptying  and  secretion.  The  acid 
combining  capacity  of  protein  food  is  sig- 
nificant, thus  a mixture  of  milk  and  cream 
works  well.  The  usual  schedule  consists  of 
the  administration  of  90  c.c.  equal  parts 
whole  milk  and  18%  cream  each  hour 
from  7:00  A.  M.  to  7:00  P.  M.  This 
may  be  varied  by  using  whole  milk 
alone,  adding  chocolate  or  vanilla  fla- 
voring. A small  amount  of  orange  juice 
each  hour  may  be  helpful.  Malt  may 
be  added  if  desired.  Usually  it  is  satis- 
factory to  begin  one  small  additional 
feeding  on  the  second  or  third  day. 
The  addition  of  new  foods  every  day  or  so 
gives  the  patient  something  to  look  for- 
ward to  and  adds  to  his  well  being.  Time 
does  not  permit  a full  discussion  of  the 
foods  allowed  and  the  manner  in  which 
they  are  added;  however,  any  text  book 


or  diet  manual  will  list  these.  It  is  im- 
portant to  watch  the  weight  curve.  There 
is  usually  a loss  of  weight  during  the  first 
few  days  of  treatment  but  it  levels  off  by 
the  end  of  the  first  week.  Continual 
weight  loss  usually  means  not  only  inade- 
quate food  intake  but  a high  grade  ob- 
struction and  possibly  neoplasm. 

Antacids 

Sippy  in  1917  was  the  first  to  advise  a 
comprehensive  program  of  therapy.  His 
program  aimed  at  maintaining  an  accu- 
rate neutralization  of  all  free  hydrochloric 
acid  during  the  time  that  food  and  its  ac- 
companying secretions  are  present  in  the 
stomach.  He  used  bismuth-subcarbonate, 
sodium  bicarbonate  and  magnesium  ox- 
ide. The  bismuth  was  used  to  counteract 
the  laxative  effect  of  the  magnesium  ox- 
ide. He  found  that  bismuth  was  a poor 
antacid  and  replaced  it  with  calcium  car- 
bonate. The  antacids  had  many  disadvan- 
tages. Calcium  carbonate  was  too  consti- 
pating and  magnesium  oxide  too  laxative, 
making  it  practically  impossible  to  strike 
a happy  medium  in  the  dosage  for  any  in- 
dividual. The  sodium  bicarbonate  and 
calcium  carbonate,  when  neutralized,  pro- 
duced carbon  dioxide  which  caused  belch- 
ing. Later  we  had  introduced  tribasic  salts 
of  calcium  and  magnesium,  of  aluminum 
hydroxide  and  phosphate  gel.  Unfortunate- 
ly all  of  these  have  either  a constipating 
or  laxative  effect  upon  the  bowel  causing 
much  discomfort  in  some  patients.  Thus 
the  ideal  antacid  has  not  been  found. 
There  are  innumerable  antacids  on  the 
market  today.  Opinions  and  tastes  differ 
as  to  the  choice  of  one.  If  absolute  neu- 
tralization of  acid  is  desired,  the  powder 
must  be  given  at  hourly  intervals  from 
7:00  A.  M.  to  9:00  P.  M.  with  the  milk  and 
cream.  Colloidal  proportions  of  aluminum 
have  proved  most  satisfactory  although 
the  dosage  is  larger.  If  calcium  carbonate 
is  used  attention  must  be  given  the  Ibowels 
to  prevent  fecal  impaction.  It  may  be 
necessary  to  alternate  calcium  and  mag- 
nesuim  powders  until  mild  diarrhea  en- 
sues, then  regulate  these  two  powders  ac- 
cording to  the  need  of  the  individual.  In 
any  event  frequent  rectal  examinations 
should  be  made  in  order  to  be  sure  that 
no  impaction  exists. 

Aspiration  of  the  Stomach 

Until  acidity  is  well  controlled  and  the 
ulcer  pain  relieved,  it  is  well  to  aspirate 
the  stomach  at  9:  00  or  10:  00  P.M.  and  again 
at  midnight  to  1:00  A.  M.  This  provides 
a check  on  the  degree  of  neutralization 
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obtained.  If  aspiration  reveals  that  neu- 
tralization has  not  been  complete,  one 
should  give  antacid  at  midnight,  2:00, 
4:00  and  6:00  A.  M.  In  some  stubborn  cases 
it  is  necessary  to  use  a continuous  drip 
method  for  the  administration  of  food,  ant- 
acids and  anti-spasmodics.  Rarely  is  this 
method  necessary  for  longer  than  a week. 
A colloidal  suspension  of  200  c.c.  of  7% 
aluminum  hydroxide  diluted  with  600  c.c. 
of  water  in  24  hours  along  with  whole 
milk  feedings  has  proven  satisfactory. 

Antispasmodics 

All  medical  routines  include  the  use  of 
an  antispasmodic.  Atropine  heads  the  list 
of  drugs.  It  is  difficult  to  prove  that  atro- 
pine relieves  pylorospasm  or  spasm  at  the 
site  of  the  ulcer.  There  is  conclusive  evi- 
dence that  atropine  in  adequate  doses  di- 
minishes gastric  peristalsis  and  secretion, 
thus  it  aids  in  neutralizing  gastric  juice. 
The  dose  ranges  from  1/200  gr.  by  hypo 
night  and  morning  to  1/200  gr.  every  four 
hours,  or  the  tincture  may  be  used  8 to  10 
drops  every  four  hours,  depending  on  the 
individual  tolerance.  It  should  be  used 
just  short  of  physiological  tolerance  as  de- 
termined by  visual  disturbance  and  dry- 
ness of  the  mouth  and  throat.  Many  other 
antispasmodics  have  been  advocated  in- 
cluding a number  of  synthetic  prepara- 
tions, but  none  has  proven  superior  to 
atropine.  A sedative  is  usually  used  with 
antispasmodics,  1/4  gr.  to  1/2  gr.  of  pheno- 
barbital  every  four  hours  to  aid  in  relax- 
ing the  stomach  specifically  and  the  pa- 
tient in  general. 

A number  of  other  methods  of  treatment 
have  been  tried  such  as  x-ray,  hormones, 
mucin  and  foreign  therapy,  but  none  of 
these  have  proven  satisfactory  used  alone. 
There  is  evidence  that  x-ray  will  inhibit 
the  secretion  of  gastric  juice  but  the  re- 
sults are  variable  and  the  patient’s  reac- 
tion is  often  severe.  Enterogestrone,  as 
prepared  by  Ivy,  has  shown  promise  but  is 
not  available  for  wide  scale  clinical  use. 
The  use  of  200  mesh  resin  has  proven  satis- 
factory in  some  hands  but  is  still  experi- 
mental. 

Treatment  of  Hemorrhage 

The  care  of  the  patient  with  hemor- 
rhage from  a peptic  ulcer  is  a definite  part 
of  medical  management.  The  slow  con- 
tinued loss  of  blood  is  tolerated  better 
than  sudden  massive  hemorrhage.  Rou- 
tine blood  counts  and  stool  examinations 
for  occult  blood  should  be  followed  even 
in  the  ambulant  patient.  Most  patients 
with  ulcers  will  show  occult  blood  in  the 


stool  at  some  time  and  the  routine  treat- 
ment outlined  above  for  the  healing  ulcer 
will  suffice.  If  severe  secondary  anemia 
is  found  it  is  best  to  give  the  patient 
small  transfusions  at  a slow  rate  in  order 
to  prevent  a sudden  rise  in  blood  pressure 
and  the  possibility  of  increasing  bleeding. 
The  administration  of  iron  should  be  a- 
voided  due  to  its  irritating  effect  until  the 
ulcer  is  well  under  control.  Later  it  may 
foe  used  but  since  iron  requires  an  acid 
media  for  absorption,  it  is  difficult  to 
help  the  anemia  while  giving  large  a- 
mounts  of  alkali.  The  treatment  of  mas- 
sive hemorrhage  is  always  a serious 
problem.  The  blood  pressure  and  pulse 
rate  are  better  guides  than  the  blood 
count,  since  the  blood  count  does  not  drop 
materially  until  several  hours  after  the 
initial  hemorrhage.  A sudden  drop  in 
blood  pressure  below  100  m.  m.  mercury 
and  a pulse  rise  to  120  are  an  indication 
for  transfusion  or  in  slow  hemorrhage  a 
blood  count  of  below  three  million.  The 
usual  is  to  give  500  c.c.  of  whole  blood  and 
repeat  this  amount  as  often  as  appears 
necessary.  If  repeated  transfusions  are 
necessary  the  outlook  is  grave  because 
the  bleeding  is  probably  due  to  a large  or 
sclerotic  artery.  In  such  cases  surgical  in- 
tervention is  necessary.  If  vomiting  is 
present  starvation  is  necessary  only  until 
nausea  and  vomiting  cease  and  the  pa- 
tient has  a desire  for  food.  During  the  pe- 
riod of  perhaps  a day  the  patient  may 
have  cracked  ice  to  relieve  the  dryness  of 
his  mouth  but  should  not  swallow  the 
water  or  saliva.  5%  glucose  in  saline  may 
be  given  subcutaneously  but  moderate  de- 
hydration is  desirable  to  enhance  blood 
clotting.  If  vomiting  is  not  present,  rou- 
tine use  of  food,  liquid  and  antacid  should 
be  given  in  the  usual  manner.  Aspiration 
of  the  stomach  should  be  omitted  during 
this  phase.  Should  bleeding  continue  as 
shown  by  occult  blood  in  the  stools  for 
two  weeks  and  the  patient  is  in  good  con- 
dition, x-ray  examination  is  indicated  for 
diagnosis  because  the  bleeding  often  may 
be  from  cancer. 

Conclusion 

In  conclusion  it  may  be  said  that  the 
success  of  any  ulcer  treatment  depends 
upon  the  ability  of  the  patient  to  remem- 
ber every  day  of  his  life  that  he  is  an  ul- 
cer patient  and  to  live  accordingly. 

DISCUSSION 

George  W.  Pedigo,  Louisville:  I have  enjoyed 
Dr.  Billington’s  excellent  paper.  The  prob- 
lem of  management  of  the  patient  with  peptic 
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ulcer  is  one  of  the  most  practical  and  neces- 
sary problems  for  the  Internist  and  General 
Practitioner  to  understand.  It  is  well  known 
that  most  ulcers  of  recent  origin  will  respond 
to  diet  and  medication  with  very  gratifying  re- 
sults since  all  peptic  ulcers,  whether  gastric  or 
duodenal,  have  a natural  tendency  to  heal. 
This  even  happens  in  some  cases  with  no  medi- 
cal supervision  since  these  patients  learn  that 
eating  frequently  and  taking  bland  food  gives 
them  relief  and  they  heal  their  own  ulcers  in 
so  doing.  In  spite  of  this  a review  of  the  litera- 
ture shows  that  less  than  half  of  the  roentgeno- 
logically  diagnosed  ulcers  are  permanently 
cured  on  a medical  regime.  It  is  the  discourag- 
ing frequency  of  recurrence  of  the  ulcer  or  re- 
activation of  ulcers  that  presents  the  real  prob- 
lem. Hillard  and  Logan  found  in  a 10  year 
follow  up  of  216  patients  only  38%  of  this  group 
had  no  recurrence  of  their  ulcer.  Crohn  found 
only  27%  of  his  patients  cured  after  a four  year 
period  of  observation  and  treatment.  Similar 
results  are  reported  by  other  clinicians.  How 
can  we  explain  this  high  percentage  of  recur- 
rences and  what  can  we  do  to  improve  our 
failure  rate?  There  are  several  factors  we  all 
recognize  as  basic  in  the  development  of  pep- 
tic ulcer.  We  recognize  a definite  constitutional 
factor  as  a prerequisite.  Certain  individuals  tend 
to  have  indigestion  and  to  develop  ulcers  even 
with  careful  safeguarding,  whereas  other  peo- 
ple display  no  tendency  to  the  peptic  ulcer  syn- 
drome even  under  the  worst  conditions  of  ner- 
vous strain  and  bad  dietary  habits.  In  those  per- 
sons with  this  constitutional  tendency  to  de- 
velop ulcers  some  aggravating  circumstance 
frequently  precipitates  the  ulcer  or  causes  an 
ulcer  to  recur.  These  aggravating  factors  may 
be  nervous  strain,  tension,  fear  and  worry  or 
bad  eating  habits  of  bolting  food  or  eating 
when  under  stress  and  excitement  or  the  eat- 
ing of  highly  seasoned,  irritating  foods.  Wolf 
and  Wolf  have  observed  in  the  human  stomach 
an  increased  vascularity  and  turgor  of  the  mu- 
cosal lining  of  the  stomach  making  this  mu- 
cosa more  friable  and  susceptible  to  injury. 
This  increase  in  vascularity  may  be  produced 
daily  in  many  ways  including  emotional  con- 
flict and  frustration.  The  use  of  alcohol  and 
smoking  also  may  produce  the  same  changes 
as  well  as  stimulating  the  flow  of  an  abundant 
highly  acid  gastric  juice. 

It  is  my  belief  that  all  of  us  depend  too  much 
on  medication  and  diet,  important  as  they  are, 
and  give  too  little  time  to  talking  to  the  patient, 
understanding  his  problems  in  his  home  and  at 
his  work  and  advising  him  of  the  necessity  of 
adjusting  his  work  and  play  to  an  even  tempo. 
Peace  of  mind,  avoiding  tension,  stress  and 
strain,  eating  slowly  and  avoiding  alcohol  and 
tobacco  are  the  important  factors  that  will  in- 


crease our  percentage  of  cures  and  will  de- 
crease our  incidence  of  recurrence  of  peptic 
ulcers.  We  can  do  nothing  about  the  constitu- 
tional state  of  the  patient,  but  we  can  help  him 
to  avoid  the  aggravating  and  precipitating  fac- 
tors. 

James  T.  Gilbert,  Jr.,  Bowling  Green:  In  dis- 
cussing this  paper,  I would  like  to  stress  a few 
important  points. 

In  my  opinion  the  greatest  single  factor  in 
the  occurrence  or  recurrence  of  peptic  ulcer  is 
mental  stress  and  strain  with  associated  ner- 
vous tension.  This  must  be  alleviated  in  order 
to  cure  the  patient.  The  acute  ulcer  will  usually 
heal  on  any  of  the  many  conventional  methods 
of  treatment,  but  will  recur  if  stress  and  e- 
motional  upsets  are  not  prevented.  It  is  up  to 
the  doctor  to  thoroughly  evaluate  and  treat  the 
patient  as  a whole,  because  peptic  ulcer  is  mere- 
ly a part  of  a general  systemic  disease.  As  Dr. 
Billington  mentioned,  rest  is  very  important, 
particularly  mental  rest.  The  vast  majority  of 
our  patients  with  acute  ulcer  are  treated  on  an 
ambulatory  basis  with  success.  Only  a few  re- 
quire hospitalization,  which  is  fine  if  they  don’t 
worry  about  their  hospital  bill. 

Many  different  diets  have  been  recommend- 
ed, but  the  consensus  of  opinion  is  shifting  more 
toward  a full  soft,  non-irritating  diet  from  the 
beginning  with  intermediate  milk  feedings,  and 
away  from  the  rigid  inadequate  Sippy  diet. 
Protein  hydrolysates  and  pureed  vegetables 
and  meats  may  be  used  at  first.  Multivitamin 
capsules  should  be  used  to  prevent  any  vita- 
min lack.  Orange  juice  causes  a disturbance  in 
some  patients  and  we  prefer  to  give  it  once  a 
day  in  connection  with  other  foods.  We  use 
milk  and  alkali  (aluminum  hydroxide  gel,  or 
tablets  or  aluminum  hydroxide  with  magnesium 
trisilicate)  as  often  as  necessary  to  prevent 
pain. 

In  bleeding  ulcers  we  prefer  to  start  with  a 
Meulengradt  diet  as  soon  as  the  vomiting  has 
subsided.  This  frequently  will  stop  the  nausea. 

We  use  aspiration  only  when  there  is  obstruc- 
tion. At  times  a tube  is  left  in  the  stomach 
with  frequent  drainage;  but  usually  one  aspi- 
ration at  bedtime  is  sufficient.  If  the  obstruc- 
tion is  not  permanent,  but  due  to  edema  with 
spasm,  the  amount  aspirated  each  night  will 
gradually  decrease.  The  patient  can  easily  be 
taught  to  do  this  himself.  In  obstruction  we  use 
a diet  of  milk  and  cream  plus  protein  hydroly- 
sate only  at  the  beginning.  If  the  obstruction  is 
not  relieved  within  2 weeks,  then  surgery  is 
necessary. 

In  our  experience  Mol-Iron  is  rarely  irritat- 
ing to  the  stomach  and  should  be  started  in 
bleeding  patients  as  soon  as  the  gross  bleeding 
has  stopped. 
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SOME  EAR,  NOSE  AND  THROAT  PROBLEMS 
E.  C.  Yates,  M.  D. 

LEXINGTON 


It  would  appear  in  the  era  of  persuasive 
and  uncontrolled  utilization  of  the  anti- 
biotics, that  the  field  of  infections  may  be 
narrowed  in  their  application  to  ear,  nose, 
and  throat  diseases.  However,  there  is  a 
justification,  perhaps,  for  a review  of  some 
therapeutic  principles,  and  a plea  for  their 
more  thoughtful  and  sound  application. 
The  urge  to  administer  appears  to  tran- 
scend therapeutic  rationale,  and  provokes 
the  use  of  antibiotics  for  purposes  often 
obscure  and  irrelevant.  Their  usage  and 
methods  for  administration  know  no 
limitation  in  practice  of  Otolaryngology. 

Use  of  Penicillin 

In  the  case  of  penicillin,  the  principles 
are  clear  cut,  and  well  defined,  and  should 
be  administered  accordingly.  Firstly,  it  is 
a powerful  anti-bacterial  agent  for  or- 
ganisms for  which  it  is  specific.  The 
vast  majority  of  patients,  with  suppurative 
otitis  media,  furunculosis,  external  ear  in- 
fections, acute  sinus  disease,  will  respond 
promptly  to  the  parenteral  use  of  penicil- 
lin. The  response  should  not  be  delayed 
beyond  the  72  hour  period.  Unabated 
signs  and  symptoms  of  the  acute  infection 
call  for  a bacterial  examination  to  deter- 
mine the  responsible  organism  and  apply 
the  proper  antibiotic  available.  One  can 
not  employ  bacteriological  examination 
in  every  case  as  the  same  is  too  expensive 
and  time  consuming.  In  meningitis,  for 
example,  it  is  essential  to  utilize  every 
antibiotic  available  as  we  realize  we  are 
dealing  with  a “killing  disease.” 

Secondly,  the  penicillin  must  come  into 
direct  contact  with  the  organism  and 
maintain  same.  Thus,  we  can  appreciate 
its  failure,  and  the  fact  that  it  falls  short 
of  its  objective  in  local  application  to  the 
nose  and  throat.  The  treatment  of  colds 
with  the  same  is  useless  as  the  same  is  a 
virus  invasion,  and  this  lies  in  the  intra- 
cellular structure  beneath  an  inflamed 
mucous  membrane  and  penicillin  can  not 
possibly  reach  the  site  of  the  invasion. 
The  rapid  vibrations  of  the  cilia  of  the 
nose  militates  sustained  contact.  Most  of 
the  medication  is  extruded  into  the  throat 
and  nasopharynx.  It  follows  that  the  use 
of  aerosol  penicillin  is  of  questionable 
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value.  One  cannot,  therefore,  become  en- 
thusiastic for  the  application  of  penicil- 
lin locally  in  mouth  and  throat.  Excep- 
tion may  be  found,  however,  in  local  ul- 
cers and  Vincent’s  about  the  gums. 

The  literature  is  filled  with  glowing 
reports  in  the  use  of  aerosol  penicillin  in 
lower  respiratory  infections.  I cannot  con- 
ceive that  the  benefits  claimed  by  the  pro- 
ponents are  due  to  the  local  application  of 
the  drug,  but  rather  to  the  absorption  and 
its  dissemination.  We  are  able  to  get  a 
blood  level  by  such  application.  Contrary 
to  this,  we  do  find  that  the  local  instilla- 
tion of  penicillin  and  sulfa  drugs  through 
a tube  into  the  bronchial  trees,  is  very 
useful  in  bronchiectatic  diseases  of  the 
chest. 

Thirdly,  we  find  the  inability  of  peni- 
cillin to  penetrate  a capsule  such  as  an  ab- 
scess. Yet,  these  are  instituted  in  osteomye- 
litis and  chronic  sinus  disease.  The  latter 
simulates  an  infection  in  an  area  surround- 
ed by  scar,  and  granulation  tissue  with 
deep  infection  not  permeated  by  the  drug, 
so  in  a chronic  mastoid  disease. 

The  use  of  penicillin  has  been  utilized 
in  every  known  disease  without  regard  to 
its  sound  application,  and  its  utilization 
in  a healthy  individual  may  result  in  harm- 
ful effects.  We  all  know  there  is  a normal 
basic  flora  in  the  nose  and  throat.  The 
administration  of  penicillin  in  individuals 
free  from  any  active  infection  may 
change  this  normal  flora,  and  nonpath- 
ogenic  organisms  may  be  replaced  by 
harmful  intruders.  The  fiery,  red  throat 
soreness  encountered  is  familiar  to  us  all. 

Streptomycin 

In  this  discussion,  one  can  not  fail  to 
mention  the  great  value  of  streptomycin 
in  tuberculous  lesions.  It  seems  to  be 
superior  in  tuberculous  adenitis  and  mu- 
cous membrane  lesions  invaded  by  tuber- 
cule  bacilli.  Local  application  has  been  to 
no  avail.  With  tuberculous  meningitis, 
streptomycin  intra-muscularly  and  intra- 
thecally  have  given  effects  which  are 
hopeful  in  a fatal  disease.  Associated 
symptoms  of  the  labyrinth  have  been  en- 
countered giving  rise  to  a tinnitus  and 
vertigo.  One  may  state  that  no  demonstra- 
ble effect,  pathologically,  has  been  shown 
resembling  any  neuro-toxic  effect  of  the 
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drug.  We  do  not  know  what  causes  the 
toxic  like  effects  in  the  administration, 
although  some  observers  suggest  the  basal 
nuclei  or  cortico-bulbar  fibers  of  the  audi- 
tory nerve.  Recently,  the  streptomycin 
has  been  hydrogenated  and  the  dihydro- 
streptomycin has  been  developed.  This 
has  proven  70%  less  neurotoxic  than  strep- 
tomycin. In  the  administration  of  either 
drug  over  a prolonged  period,  the  organ- 
ism becomes  resistant.  Therefore,  in  mu- 
cous membrane  lesions  and  adenitis,  one 
must  try  to  gain  this  advantage  by  using 
the  minimum  dose,  1 G.  daily  for  no 
longer  than  six  weeks.  Further  study  of 
the  vertigo  produced,  reveals  that  the 
symptoms  are  not  the  same  as  normally 
produced,  when  the  internal  ear  is  stimu- 
lated by  hot  or  cold  electric  currents.  It  is 
more  like  an  ataxia.  Withdrawal  of  the 
drug  is  indicated  and  the  untoward  ef- 
fects will  subside  with  very  little  residual. 

In  recent  studies,  an  adjunct  has  been 
added  in  an  attempt  to  increase  the  effi- 
ciency of  this  drug  by  giving  Para  amino 
salicylic  acid  in  conjunction. 

Aureomycin  and  Chloromycetin 

Aureomycin  and  Chloromycetin,  the 
more  recent  therapeutic  discoveries,  show 
an  indication  that  they  permeate  all  mem- 
branes and  are  useful  in  intracellular  dis- 
eases. Especially  in  the  spinal  fluids  is 
this  true,  and  makes  them  potentially  an 
agent  of  great  promise. 

In  further  discussion  of  the  antibiotics, 
the  various  sulfa  drugs  can  be  mentioned 
with  considerable  emphasis.  Early  in  our 
application  of  these  drugs  to  various  in- 
fections, entirely  too  large  a dosage  was 
utilized  and  many  side  effects,  some  of 
which  were  harmful,  developed.  With  a 
wider  experience  and  greater  care  exer- 
cised, these  were  eliminated  to  a large  de- 
gree. 

In  closing,  I should  like  to  emphasize 
the  care  which  should  be  practiced  in  the 
local  application  of  many  of  these  drugs 
to  the  surface  of  the  body.  One  must  re- 
member that  one  may  become  sensitized 
to  them,  and  should  a serious  illness  ne- 
cessitating their  use  arise,  these  drugs  cap 
not  be  used  without  risk  of  serious  ac- 
companying complications. 


James  C.  Hart,  Murray:  As  Dr.  Yates  has 

emphasized,  the  anti-biotics  have  been  used 
and  misused  in  perhaps  more  different  ways 
than  any  previous  group  of  drugs.  In  no  group 
has  there  been  less  need  for  a multiplicity  of 


modes  of  administration,  for  it  may  be  catego- 
rically stated  that  if  penicillin,  as  an  example, 
fails  to  produce  the  therapeutic  result  through 
its  primary  mode  of  administration  by  injec- 
tion, then  no  other  mode  is  likely  to  do  so.  An- 
other way  of  saying  the  same  thing  is  to  state 
that  any  effective  method  of  administration  of 
penicillin  has  as  its  common  denominator  the 
achievement  of  effective  and  sustained  blood 
levels,  and  anything  short  of  this  goal  is  use- 
ful only  in  its  psychic  effect  upon  the  patient. 

There  are  perhaps  more  failures  with  strep- 
tomycin therapy  due  to  failure  to  achieve  ef- 
fective blood  levels  for  the  organism  in  ques- 
tion than  failures  explainable  on  the  thesis  of 
non-susceptibility  to  the  drug.  It  has  even 
been  advised  by  some  authorities  that  every  pa- 
tient treated  with  streptomycin  have  the  in- 
fective organism  titrated  in  vitro  against  var- 
ious concentrations  of  streptomycin  before 
starting  treatment,  this  in  order  to  achieve  the 
therapeutic  result  before  resistance  is  acquir- 
ed— a very  common  phenomenon  in  streptomy- 
cin therapy.  This  of  course  is  impossible  in  the 
practical  treatment  of  patients  outside  of  teach- 
ing institutions,  but  the  lesson  to  be  learned  is 
not  to  use  streptomycin  indiscriminately.  By 
this  I mean  virtually  never  locally  and  paren- 
terally  only  when  sure  of  the  diagnosis.  Other- 
wise you  stand  to  lose  the  potential  of  this 
very  valuable  weapon  against  disease. 

The  other  side  of  the  picture  concerns  over 
use  of  these  drugs.  I was  glad  to  hear  Dr. 
Yates  refer  to  the  work  of  Smith  and  Bloom- 
field in  evaluating  the  basic  flora  of  the  upper 
respiratory  passages  in  penicillin  therapy. 
These  men  feel  it  is  entirely  possible  to  change 
the  normal  non-pathogenic  throat  organisms 
with  harmful  intruders  resistant  to  penicillin. 
They  feel  much  of  the  so  called  penicillin  sensi- 
tivity manifested  by  sore  tongue  and  firey  red 
throats  is  explainable  on  this  basis. 

In  pediatrics,  on  the  other  hand,  a true  se- 
rum sickness  reaction  manifested  by  the  ap- 
pearance of  joint  pain  and  swelling  has  caused 
needless  treatment  of  a non-existent  rheuma- 
tic fever.  A go-slow  policy  is  therefore  advised 
in  treating  mild  infections  in  children. 

William  L.  Woolf  oik,  Owensboro:  Many  of 
you  physicians  have  practiced  medicine  in  the 
years  before  chemotherapy  and  antibiotic  ther- 
apy, before  the  “new  deal”  and  rthe  “ fair  deal,’ 
when  the  dollar  was  worth  one  hundred  cents 
and  when  a child  had  croup  instead  of  acute 
laryngotracheo-bronchitis.  I suppose  that  some 
of  you  younger  men,  who  did  not  practice  in 
those  days,  often  wonder  why  every  acutely  ill 
patient  did  not  die.  Somehow  the  human  race 
survived  and  multiplied  and,  I dare  say,  en- 
joyed life  even  more  than  the  harrassed  man 
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of  the  year  1949.  In  the  “roaring  twenties”  when 
I was  in  medical  school  I often  wondered  how 
my  father  and  grandfather,  who  were  country 
doctors,  ever  made  a diagnosis  without  the  aid 
of  the  laboratory  and  X-ray;  but  they  did 
make  their  diagnosis,  they  treated  their  pa- 
tients and,  for  the  most  part,  the  patients  had 
complete  recoveries.  I am  making  these  state- 
ments to  emphasize  one  of  the  most  important 
points  in  Dr.  Yates’  splendid  paper,  namely, 
that  every  patient  that  comes  to  our  offices 
does  not  need  a prescription  for  some  sulfa 
drug  or  an  injection  of  penicillin  or  both.  I 
realize  that  many  patients  practically  demand 
antibiotic  therapy  on  the  slightest  provocation, 
but  we  should  be  “stout  hearted  men”  and  use 
these  remedies  where  there  is  a real  need. 

C.  A.  Morris,  Covington:  I merely  want  to 
congratulate  our  essayist  on  warning  us  against 
the  overuse  of  our  miracle  drugs.  Not  so  long 
ago  I had  an  opportunity  to  discuss  this  with 
one  of  our  local  men.  At  that  time  I had  just 
arrived  on  the  scene  from  taking  some  post- 
graduate work  in  New  York,  where  we  had  a 
case  come  in  to  one  of  our  ear,  nose  and  throat 
professors,  that  had  died  suddenly  after  being 
admitted  into  the  hospital.  It  was  a question  at 
that  time  as  to  how  his  death  certificate  should 
be  signed.  The  professor  w,as  on  the  spot,  so  to 
speak.  He  had  a case  referred  by  one  of  his 
general  practitioners,  and  I am  now  of  that 
school.  He  intimated  that  he  could  not  possi- 
bly sign  this  death  certificate,  that  any  other 
diagnosis  except  overuse  of  sulfadiazine  could 
not  be  made. 

Very  shortly  after  I was  at  home,  I had  an 
opportunity  to  treat  a case  with  an  abscessed 
ear.  Later  this  ear  cleared  up,  and  the  other 
ear  formed  a definite  acute  mastoid  for  which 
I was  called  in  general  practice.  Then  immedi- 
ately I referred  this  case  to  one  of  our  local 
Ear,  Nose  and  Throat  men  who  very  graciously 
warned  me  that  I should  have  been  giving  sul- 


fadiazine all  the  time.  We  must  realize  that  our 
miracle  drugs  have  been  overused. 

Doctors  are  not  entirely  rto  blame  for  this  be- 
cause our  lay  individuals  are  demanding  them. 
It  is  not  at  all  uncommon  for  us  to  have  some- 
one call  up  and  say,  “Will  you  call  So-and-so 
druggist  and  prescribe  either  penicillin  or 
sulfadiazine?”  That  has  become  very  common, 
but  we  have  to  realize  that  we  must  be  on  the 
alert  not  to  prescribe  these  drugs  too  often. 
There  is  no  question  of  their  value,  and  we 
must  not  overlook  that,  but,  at  the  same  time, 
we  do  want  to  use  them  with  care. 

So  it  is  on  this  particular  thing  that  I wish 
to  congratulate  our  essayist  and  the  gentlemen 
who  discussed  the  paper,  on  not  using  the  mir- 
acle drugs  too  much. 

Earl  C.  Yates,  (In  closing):  I would  just  like 
to  state  that  we  certainly  appreciate  these  kind 
discussers  and  their  opinions  regarding  the 
same.  I think  we  all  concur  in  the  general 
basis  and  background  of  the  statement  made 
in  the  paper.  I might  say,  also,  the  caution  of 
the  amount  of  penicillin  and  antibiotics  and 
the  other  chemicals  to  be  used  as  miracle  drugs. 

There  is  one  other  factor  I did  not  enlarge 
upon  because  I wished  to  make  the  paper  as 
brief  and  concise  as  possible.  That  factor  is 
the  immunity  that  the  individuals  build  by  con- 
tact with  various  types  of  organisms  and  va- 
rious strains. 

We  find  epidemics  at  various  times  that  are 
quite  severe,  and  those  epidemics  can  be  con- 
trolled, but  they  have  recurrences  in  that  ter- 
ritory by  the  use  of  too  many  antibiotics  and 
too  many  drugs  which  kill  the  organism  very 
quickly. 

We  must  remember  it  is  not  only  anti-bac- 
tericidal but  also  anti-bacteriostatic. 

I am  grateful  for  the  kind  discussion  and  the 
opinion  of  Dr.  Morris. 


According  to  Public  Health  Services  figures 

based  on  1948  death  rates,  the  average  length 
of  life  of  white  women  in  the  United  States 
has  reached  a new  high  of  71  years.  The  aver- 
age for  white  men  is  65.5  years. 

The  average  longevity  of  nonwhites  is  low- 
er— 58.1  years  for  men  and  62.5  years  for  wo- 
men, according  to  the  1948  figures.  The  differ- 


ence in  average  longevity  between  whites  and 
nonwhites,  however,  has  decreased  from  about 
15  years  in  1900  to  about  8 years  in  1948. 

On  the  other  hand,  the  difference  in  average 
length  of  life  between  men  and  women  in  the 
United  States  has  steadily  increased  from  less 
than  3 years  in  1900  to  5 Vz  years  according  to 
the  latest  figures. 
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EXOPHTHALMOS  IN  THYROID  DISEASE 
C.  Dwighi  Townes,  M.  D. 

LOUISVILLE 


The  problem  of  exophthalmos  in  thy- 
roid disease  has  been  emphasized  in  re- 
cent years  by  the  work  of  many  contribu- 
tors. To  mention  only  a few  are  Marine 
and  Rosen  (1),  Pochin  (2),  Brain  (3), 
Smelser  (4),  Mulvaney  (5),  Mann  (6), 
Shannon  and  Hunt  (7) . Much  of  this  work 
was  experimental,  and  brought  to  light 
the  interaction  of  the  thyroid  and  the  pitui- 
tary in  the  development  of  exophthalmos 
and  proptosis.  Thyrotoxicosis,  brought  on 
by  an  excess  of  thyroxin,  is  manifested 
by  a high  B.  M.  R.,  sympatheticotonia  and 
exophthalmos  with  lid  retraction.  The 
exophthalmos  usually  is  more  apparent 
than  real,  but  may  be  real  and  permanent, 
accompanied  by  disturbances  of  extraocu- 
lar muscle  function.  A complicating  pic- 
ture is  presented  by  other  patients  in 
which  exophthalmos  of  a severe  type, 
more  properly  designated  proptosis,  occurs 
with  or  without  thyrotoxicosis,  even  when 
there  is  a low  B.  M.  R.,  or  indeed  at  times 
after  thyroidectomy  has  been  done  before 
the  onset  of  eye  signs. 

The  anterior  pituitary  produces  a thy- 
rotropic hormone,  which  assists  the  thy- 
roid in  the  utilization  of  iodine  to  produce 
thyroxine.  On  the  other  hand  thyroxine 
inhibits  production  of  the  thyrotropic 
hormone  and  normally  a delicate  balance 
is  maintained. 

E ■cDerimenlal  Exophthalmos 

The  work  of  Marine  and  Rosen,  Pochin, 
and  Smelser  has  shown  that  both  exoph- 
thalmos and  proptosis  can  be  produced 
experimentally.  Injection  of  sympathetic 
stimulants  causes  retraction  of  the  lid  and 
slight,  transient  exophthalmos  which  dis- 
appears on  deep  anesthesia  or  death.  Its 
occurrence  is  prevented  by  cervical  sym- 
pathectomy. They  also  show  that  injec- 
tion of  pituitary  extract  containing  thy- 
rotropic hormone  produces  a permanent, 
bilateral  proptosis  in  animals  which  pre- 
viously had  been  thyroidectomized,  and 
had  unilateral  removal  of  the  cervical 
sympathetic  ganglion.  Further,  Marine 
found  that  gonadectomy  prevented  oc- 
currence of  proptosis  in  some  cases  and 
caused  its  regression  in  others,  while 
cryptorchidism  had  no  effect.  Administra- 

Read  before  the  Kentucky  State  Medical  Association, 
Owensboro,  October,  6-8,  1949. 


tion  of  androgen,  especially  testosterone, 
replaced  the  missing  orchids  while  the  es- 
trogens had  no  effect.  These  findings  led 
him  to  conclude  that,  in  addition  to  “thy- 
roid insufficiency  and  anterior  pituitary 
hyperactivity,  an  increase  in  activity  of 
the  interstitial  cells  of  the  testes  and  pos- 
sibly of  the  adrenal  cortex  is  necessary” 
for  the  development  of  the  proptosis. 

Mulvaney  maintains  that  two  distinct 
disease  entities  can  be  differentiated:  Thy- 
rotoxic Exophthalmos  and  Thyrotropic 
Exophthalmos,  and  presents  rather  con- 
vincing evidence  to  support  his  conten- 
tion. Both  present  the  important  feature 
of  exophthalmos  or  proptosis,  otherwise 
they  are  unrelated,  separate  and  distinct 
diseases. 

Thyrotoxic  Exophthalmos 

Thyrotoxic  Exophthalmos  is  manifest- 
ed in  exophthalmic  goiter  (Graves’  Dis- 
ease; Basedow’s  Disease;  thyrotoxicosis; 
diffuse,  toxic  or  hyperplastic  parenchyma- 
tous goiter),  a disease  of  young  adult  life 
3-4  times  as  common  in  women,  the  out- 
standing features  of  which  are  hvoerthy- 
roidism  and  sympatheticotonia.  The  ex- 
ophthalmos in  this  instance  is  essentially 
thyrotoxic  and  associated  with  elevated 
B.  M.  R.  by  sympathetic  stimulation  of  the 
smooth  muscle  tissue  in  the  anterior  por- 
tion of  the  orbit,  and  by  neuro-muscular 
degeneration  of  the  extraocular  muscles, 
which  appear  normal  in  size  and  consist- 
ence and  show  no  edema,  fibrosis  or  round 
cell  infiltration.  Pathological  characteris- 
tics are:  Wasting  of  muscle  fibers,  loss 
of  striation,  fibrillation,  amorphous  granu- 
lation of  sarcoplasm  and  reduplication  of 
sarcolemmal  nuclei.  The  nerve  fibers 
show  granulation  and  absorption  of  neu- 
roplasm and  proliferation  of  neurilemmal 
nuclei.  The  proptosis  is  more  apparent 
than  real,  without  evidence  of  increased 
orbital  pressure.  The  globe  can  be  pushed 
back  into  the  orbit  by  gentle  firm  pres- 
sure. There  is  true  lid  retraction  due  to 
sympathetic  stimulation,  and  there  is  lid 
spasm  making  it  difficult  to  evert  the  lid. 
Myasthenia,  at  times  severe  enough  to 
simulate  myasthenia  gravis,  though  es- 
sentially thyrotoxic  in  origin,  occurs  con- 
stantly. The  eye  muscles  are  affected  more 
often  than  other  skeletal  muscles,  there- 
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fore  ocular  palsies  are  not  infrequent. 
There  is  some  correlation  between  the  de- 
gree of  exophthalmos  and  the  severity  of 
the  myasthenia.  Prostigmine  often  reduces 
the  amount  of  exophthalmos  temporarily. 

Congestive  symptoms,  lid  edema  and 
conjunctival  chemosis,  and  corneal  ulcer- 
ation seldom  occur.  Nutrition  of  the  globe 
is  not  impaired.  Corneal  complications  re- 
sult only  from  exposure  and  fundus  pa- 
thology is  extremely  rare. 

Thyroidectomy  either  improves  or  does 
not  change  the  proptosis,  never  making 
it  worse.  Increase  after  operation  means 
inadequate  removal  of  thyroid  tissue.  It  is 
not  altered  by  iodine  therapy  or  irradia- 
tion of  the  pituitary  gland,  but  is  aggra- 
vated by  administration  of  thyroid. 

Thyrotropic  Exophthalmos 

Thyrotropic  Exophthalmos,  on  the  other 
hand,  is  a disease  of  later  life,  usually  a- 
bout  the  age  of  50,  3-4  more  times  more 
common  in  men,  of  pituitary  origin,  con- 
sisting of  thyrotrophism  and  possibly  in- 
creased sterone  formation,  although  evi- 
dence of  this  gonodal  relationship  is  not 
conclusive.  Sympatheticotonia  is  not  a 
feature.  If  hyperthyroidism  exists  it  is 
only  coincidental.  The  B.  M.  R.  may  be 
subnormal.  There  is  no  relation  to  sym- 
pathetic activity.  Experimentally  sym- 
pathectomy has  no  effect  on  its  course. 
It  is  caused  by  pathological  enlargement 
of  extraocular  muscles,  characterized  by 
fibrosis,  edema,  degeneration  and  absorp- 
tion of  muscle  fibers  and  round  cell  infil- 
tration. There  is  no  reduplication  of  sarco- 
lemmal  nuclei.  The  gross  increase  in  or- 
bital content  pushes  against  the  orbital 
septum  and  lids  causing  venous  conges- 
tion, edema  and  chemosis.  The  retrobul- 
bar tension  is  hard  and  unvielding,  mak- 
ing it  impossible  to  push  the  globe  back 
into  the  orbit  and  the  attempt  to  do  so  is 
painful.  The  lacrimal  gland  usually  is  af- 
fected and  enlarged.  There  is  no  lid  retrac- 
tion or  spasm  and  in  early  stages  the  lid 
can  be  everted  easily. 

Congestive  Symptoms 

Congestive  symptoms  are  prominent, 
consisting  of  pain,  lacrimation,  photopho- 
bia and  diplopia.  Ocular  movements  are 
limited  early.  Elevation  of  eyes  is  most 
frequently  impaired.  Total  ophthalmople- 
gia is  not  uncommon.  Muscle  palsies  are 
not  relieved  by  prostigmine.  Dislocation 
of  the  globe  does  not  occur  because  of  lid 
tension  and  fibrosis  of  the  extraocular 
muscles.  Corneal  ulceration  occurs  fre- 


quently and  is  intractible.  Fundus  pathol- 
ogy is  frequently  seen. 

This  type  of  proptosis  is  seldom  relieved 
by  thyroidectomy,  but  often  is  aggravated 
by  the  disturbed  endocrine  balance  which 
results  in  thyrotropic  stimulation.  Iodine 
and  thyroid  administration  and  irradiation 
of  the  pituitary  gland  are  beneficial.  In 
severe  cases  radical  surgery  consisting  of 
orbital  decompression  is  necessary. 

Mulvaney  says  tarsorrhaphy  is  danger- 
ous for  ulceration,  a view  with  which 
most  authors  do  not  agree,  inasmuch  as 
tarsorrhaphy  has  been  used  many  times  to 
protect  successfully  the  cornea,  or  to  treat 
an  ulcer  until  the  proptosis  has  been  re- 
lieved. 

Not  long  after  Mulvaney's  article  ap- 
peared, Ida  Mann  presented  one  entitled 
“Exophthalmic  Ophthalmoplegia  and  its 
Relation  to  Thyrotoxicosis,”  in  which  she 
maintains  that  the  two  conditions  differ- 
entiated by  Mulvaney  often  co-exist  and 
overlap.  In  discussing  the  pathologic 
changes  he  described  she  finds  it  “diffi- 
cult to  accept  the  two  appearances  as 
separate  pathologic  entities,  since  fibrosis 
would  be  the  predicted  end  result  of  the 
changes  ascribed  to  excess  thyroxine.  It 
seems  more  likely  that  the  degeneration 
is  a continuous  process,  due  solely  to  the 
pituitary  hormone  but  capable  of  co-ex- 
isting  with  the  effects  of  excess  thyroxine 
(contraction  of  smooth  muscle  and  wast- 
ing of  orbital  fat)  and  clinically  some- 
what masked  by  them.” 

Eye  Signs  in  Pituitary  Thyrotropic 
Hormone 

In  attempting  to  distinguish  between 
the  effects  of  excess  pituitary  thyrotropic 
hormone  and  the  effects  of  excess  thy- 
roxine she  looks  for  three  sets  of  eye  signs. 

(1)  Signs  of  overaction  of  unstriped  mus- 
cle. 

Lid  retraction  and  exophthalmos  a- 
bolished  by  anesthesia  (excess  thy- 
roxine) . 

(2)  Signs  of  weakness  of  striped  muscle. 
Ophthalmoplegia  (excess  thyrotropin) . 

(3)  Signs  of  increase  in  bulk  in  the  orbi- 
tal and  lid  tissues 

Proptosis,  edema  and  chemosis  (excess 
thyrotropin) . 

In  addition  two  other  factors  must  be 
considered: 

(1)  General  changes  due  to  excess  or  de- 
ficiency of  thyroxine  raised  or  lower- 
ed B.  M.  R.  and  loss  or  gain  of  weight. 
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(2)  The  possible  action  of  the  C.  N.  S. 
through  hypothalmic  structure  as  the 
stimulant  or  depressor  of  the  pitui- 
tary. There  is  often  a history  of  men- 
tal shock  or  emotional  strain  from  ex- 
trinsic causes,  but  not  from  purely 
psychic  disturbances. 

She  distinguishes  three  groups  of 
cases: 

(1)  Primary  deficiency  of  thyroxine  with 
B.  M.  R.  and  compensatory  excess  of 
thyrotropic  hormone  secretion. 

(2)  Primary  excess  of  thyroxine,  high  B. 
M.  R.  followed  by  thyroid  failure  or 
thyroidectomy  and  subseauent  excess 
of  thyrotropic  hormone. 

(3)  Excess  thyroxine  and  excess  thyro- 
tropic hormone  arising  simultaneous- 
ly. 

Case  Reports 

Case  I:  Mr.  D.  M.,  age  54,  gradual  de- 
velopment of  prominent  eyes  and  puffy 
lids  during  the  past  four  years.  Recently 
the  eyes  frequently  have  been  congested 
with  pain  behind  the  globes.  He  tired 
easily  and  felt  “worn  and  fagged.” 

Proptosis,  worse  in  left  eye.  Exophthal- 
mometer reading  R 22,  L 24.  His  upper  lids 
were  slightly  edematous  and  the  lower 
lids  puffy  and  pouched.  The  conjunctiva 
was  congested  and  chemotic.  There  was 
no  corneal  involvement.  Visual  acuity  was 
normal  and  there  was  no  intraocular 
pathology. 

The  patient  was  5 ft.  11  in.  in  height, 
and  weighed  160  lbs.  His  pulse  rate  was 
78  and  the  B.  M.  R.,  -14  percent. 

He  was  treated  with  thyroid  extract,  2 
grs.  daily,  and  in  four  months  had  noted 
much  improvement.  The  lid  edema  and 
conjunctival  chemosis  had  disappeared, 
as  had  also  the  ocular  discomfort.  His  en- 
durance was  noticeably  greater.  The  B.  M. 
R.  was  +4  percent.  He  has  continued  on 
the  same  dose  of  thyroid  extract  for  three 
years. 

Case  II:  Mrs.  E.  R.,  age  38,  examined 
first  in  May  1947.  Chief  complaint,  diplo- 
pia of  four  weeks  duration,  with  inflam- 
mation of  both  eyes  for  about  five  months. 
History  of  exophthalmos  beginning  about 
May  1947.  Thyroidectomy  was  done  in 
January  1946.  Some  improvement  follow- 
ed until  June  1946  when  proptosis  became 
worse  progressively. 

Ophthalmic  examination  revealed  the 
following:  Marked  prominence  of  both 
eyes,  exophthalmometer  readings  being 
right  27,  left  29.  The  lids  were  slightly 


edematous  and  the  conjunctiva  chemotic 
and  congested.  The  proptosis  could  not  be 
reduced  by  pressure  over  the  globe.  The 
corneae  were  normal  and  there  was  no  in- 
traocular pathology.  Visual  acuity  was 
normal  with  glasses  correcting  a moderate 
degree  of  myopia.  There  was  limitation  of 
ocular  movements  particularly  of  the  ver- 
tical movement  of  the  right  eye,  a right 
hypertropia  being  present. 

Physical  findings:  65  V2  inches  in  heivht, 
weight  161  lbs.  B.  M.  R.  -10  percent.  She 
had  lost  no  weight.  Temperature,  pulse, 
and  blood  pressure  were  normal.  No  evi- 
dence of  infection  anywhere.  By  Septem- 
ber 1947  all  symptoms  had  become  worse. 
There  was  severe  headache  and  pain  in  the 
eyes  with  periodic  attacks  of  blurred  vi- 
sion. The  proptosis  had  increased  to  R 31, 
L 29.  Lid  edema  and  coniunctival  chemo- 
sis were  more  pronounced  but  the  corneae 
still  were  normal.  Diploma  was  constant 
and  intolerable  necessitating  alternate  oc- 
clusion of  one  eye.  The  right  hypertropia 
had  increased  and  movements  were  more 
limited. 

Operation  was  advised  and  the  patient 
elected  to  go  to  the  Mayo  Clinic  where,  in 
spite  of  conservative  therapy,  the  propto- 
sis continued  to  increase.  Tarsorrhaphy 
was  performed  on  both  eyes  and  the  fol- 
lowing day  a bilateral  decompression  of 
the  orbit  was  done  through  a transfrontal 
craniotomy. 

When  next  seen  by  us  in  November 
1947  the  patient  was  much  more  comfort- 
able although  the  proptosis  still  measured 
R 27,  L 29.  Left  hypertropia  of  consider- 
able degree  was  present  but  movements 
were  generally  improved. 

In  September  1949  the  patient  stated 
that  she  had  improved  steadily  and  now  is 
comfortable  and  carries  on  her  duties 
quite  normally. 

Exophthalmometer  readings  were  R 22, 
L 23.  Diplopia  upon  looking  to  the  extreme 
left  is  relieved  by  a small  prismatic  cor- 
rection in  her  glasses.  There  were  no  con- 
gestive symptoms.  Her  B.  M.  R.  was  +4 
percent.  She  was  taking  2 grains  of  thy- 
roid extract  daily  and  10  drops  of  iodine 
twice  daily. 

Case  III.  Mr.  R.  T.,  age  51,  June  1942. 
Chief  complaint:  Diplopia  and  increasing 
prominence  of  both  eyes.  One  month  pre- 
viously diplopia  began  with  limitation  of 
movement  of  left  eye.  He  had  been  hospi- 
talized for  a complete  neurological  exami- 
nation, when  a diagnosis  of  left  3rd  nerve 
palsy  of  undetermined  origin  was  made. 
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One  week  previously  the  right  eye  also  be- 
came involved. 

There  was  moderate  proptosis,  worse  in 
the  left  eye,  and  slight  edema  of  the  lids. 
The  conjunctiva  and  corneae  were  normal. 
Both  eyes  showed  limitation  of  motion  in 
all  directions,  particularly  in  vertical 
movement,  right  hypertropia  being  pres- 
ent. 

By  September  1942  the  patient  had  de- 
veloped severe  signs  of  thyrotoxicosis,  loss 
of  30  lbs.  in  weight,  extreme  nervousness, 
tremor  and  rapid  pulse.  B.  M.  R.  +42  per- 
cent; + 44  percent;  +75  percent.  The  sur- 
geon graded  his  proptosis  at  that  time  as 
2 + . A thyroidectomy  was  done  and  great 
improvement  in  general  health  followed. 
However  the  proptosis  did  not  improve 
and  the  patient  suffered  diplopia  at  fre- 
quent intervals. 

We  next  saw  him  in  January  1946  when 
he  had  a corneal  ulcer  in  the  right  eye. 
Slight  congestion  and  chemosis  of  the  con- 
junctiva accompanied  this  infection  but 
no  lid  edema  was  present.  Proptosis  meas- 
ured R.  21,  L.  22.  Ocular  movement  was 
fairly  free  although  there  was  limitation 
of  upward  rotation  and  diplopia  in  the  up- 
per field.  The  ulcer  healed  in  a few  days 
with  conservative  treatment. 

In  April  1949  he  had  a corneal  ulcer  in 
the  left  eye.  His  diplopia  had  become 
worse,  requiring  the  occlusion  of  one  eye 
at  times.  Proptosis  was  R.  24,  L.  29,  and 
there  was  intense  conjunctival  congestion 
and  chemosis.  The  ulcer  was  slow  to  heal 
but  at  no  time  was  there  danger  of  per- 
foration or  need  for  tarsorrhaphy. 

At  the  time  of  this  episode  the  patient 
was  prevailed  upon  to  put  himself  again 
under  the  care  of  his  internist.  His  B.  M. 
R.  was  found  to  be  -14  percent.  He  was 
given  thyroid  extract,  iodine  and  testos- 
terone. He  has  improved  somewhat  upon 
this  therapy  and  perhaps  may  yet  avoid 
the  radical  surgery  of  orbital  decompres- 
sion toward  which  he  was  moving. 

In  1947,  before  the  A.  O.  S.,  Shannon 
and  Hunt  presented  a paper  upon  this 
subject  under  the  title,  “The  Hyperoph- 
thalmopathy of  Graves’  Disease.”  Like 
Mann,  they  hold  that  “these  cases  cannot 
be  separated  from  the  thyrotoxic  or  classic 
Graves’  disease  absolutely.” 

In  his  discussion  of  that  presentation 
Johnson  stated  “It  seems  to  me  it  would 
be  desirable  if  we  could  develop  some 
technic  whereby  we  could  diagnose  and 
establish  criteria  by  which  in  a given  case 
the  ophthalmologist  could  say  to  the  ex- 


pert in  thyroid  surgery  that  this  is  a case 
which  is  dominated  by  the  thyroid  and 
you  will  not  endanger  the  eyes  if  you  do 
thyroid  surgery,”  and  on  the  other  hand  in 
another  case  he  could  have  data  by  which 
he  could  say  to  the  surgeon,  “You  will  en- 
danger the  patient’s  eyes  if  you  do  any  ex- 
tensive thyroid  surgery.” 

Whether  or  not  we  accept  the  view  that 
thyrotoxic  exophthalmos  and  thyrotropic 
exophthalmos  are  separate  disease  en- 
tities or  that  they  may  be  co-existent  and 
overlapping  it  should  be  reminded  that 
two  endocrine  systems  are  involved,  each 
of  which  presents  distinguishing  signs  and 
symptoms.  These  are: 

(1)  Excess  Thyroxine,  elevated  B.  M.  R., 
loss  of  weight,  tremor,  tachycardia,  lid 
retraction,  nervousness  and  soft  moist 
skin. 

(2)  Excess  thyrotropic  hormone,  edema  of 
lids,  chemosis  and  congestion  of  con- 
junctiva, increase  in  orbital  content, 
ophthalmoplegia  and  intraocular  pa- 
thology. These  may  be  at  times  ac- 
companied by  deficiency  of  thyrox- 
ine which  is  manifested  by  low  B. 
M.  R.,  gain  in  weight,  slow  pulse  and 
dry  thick  skin. 

Careful  examination  of  every  exophthal- 
mic patient  with  this  differentiation  in 
mind  will  help  determine  which  cases  may 
be  benefited  by  thyroid  surgery  and 
which  may  have  the  exophthalmos  aggra- 
vated by  operation. 
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DISCUSSION 

R.  A.  Geltelfinger,  Louisville:  The  problems 
of  exophthalmus  in  thyroid  disease,  as  so 
thoroughly  presented  by  Dr.  Townes,  are  of  ex- 
treme interest  because  they  are  not  limited  to 
the  Ophthalmologist.  Most  of  you  recall  the 
difficulty  you  experienced  in  remembering  the 
eyelid  signs  of  von  Graefe,  Stellwag,  Dalrymple 
and  Gifford  in  hyperthyroidism.  This  task  is 
easier  if  we  visualize  that  all  of  these  signs  of 
thyrotoxic  exophthalmus  are  dependent  on 
sympathetic  stimulation  with  the  resultant 
elevation  of  the  eye-lid  and  lid  spasm. 

It  is  very  true  that  in  many  patients  both 
thyrotoxic  and  thyrotropic  symptoms  are  pres- 
ent. A clear  example  of  this  is  often  seen  in 
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patients  early  in  the  treatment  with  propyl- 
thiouracil. It  was  the  practice  at  the  medical 
center  at  which  I trained  to  obtain  weekly 
measurements  with  an  exophthalmometer  on  all 
patients  that  were  being  treated  with  propyl- 
thiouracil. This  was  found  to  be  an  interesting 
and  worth  while  routine  as  in  most  patients 
there  was  a measurable  increase  in  the  ex- 
ophthalmus.  There  are,  however,  patients  in 
which  a sharp  differentiation  is  possible  be- 
tween thyrotoxic  and  thyrotropic  exophthal- 
mus.  The  evidence  to  date  points  to  malignant 
exophthalmus  as  being  thyrotropic  in  type.  If 
the  globe  can  be  pushed  back  into  the  orbit 
by  gentle  firm  pressure  on  the  closed  lids  and 
evidence  of  congestion  is  absent,  the  exophthal- 
mus is  more  likely  thyrotoxic  in  type.  If,  how- 
ever, resistance  is  felt  in  the  attempt  to  push 
the  globe  back  in  the  orbit  by  pressure  on  the 
closed  lids  and  congestive  symptoms  are  pres- 
ent, the  exophthalmus  is  probably  on  a thyro- 
tropic basis. 

In  clinical  practice  it  is  extremely  difficult 
by  a casual  examination  to  tell  the  existence 


of  an  exophthalmus.  Even  a rather  marked  un- 
ilateral exophthalmus  is  difficult  to  tell  at 
times  unless  measurements  are  made.  In  my 
opinion,  if  there  is  any  question  whatsoever, 
measurements  should  be  made  with  an  exoph- 
thalmometer. I have  found  the  Luedde  exoph- 
thalmometer very  reliable  for  this  purpose.  It 
is  inexpensive,  accurate  and  small  enough  that 
you  may  keep  it  with  you  at  all  times.  Very 
little  experience  is  necessary  to  obtain  reliable 
readings  and  I feel  that  this  should  not  be  con- 
sidered the  exclusive  tool  of  the  Ophthalmolo- 
gist. Those  of  you  who  are  doing  general  prac- 
tice, internal  medicine  or  surgery  will  find  this 
instrument  very  useful.  You  simply  place  the 
end  on  the  bony  orbital  rim,  and,  while  the  pa- 
tient looks  straight  forward,  read  the  scale  on 
the  side  in  millimeters. 

To  Dr.  Townes,  credit  should  be  given  for  .an 
excellent  presentation  and  for  placing  empha- 
sis on  the  subject  of  thyrotoxic  and  thyro- 
tropic exophthalmus  in  the  teaching  of  Oph- 
thalmology at  our  medical  school. 


THE  CARE  OF  PREMATURE  INFANTS 
J.  Gay  Van  Dermark,  M.  D. 

COVINGTON 


The  continued  high  mortality1  rate  for 
babies  born  prematurely  when  the  death 
rate  for  infants  with  other  diseases  is 
steadily  declining  furnishes  the  reason  for 
this  paper. 

In  considering  these  deaths  however,  it 
must  be  remembered  that  a great  many 
are  improperly  attributed  to  prematurity 
when,  except  in  the  very  small  ones,  a dis- 
ease condition,  pneumonia,  gastro  enteri- 
tis, asphyxia,  etc.,  is  the  basic  cause.  These 
infants  with  their  poorly  developed  heat 
regulatory,  respiratory  and  digestive  svs- 
tems  are  much  more  susceptible  to  th? 
dangers  of  the  newborn  period  than  are 
full  term  infants,  yet  a great  many  of  these 
dangers  can  be  overcome  by  scientific  care. 
Much  is  yet  to  be  learned  about  the  phy- 
siology of  the  premature  but  the  conscien- 
tious application  of  our  present  knowl- 
edge and  equipment  will  materially  re- 
duce the  present  mortality.  This  paper  is 
intended  to  emphasize  the  care  of  the  pre- 
mature after  he  has  arrived,  yet  the  great- 
est hope  for  a lower  death  rate  lies  in  mak- 
ing it  possible  for  the  baby  to  be  carried 
to  term.  The  underlying  causes  of  prema- 
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turity  are  not  clearly  understood  and  in 
many  instances  are  less  easily  corrected. 

Malnutrition,  maternal  infection,  endo- 
crine disturbances,  trauma  and  anatomi- 
cal abnormalities  in  the  mother  or  fetus 
are  sometimes  at  fault  and  of  these,  ma- 
ternal infection,  nutrition  and  endocrine 
disturbances  can  sometimes  be  corrected 
but  trauma  and  abnormalities  are  less 
easily  dealt  with. 

The  best  results  in  premature  care  are 
achieved  in  the  large  centers  with  highly 
trained  personnel  and  ultra  modern  facil- 
ities, yet  excellent  care  can  be  given  in 
smaller  hospitals  if  a specially  trained 
medical  and  nursing  staff  is  available  and 
certain  necessary  equipment  can  be  pro- 
cured. The  finest  equipment  obtainable  is 
of  no  value  unless  backed  by  knowledge 
and  interest.  It  is  in  this  field  of  pedia- 
trics that  highly  trained,  alert,  interested 
nurses  make  their  greatest  contribution 
and  every  hospital  caring  for  maternity 
patients  should  send  an  interested  nurse 
to  some  premature  center  for  special  train- 
ing. 

The  immature  development  of  these  in- 
fants gives  rise  to  five  basic  problems  .in 
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care:  The  Prevention  of  Anoxia,  The 
Maintenance  of  Body  Temperature,  The 
Prevention  of  Hemorrhage,  The  Adminis- 
tration of  Proper  Food  and  The  Prevention 
of  Infection. 

Prevention  of  Anoxia 

The  solution  of  the  first  of  these  prob- 
lems (The  Prevention  of  Anoxia)  starts 
with  the  choice  of  an  anesthetic  or  anal- 
gesic which  gives  the  least  respiratory  de- 
pression to  both  the  mother  and  her  in- 
fant. After  delivery  immediate  steps  must 
be  taken  to  clear  the  air  passages  and  al- 
low free  access  of  the  air  to  the  lungs.  A 
prolonged  or  even  a moderate  period  of 
anoxia  can  do  permanent  damage  to  deli- 
cate nerve  cells  in  the  brain  and  give  rise 
to  later  tragic  consequences.  If  the  infant 
does  not  breath  spontaneously,  attempts 
at  resuscitation  should  be  started  without 
delay  but  with  care  to  avoid  trauma.  Vig- 
orous stimulation  has  no  place  in  prema- 
ture care.  Drugs  have  some  value  and  caf- 
feine is  probably  still  the  most  useful.  The 
failure  of  other  methods  of  resuscitation 
calls  for  the  use  of  mechanical  respirators 
which,  to  be  effective,  must  force  air  into 
the  lungs. 

These  devices  should  have  an  automatic 
shut-off  set  for  not  more  than  16  mm.  of 
mercury.  Pressures  higher  than  this  could 
result  in  the  rupture  of  the  lung  tissue 
with  a resultant  pneumothorax  which 
would  add  another  burden  to  an  already 
difficult  task.  In  the  absence  of  any  other 
type  of  respirator,  mouth  to  mouth  breath- 
ing should  be  resorted  to.  Oxygen  should 
be  administered  concurrently  with  all 
types  of  resuscitation. 

Some  workers  have  given  oxygen  di- 
rectly into  the  trachea  by  the  introduction 
of  a catheter  under  direct  vision.  This  pro- 
cedure demands  a degree  of  skill  and  ex- 
perience not  possessed  by  most  of  those 
charged  with  immediate  care  of  these  in- 
fants. 

After  respiration  has  started  additional 
oxygen  will  be  needed,  sometimes  for  long 
periods.  The  tendency  of  some  small  pre- 
matures to  have  periods  of  apnea  and  cya- 
nosis for  several  days  makes  desirable 
their  care  in  some  apparatus  equipped  to 
administer  oxygen  for  prolonged  periods. 
No  mention  has  been  made  of  carbon  di- 
oxide as  a respiratory  stimulant  because 
most  workers  agree  that  the  anoxic  res- 
piratory center  of  the  asphyxiated  infant 
is  too  depressed  to  respond  to  the  already 
high  concentration  of  carbon  dioxide  pres- 
ent. Oxygen  is  the  principal  need. 


Maintaining  Body  Temperature 

Maintaining  the  body  temperature  of 
these  small  babies  is  made  difficult  by 
poorly  developed  circulatory  and  heat 
regulatory  mechanisms,  relatively  large 
body  surfaces  and  little  insulation  from 
subcutaneous  fat.  Many  types  of  appara- 
tus have  been  devised  to  keep  the  prema- 
ture warm  and  these  range  from  hot 
water  bottles  to  elaborately  air  condition- 
ed premature  nurseries.  There  is  some 
difference  of  opinion  as  to  whether  care 
should  be  given  in  air  conditioned  rooms 
or  in  individual  incubators  eauipped  with 
automatic  temperature  and  humidity  con- 
trol. The  most  practical  set  up  for  small 
and  medium  sized  units  is  the  individual 
incubator  with  provisions  for  administer- 
ing oxygen.  This  type  of  incubator  was 
very  expensive  at  one  time  but  at  present 
several  are  available  at  a moderate  cost. 

Prevention  of  Hemorrhage 

The  increased  hemorrhagic  tendency  of 
very  young  infants  calls  for  special  pre- 
cautions. Gentle  obstetric  care  will  pre- 
vent trauma  during  delivery.  Administra- 
tion of  Vitamin  K to  the  infant  is  recom- 
mended even  if  the  mother  has  been  given 
it  during  labor.  Vitamin  K will  prevent 
the  hypoprothrombinemia  which  is  as- 
sumed to  cause  hemorrhagic  disease  of  the 
newborn2.  The  increased  tendency  to 
bleeding  associated  with  anoxia  can  only 
be  controlled  by  supplying  the  infant 
with  adequate  amounts  of  oxygen. 

Administration  of  Proper  Food 

After  the  immediate  problems  of  sur- 
vival have  been  solved  the  need  for  food 
makes  its  appearance.  The  premature  in- 
fant’s small  food  capacity,  decreased  tol- 
erance for  fats  and  lack  of  nursing  vigor 
give  rise  to  special  problems  in  types  of 
foods  and  their  administration.  The  age 
for  starting  foods  or  fluids  by  mouth  de- 
pends entirely  on  the  speed  of  recovery 
from  the  delivery  and  there  need  be  no 
hurry.  Some  of  the  larger  infants  may  be 
started  at  twelve  hours  and  in  others  it 
may  be  postponed  for  twenty  four  to 
forty  eight  hours.  For  the  first  twelve  to 
twenty  hours  of  feeding,  only  water  is 
given  and  in  small  amounts.  After  this 
time  milk  is  substituted,  diluted  at  first 
then  increased  in  strength  and  quantity. 
No  attempt  is  made  to  force  food  as  over- 
feeding will  only  result  in  regurgitation 
and  probably  aspiration  of  milk  into  the 
lungs.  The  method  of  giving  food  either 
by  nipple,  dropper  or  gavage  is  again  a 
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question  of  the  infant’s  strength  and  a- 
bility  to  nurse.  Older  and  stronger  in- 
fants will  take  their  food  readily  from  a 
bottle  with  a small  nipple  but  in  most  in- 
stances the  very  small  babies  should  re- 
ceive their  food  by  gavage.  This  will  spare 
them  the  added  exertion  of  nursing  and 
make  certain  that  they  actually  get  their 
food.  Only  nurses  skilled  in  the  technique 
of  gavage  should  be  given  this  task  as 
milk  poured  into  the  trachea  is  disas- 
trous. It  has  always  been  considered  that 
breast  milk  was  the  ideal  food  for  small 
prematures  but  the  work  of  Gordon,  Le- 
vine and  McNamara3  tends  to  show  that 
formulas  of  cow’s  milk,  low  in  fat,  with 
added  protein,  carbohydrate  and  vitamins 
C,  D and  A and  which  gave  a caloric  intake 
of  approximately  fifty-five  calories  per 
pound  produce  better  and  more  rapid 
growth  than  breast  milk  or  whole  cow’s 
milk  mixtures.  This  type  of  formula  has 
given  very  satisfactory  growth  in  our  in- 
fants. It  is  not  to  be  assumed  that  the  a- 
bove  mixtures  are  the  only  satisfactory 
ones  for  feeding  infants  born  premature- 
ly. Recently  Bruce  et  al.4  showed  that 
very  excellent  weight  gains  could  be  se- 
cured with  various  mixtures  of  breast 
and  cow’s  milk  on  a modified  self-demand 
schedule  provided  interested  personnel 
were  in  charge. 

Prevention  of  Infection 

The  last  major  problem  in  premature 
care  is  the  prevention  of  infection.  The 
absence  of  any  adequate  protection  against 
the  ordinary  respiratory,  gastro  intestinal 
or  skin  organisms  and  the  disastrous 
outcomes  of  these  infections  makes  it  nec- 
essary to  use  aseptic  technique  compar- 
able to  that  of  the  operating  room.  Every 
effort  should  be  made  to  protect  against 
these  infections.  It  is  most  discouraging  to 
struggle  successfully  through  the  first 
few  days  of  a premature  infant’s  life  and 
then  have  it  die  from  an  infection  which 
could  possibly  have  been  prevented  by 
good  technique.  All  possible  sources  of 
contamination  should  be  eliminated  and 
terminal  sterilization  of  formulas  and  con- 
tainers practiced. 

Curious  spectators  and  even  medical 
and  nursing  staff  not  directly  concerned 
in  their  care  should  be  excluded.  The 
health  of  the  nurses  themselves  should  foe 
carefully  checked  and  any  sign  of  illness 
should  relieve  them  of  their  duty  in  the 
premature  unit.  If  the  care  of  the  babies 
themselves  is  individualized  with  all  sup- 
plies for  each  baby  kept  in  his  own  cubi- 


cle, the  chance  of  cross  infection  will  be 
lessened. 

This  resume  does  not  represent  all  the 
difficulties  of  caring  for  infants  born  pre- 
maturely and  close  observation  and  in- 
terest in  their  growth  will  reveal  many 
more  points  for  improvement  in  their  care. 

In  closing,  a plea  is  made  for  adequate 
care  for  these  infants  at  the  hospital  where 
born  or  their  transportation,  when  possi- 
ble, to  centers  better  equipped  to  give 
such  care. 
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DISCUSSION 

Robert  L.  Biltz,  Newport:  It  is  a pleasure 

to  discuss  such  an  excellent  paper  on  Prema- 
ture Infants  by  Dr.  Van  Dermark.  His  experi- 
ence and  success  in  their  treatment  qualify 
him  to  speak  with  authority  because  his  in- 
terest and  hard  work  have  helped  to  lower  the 
high  mortality. 

in  addition  to  his  five  basic  problems,  I 
should  like  to  stress  the  importance  of  main- 
taining a fluid  balance  especially  in  the  pres- 
ence of  vomiting  or  diarrhea.  Frequently,  sub- 
cutaneous injection  of  lactate,  glucose,  or  salt 
solution  at  twelve  to  twenty-four  hour  inter- 
vals, and,  when  indicated,  intravenous  injec- 
tions of  whole  blood  may  be  the  difference  be- 
tween success  and  failure. 

The  doctors  and  improved  mechanical  equip- 
ment with  sterile  precautions  may  take  some 
credit  for  the  lowered  mortality,  but  the  in- 
terested and  specially  trained  nurse  deserves 
the  lion’s  share — without  her  constant  and  in- 
telligent attention  to  details,  the  best  efforts 
of  the  doctor  and  modern  equipment  would  be 
to  no  avail. 

Cathryn  Handelman,  Louisville:  My  discus- 
sion will  be  directed  chiefly  at  reemphasizing 
Dr.  Van  Dermark’s  points  on  care  of  the  pre- 
mature infant. 

Eeyond  a certain  weight  diseases  rather  than 
prematurity  cause  death  of  these  infants.  The 
number  of  prematurily  born  infants  can  be 
appreciably  reduced  if  we  can  educate  parents 
to  good  prenatal  care.  Note  I say  “parents.” 
Marriage  is  a cooperative  arrangement  and 
both  must  participate  fully  in  the  prenatal 
care  of  the  child  to  obtain  the  desired  results. 
Prematurity  is  the  eighth  leading  cause  of 
death  in  all  age  groups.  46  to  50  per  cent  of  all 
neonatal  deaths  are  due  to  prematurity  and  14 
of  these  occur  within  the  first  24  hours.  Pre- 
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matures  weighing  less  than  1000  grams  have 
.a  mortality  rate  of  85  to  100  per  cent  in  dif- 
ferent hospital  series;  between  1000  and  1500 
grams  the  mortality  rate  is  around  45  to  50  per 
cent.  From  1500  to  2500  grams  the  figures  vary 
markedly  but  the  prognosis  is  excellent  in 
comparison  with  the  above  groups.  In  the  past 
four  to  five  years  great  strides  in  the  reduc- 
tion of  mortality  in  all  weight  groups  except 
the  lowest  have  been  made.  This  has  been 
most  marked  in  the  1500  to  2500  gram  group. 

These  studies  have  been  achieved  because  of 
recognition  of  the  factors  in  care  brought  out 
by  Dr.  Van  Dermark.  If  we  eliminated  the 
causes  of  prematurity,  perhaps  one  of  the  more 
important  points  in  the  care  of  the  premature 
is  interested,  trained  personnel  to  handle  these 
infants.  Care  is  stressed  in  all  periods;  the 
first  24  hours,  the  neonatal  period,  subsequent 
hospital  and  home  care.  Gentleness  cannot  be 
overemphasized — gentleness  at  delivery,  dur- 
ing resuscitation  and  during  the  neonatal  pe- 
riod. The  infant’s  physiological  development  is 
so  immature  that  he  is  easily  traumatized  and 
may  hemorrhage  into  vital  areas. 

Along  the  line  of  thought  of  gentleness  we 
might  mention  a few  objections  to  the  use  of 
the  mechanical  respiration.  The  Council  on 
Physical  Therapy  of  the  AMA  states  that  “the 
process  of  blowing  oxygen  into  the  lungs  and 
aspirating  it  has  a reverse  effect  on  the  circu- 
lation from  that  of  normal  respiration.  Normal 
respiration  tends  to  facilitate  the  exchange  of 
gases  in  the  lung  capillaries.” 

In  the  use  of  a machine:  (1)  the  exact  safe 
intrapulmonary  pressure  has  not  been  deter- 
mined (incompletely  developed  elastic  tissue). 

(2)  air  may  be  forced  into  the  G.  I.  tract  and 
thus  interfere  with  diaphragmatic  excursion. 

(3)  it  may  interfere  with  spontaneous  respira- 
tions. 

In  the  first  24  hours  the  infant  must  be  un- 
der constant  surveillance.  He  must  be  observ- 
ed for  cyanosis,  pallor,  jaundice,  vomiting, 
apnea,  convulsions  and  hemorrhage.  Prognosis 
is  more  grave  with  any  of  these  conditions.  I 
reiterate,  trained,  interested  personnel  should 
be  in  charge  of  premature  units  at  all  times. 

Certain  physiological  nutritional  handicaps 
must  be  recognized  and  allowances  made  for 
these.  Some  of  these  are: 

Poor  or  absent  suckling,  swallowing  and  gag 
reflex.  Small  gastric  capacity  with  low  acidity. 


One  important  epidemiologic  principle  in  tu- 
berculosis is  that  the  disease,  if  diagnosed  dur- 
ing its  early  stages,  can  be  handled  effective- 
ly. Thus,  it  is  necessary  to  develop  better  tech- 
nics for  early  detection  of  tuberculosis.  Per- 
haps it  is  more  important  still  to  develop  a 


Poor  fat  absorption.  Underdeveloped  enzymatic 
system. 

In  many  ways  we  are  dealing  with  a differ- 
ent individual  from  that  of  a normal  newborn. 
We  do  not  need  to  rush  feedings  if  conditions 
contraindicate  this.  The  premature  is  so  equip- 
ped with  electrolytes  that  we  need  worry  little 
about  fluids  for  the  first  48  hours.  Fluids  and 
feedings  orally  are  commenced  at  variable 
times  depending  upon  his  general  condition. 
If  handling  or  feeding  is  contraindicated  for  48 
hours,  we  can  dispense  with  giving  fluids  or 
food  for  this  period  provided  he  is  in  a warm, 
humid  oxygenated  environment.  Following  this 
period  food  may  still  be  withheld  but  fluids 
and  plasma  are  given  orally  or  parenterally  as 
indicated.  This  is  increased  gradually  so  that 
at  the  end  of  the  first  week  the  infant  is  re- 
ceiving 2 to  2Vz  ounces  of  fluid  per  pound  per 
day. 

The  actual  formula  construction  for  the  pre- 
mature is  not  difficult  with  the  fine  scientific 
references  that  we  have.  We  must  consider  his 
physiological  needs  of  a high  protein,  low  fat, 
10  per  cent  carbohydrate,  vitamin  A,  B,  C,  D 
and  iron  diet.  Since  he  has  a low  fat  absorption, 
A and  D are  best  assimilated  if  given  as  an  al- 
cohol preparation.  The  premie  has  stored  little 
or  no  iron  as  compared  to  the  full-term  infant 
(depending  on  size);  this  needs  to  be  supplied. 

The  method  of  feeding  must  be  selected  for 
each  individual  infant.  The  Breck  feeder  is 
condemned  because  it  may  force  milk  into  the 
trachea  where  gag  and  swallowing  reflexes 
are  absent. 

Physicians  often  become  over  anxious  for 
the  child  to  gain  weight  rapidly.  Overfeeding 
is  often  disastrous.  Gastrointestinal  upsets, 
diarrhea,  infection  and  death  result. 

It  would  be  most  desirable  to  have  all  pre- 
matures handled  in  specially  equipped,  staffed 
centers.  Here  is  a true  medical  challenge  to 
save  lives.  Antibiotics  have  made  therapy  sim- 
ple in  many  diseases.  In  prevention  of  prema- 
turity and  in  maturity  care  we  still  have  the 
opportunity  of  using  both  the  art  and  the  sci- 
ence of  medicine  because  the  art  involves  early 
recognition  of  abnormality  and  its  correction; 
it  involves  constant  vigilance  and  care.  We 
need  not  feel  that  our  efforts  may  be  wasted 
because  of  the  ultimate  prognosis.  The  ulti- 
mate prognosis  is  good.  In  various  studies  pre- 
matures normal  at  birth  are  normal  children, 
mentally  and  physically.  Our  efforts  in  most 
cases  will  not  be  wasted. 


more  effective  social  machinery,  so  that  this 
diagnostic  service  can  be  made  readily  avail- 
able to  all  susceptible  persons,  and  particular- 
ly for  those  who  are  at  greatest  risk.  W.  G. 
Smillie,  M.  D.,  New  England  J.  Med.,  January 
12,  1950. 
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THE  ULTIMATE  PROGNOSIS  OF  ACUTE  MYOCARDIAL 

INFARCTION 

Study  of  434  Palienis  Who  Survi  ved  For  More  Than  Two  Months 

Morris  M.  Weiss,  M.  D.,  and  William  R.  Gray,  M.  D. 

LOUISVILLE 


The  immediate  mortality  rate  of  acute 
myocardial  infarction  has  been  reported 
by  numerous  authors.  This  report  is  con- 
cerned with  the  ultimate  prognosis  of  this 
disease.  It  is  a study  of  484  patients  who 
recovered  from  their  presumed  first  myo- 
cardial infarction  and  who  lived  more 
than  two  months.  There  were  30  addi- 
tional cases  that  could  not  be  traced.  A 
survival  period  of  two  months  was  select- 
ed since  by  this  time  the  majority  of  the 
patients  who  will  live  have  become  ambu- 
latory and  are  usually  ready  to  resume  a 
modified  or  regular  routine  of  life.  All 
the  patients  were  seen  in  private  practice. 
While  some  were  not  seen  in  the  acute 
phases  of  their  illness,  the  clinical  history 
was  sufficiently  reliable,  in  conjunction 
with  later  electrocardiographic  examina- 
tions, to  determine  when  the  infarction 
had  occurred.  Patients  are  often  seen, 
particularly  those  with  slowly  progressive 
coronary  artery  disease,  who  must  have 
had  an  infarction,  but  the  date  of  the  in- 
farction cannot  be  determined.  They  were 
not  included  in  the  study. 

A similar  report  was  presented  before 
this  society  in  1943.  It  was  decided  not  to 
publish  the  report  until  more  cases  were 
studied  for  a longer  period  of  time.  The 
patients  received  good,  bad,  or  indiffer- 
ent treatment  during  the  first  two  months 
of  their  illness. 

Sex  and  Age  Analysis 

Table  I is  an  analysis  as  to  age  and  sex 

of  the  484  cases.  There  were  403  (82.5  %) 
males  and  81  (17.5%)  females.  The  great- 
est age  incidence  in  the  males  was  from 
46  to  65  years.  Four  were  from  30  to  34 
and  eighteen  were  from  35  to  39  years  of 
age.  The  peak  incidence  in  women  was  a 
decade  later.  There  were  no  cases  in  wo- 
men below  forty  years.  Only  two  patients 
were  in  their  eightieth  year.  Of  the  484 
patients,  36%  (176  cases)  have  died.  There 
were  152  (86%)  men  and  24  (14%)  wo- 
men. Of  this  group,  approximately  one- 
third  (51  cases)  succumbed  within  one 
year,  one-half  (81  cases)  within  two  years 

Read  before  the  Jefferson  Countv  Medical  Society,  Novem- 
ber 18,  1949. 


and  four-fifths  (142  cases)  within  five 
years.  The  mortality  rate  was  especially 
high  for  the  first  three  years.  Two  men 
lived  for  19  years,  (see  Table  II.)  The 
average  duration  of  life  was  37.6  months. 

Table  III  shows  the  age  at  the  onset  of 
the  infarction  in  relation  to  the  duration 
of  life  of  those  who  died.  The  younger  pa- 
tients lived  longer  than  the  older  ones. 
But,  it  is  of  interest  that  there  were  two  pa- 
tients in  the  ninth  decade  who  lived  an 
average  of  56  months.  Table  IV  shows  that 
the  majority  of  deaths  occur  from  the  sixth 
to  the  eighth  decade,  whereas,  the  onset 
of  the  majority  of  the  cases  was  a decade 
earlier.  This  also  confirms  the  observation 
that  the  younger  patients  lived  longer  than 
the  older  ones. 

Sex  is  important  in  the  prognosis.  Of 


TABLE  I 
AGE  AND  SEX 
(Living  and  Dead) 


Age 

Male 

Female 

Total 

30-34 

4 

0 

4 

35-39 

18 

0 

18 

40-44 

29 

2 

31 

45-49 

65 

5 

70 

50-54 

71 

7 

78 

55-59 

81 

17 

98 

60-64 

66 

17 

83 

65-69 

40 

18 

58 

70-74 

20 

10 

30 

75-79 

8 

4 

12 

80-84 

1 

1 

2 

Total 

403 

81 

484 

TABLE  II 

Mortality 

Rate  as  to 

Duration  of  life 

divided 

into 

males  and 

females 

(176  cases) 

Period 

Total 

Percent 

(years) 

deaths 

deaths 

Male 

Female 

0-1 

51 

29.0 

40 

11 

1-2 

30 

17.0 

26 

4 

2-3 

30 

17.0 

27 

3 

3-4 

14 

7.0 

12 

2 

4-5 

17 

9.5 

15 

2 

5-6 

11 

6.0 

11 

0 

6-7 

8 

4.5 

7 

1 

7 + 

15 

8.0 

14 

1 

Total 

176 

152 

24 
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the  twenty-four  women  who  died.  50% 
did  so  within  the  first  year.  All  the  wo- 
men who  succumbed  did  so  within  eight 
years,  whereas,  there  were  15  men  who 
died  from  8 to  19  years  after  the  initial  in- 
farction. The  reason  for  the  lower  survival 
period  in  women  is  due  to  the  greater  prev- 
alence of  congestive  heart  failure. 

Information  as  to  previous  hypertension 
was  available  in  87  of  the  death  cases. 


TABLE 

III 

Relation  of 

age  of  onset 

to  duration  of  life — 

death  cases 
months) . 

(.average 

duration  of  life  = 37.6 

Age 

No.  dead 

Average  Survival 
period  (months) 

30-34 

2 

134 

35-39 

7 

50 

40-44 

6 

36 

45-49 

20 

49 

50-54 

24 

35 

55-59 

38 

36 

60-64 

38 

30 

65-69 

22 

36 

70-74 

11 

29 

75-79 

6 

20 

80-84 

2 

56 

TABLE  IV 


Relation  of  age  of  onset  to  age  at  death 


Age  of  onset 

Total 

living  and  dead 

No.  dea 

30-39 

22 

9 

40-49 

101 

26 

50-59 

176 

62 

60-69 

141 

60 

70-79 

42 

17 

80-89 

2 

2 

The  average  duration  of  survival  of  these 
patients  was  27.4  months  as  compared 
with  the  37.6  months  of  the  176  patients 
who  died.  Thus  the  duration  of  life  was 
shortened. 

A history  of  angina  pectoris  prior  to  the 
initial  infarction  was  available  in  42  of 
the  death  cases.  Their  average  survival 
period  was  34.5  months  which  approxi- 
mates the  average  for  the  entire  series. 

There  were  only  eight  known  diabetics. 
This  is  too  few  to  arrive  at  any  conclu- 
sions, but  Katz  et  al  (1)  state  that  a diabe- 
tic who  survives  the  first  8 months  after 
an  infarction  has  no  worse  a prognosis 
than  a non-diabetic. 

The  severity  of  the  initial  attack  as  evi- 
denced by  shock  and  protracted  pain  gave 
no  indication  of  the  duration  of  ultimate 
survival.  If  congestive  failure  occurred 
within  the  first  two  months  of  an  infarc- 
tion, it  usually  persisted  and  was  a serious 
prognostic  sign. 

Four  patients  had  psychoses  during  the 
first  few  months  of  their  infarction.  All 
made  complete  recovery. 

Mode  of  Death 

The  major  cause  of  death,  Table  V,  was 
cardiovascular  disease.  (87%).  Sudden  or 
relatively  sudden  death  was  reported  in 
20%-:  (35  cases) . A new  myocardial  infarc- 
tion was  considered  to  be  the  cause  of 
death  in  37 % (65  cases).  One-third  occur- 
red within  the  first  year.  The  majority  of 
these  patients  died  within  minutes  to  a 
few  hours.  Laboratory  proof  of  a new  in- 
farction was  available  in  only  9 cases. 
They  lived  from  two  to  three  weeks.  Thus 
sudden  cessation  of  cardiac  action,  pro- 


TAELE  V 

MODE  OF  DEATH  OF  176  PATIENTS 


Period  of 
survival 
(years) 

Congestive 

heart 

failure 

Sudden 

Myocardial 

infarction 

Cerebral 

Neoplasm 

Miscel- 

laneous 

C-l 

8 

9 

20 

2 

1 

1 

1-2 

9 

6 

8 

4 

3 

3 

2-3 

6 

5 

6 

2 

6 

2 

3-4 

4 

7 

13 

0 

1 

0 

4-5 

0 

5 

4 

0 

3 

1 

5-6 

1 

1 

5 

2 

2 

1 

6-7 

3 

1 

4 

0 

0 

1 

7-8 

2 

0 

1 

1 

0 

0 

8-9 

2 

0 

2 

0 

0 

1 

9-10 

0 

0 

1 

0 

0 

0 

13-14 

0 

0 

1 

0 

1 

0 

15-19 

1 

1 

0 

2 

0 

0 

Total 

36 

35 

65 

13 

17 

10 

Percent 

20 

20 

37 

7 

10 

6 
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traded  coronary  insufficiency  and/or  a 
new  myocardial  infarction  was  responsible 
for  a total  of  57%  of  the  deaths.  Their  ac- 
tion was  very  dramatic,  often  before  a phy- 
sician could  arrive  on  the  scene.  Congestive 
heart  failure  terminated  life  in  20%  (30 
cases).  In  addition  there  were  32  cases 
who  showed  signs  of  congestive  failure  at 
some  time  during  their  life,  but  who  died 
from  other  causes.  The  congestive  failure 
was  an  added  factor  in  shortening  the  sur- 
vival period.  The  signs  of  congestive  fail- 
ure lasted  from  months  to  a few  years.  If 
congestive  failure  occurs  within  the  first 
two  months  of  an  infarction,  death  occurs 
relatively  early.  A frequent  cause  for  late 
congestive  failure  is  another  infarction. 
Of  the  patients  who  died  suddenly  or  very 
shortly  after  another  myocardial  infarc- 
tion, few  had  interval  symptoms.  Their 
death  was  unexpected.  The  vast  maioritv 
of  the  deaths  from  congestive  heart  fail- 
ure, new  myocardial  infarctmn  and  sudden 
death  occurred  within  the  first  four  years. 
In  addition,  one  patient  died  from  a 
mesenteric  thrombosis;  one  from  a Stokes- 
Adams  seizure  complicating  complete 
heart  block;  two  did  not  survive  leg  am- 
putations for  arterial  disease;  four  died 
from  uremia,  secondary  to  renal  arterio- 
sclerosis; and  nine  patients  died  from  en- 
cephalomalacia  secondarv  to  cerebro- 
vascular accidents  (due  in  four  cases  to 
embolism) . Thus  the  mode  of  death  in  87% 
(153  cases)  was  cardio-vascular.  Malig- 
nancy of  various  organs  caused  death  in 
10%  (17  cases).  Pulmonary  embolism  is 
not  listed  as  a mode  of  death  because  there 
were  no  proven  cases.  Few  autopsies  were 
performed. 

Twenty-seven  (5%)  of  all  the  patients 
survived,  for  at  least  two  months,  another 
myocardial  infarction.  Five  of  these  sur- 
vived a third  infarction  for  at  least  a simi- 
lar length  of  time.  The  second  infarction 
occurred  from  two  months  to  ten  years 
after  the  initial  attack,  and  did  not  mate- 
rially influence  longevity.  One  man  is  liv- 
ing 7 years  after  a second  infarction.  Five 
years  later  a man  is  still  leading  an  active 
business  life  following  his  third  infarction. 

Table  VI  is  an  analysis  of  the  living 
cases  as  to  duration  of  observation.  Sixty- 
four  percent  of  the  484  (308  cases)  are 
living  as  of  November  1,  1949.  Of  these  308 
patients,  16.8%  (52)  have  been  followed 
for  a year  or  less;  19.4%  (60)  for  one  to 
two  years;  13.3%  (41)  for  three  to  four 
years.  One  patient  is  still  living  after  17 
years.  The  average  survival  period  cannot, 
be  determined  with  accuracy.  This  will 


depend  on  a larger  series  of  patients  seen 
over  a longer  period.  A five-year  survival 
study  is  of  interest.  Of  151  patients  ob- 
served from  1940  through  1944,  92  (61%) 
lived  five  or  more  years,  whereas  59  (39%  ) 
died  within  five  years. 

Economic  Rehabilitation 

This  is  a complicated  problem  since  it 
is  dependent  on  the  type  of  work,  econo- 
mic status,  age,  sex  and  psychological 
make-up  of  the  patient.  A few  patients, 
(39)  had  been  retired  or  incapacitated  at 
the  time  of  their  infarction.  Information 
as  to  rehabilitation  was  available  on  435 
cases.  A total  of  329  (76%)  had  complete 
or  partial  economic  recovery.  In  general, 
economic  rehabilitation  paralleled  the 
functional  cardiac  status,  but  some  indi- 
viduals successfully  returned  to  their 
former  occupations  despite  symptoms  of 
anginal  or  congestive  heart  failure.  Only 
12  of  these  329  patients  elected  to  retire 
in  the  absence  of  symptoms.  There  were 
varied  reasons  for  this  decision:  a pension, 
disability  insurance,  inability  to  change 


TABLE  VI 

DURATION  OF  OBSERVATION 
Living  cases  (308) 


Time 

(years) 

Male 

Female 

Total 

> n 

0-1 

44 

8 

52 

1-2 

55 

5 

60 

2-3 

30 

11 

41 

3-4 

27 

9 

36 

4-5 

28 

7 

35 

5-6 

22 

5 

27 

6-7 

15 

3 

18 

7-8 

7 

2 

9 

8-9 

8 

2 

10 

9-10 

3 

2 

5 

10-11 

3 

1 

4 

11-12 

4 

0 

4 

12-13 

1 

0 

1 

13-14 

2 

1 

3 

14-15 

0 

1 

1 

15-16 

1 

0 

1 

16-17 

0 

1 

1 

Total 

250 

58 

308 

TABLE  VII 

ECONOMIC  REHABILITATION 


Occupation 

Com- 

plete 

Par- 

tial 

Total 

% 

Laborer 

54 

13 

67 

72% 

Store  & Office 

54 

3 

57 

72% 

Business 

100 

10 

110 

83% 

Housewife 

23 

27 

50 

76% 

Professional 

38 

7 

45 

88% 

Total 

269 

60 

329  ... 

76% 
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their  work  status,  etc. 

Table  VII  shows  the  various  occupa- 
tions. They  represent  all  phases  of  econo- 
mic life.  Because  of  the  nature  of  their  ac- 
tivities, business  and  professional  indivi- 
duals were  best  able  to  return  to  their 
previous  occupations.  Housewives  had  a 
high  incidence  of  partial  recovery,  due  to 
the  high  incidence  of  congestive  failure 
which  followed  their  infarction.  Manv  of 
the  workers,  particularly  those  doing 
manual  labor,  were  able  to  become  econo- 
mically fit  by  changing  the  classification 
of  their  work.  This  reflects  an  improved 
attitude  by  employers.  A few  individuals 
who  engaged  in  work  hazardous  to  their 
fellow  employees  or  to  the  public,  such  as 
crane  operators,  bus  drivers  or  railroad 
engineers,  were  vigorously  advised  to  seek 
other  employment.  A few  patients,  for 
economic  or  psychological  reasons,  did 
perform  more  work  than  was  recommend- 
ed. Obviously  a high  percentage  of  those 
in  the  younger  age  groups  returned  to 
work.  It  is  of  interest  to  note  that  of  the 
sixteen  physicians  included  in  this  study, 
thirteen  returned,  with  slight  modifica- 
tion, to  their  former  responsibilities;  one 
elected  to  retire  and  two  had  been  retired. 
Twenty-four  percent  (106  cases)  were  un- 
able to  return  to  work  because  of  physical 
disability,  most  often  the  result  of  anginal 
or  congestive  heart  failure.  The  work  sta- 
tus of  all  the  patients  naturally  altered  as 
they  became  older,  had  another  myocar- 
dial infarction,  developed  cardiac  symp- 
toms, manifested  a malignancy,  etc.  It  re- 
flects credit  on  the  profession  that  only 
a rare  instance  of  chronic  invalidism  was 
created  by  poor  clinical  judgment. 

The  mode  of  death  or  subsequent  myo- 
cardial infarction  bore  no  relation  to  eco- 
nomic rehabilitation.  A few  patients  who 
attempted  to  work  despite  congestive 
heart  failure  did  shorten  their  lives.  This 
report  indicates  an  optimistic  attitude  as 
regards  ability  to  obtain  recovery  of  ac- 
tivity with  full  or  partial  economic  rehabil- 
itation. 

Electrocardiographic  observations  are 
valuable  in  determining  the  prognosis.  It 
was  not  possible  to  bring  the  electrocardio- 
graphic findings  to  date  but  those  patients 
whose  available  records  became  normal 
or  nearly  normal  always  made  a good  re- 
covery. On  the  other  hand  persistence  of 
electrocardiographic  changes  characteris- 
tic of  an  infarction  were  not  necessarily  a 
bad  prognostic  sign  since  the  majority  of 
the  patients  making  a good  recovery  had 
such  abnormal  records.  It  is  important  to 


remember  that  despite  the  appearance  of 
the  electrocardiogram,  the  pathologist  can 
still  demonstrate  an  infarction.  The  in- 
surance and  medico-legal  significance  of 
these  observations  are  evident. 

Separation  of  the  electrocardiographic 
pattern  into  those  characteristic  of  an  in- 
farction involving  the  anterior,  lateral, 
and  posterior  walls  of  the  heart  was  not 
helpful.  Length  of  survival  of  those  who 
died  was  not  related  to  the  location  of  the 
jnfarct  nor  does  the  location  affect  the 
subsequent  occurence  of  angina  pectoris, 
congestive  failure,  another  infarction,  or 
sudden  death.  However,  records  showing 
a persistent  bundle  branch  block  or  the 
pattern  of  severe  intra-ventricular  block 
had  a serious  prognosis.  Complete  block 
was  persistent  in  only  two  patients.  One 
man  died  after  nine  months,  in  a Stokes- 
Adams  attack,  and  another  is  still  alive 
after  sixteen  months,  but  has  chronic  con- 
gestive failure. 

The  size  of  the  heart  has  a definite  rela- 
tion to  the  prognosis.  Clinical  recovery 
tended  to  be  more  complete  when  the  heart 
was  normal  in  size.  Cardiac  enlargement 
was  always  permanent  and  a small  heart 
never  became  hypertrophied  only  from  the 
infarction.  In  1935,  Horine  and  Weiss  (2) 
reported  that  observation  on  20  patients 
who  were  watched  from  six  months  to  ten 
years.  The  present  study  as  to  the  effect 
of  infarction  on  the  size  of  the  heart  con- 
firms that  original  study.  Patients  with 
a heart  that  was  normal  in  size  did  not 
develop  congestive  heart  failure. 

Opportunity  was  not  had  to  follow  the 
course  of  the  blood  pressure  throughout 
the  years  in  all  the  cases.  A low  pulse  pres- 
sure in  an  individual  with  previous  hyper- 
tension was  usually  associated  with  con- 
gestive failure.  A return  of  a former  ele- 
vated blood  pressure  to  hypertensive 
levels  was  not  associated  with  subsequent 
infarctions  and  did  not  influence  the  mor- 
tality. 

It  is  too  early  to  evaluate  the  long- 
range  use  of  dicumarol  in  the  prevention 
of  myocardial  infarction.  There  are  only  a 
few  reports  in  the  literature  on  a few  pa- 
tients and  they  are  not  encouraging.  My 
own  experience  is  limited  to  four  patients. 
Two  discontinued  treatments  after  3 
months,  one  is  still  under  control  for  four 
months  and  one  patient  after  18  months 
of  well-controlled  treatment  had  a myo- 
cardial infarction  and  died  in  a few  hours. 

No  attempt  was  made  to  make  a detail- 
ed comparison  of  our  analysis  with  the 
few  other  similar  reports  in  the  literature. 
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In  general  all  our  conclusions  are  compar- 
able. (1,  3). 

Whether  one  should  take  an  optimistic 
or  pessimistic  attitude  to  the  ultimate 
prognosis  of  myocardial  infarction  depends 
on  the  philosophical  attitude  of  the  obser- 
ver. Certainly  many  individuals  do  lead 
long  and  useful  lives.  Bland  and  White  (4) 
took  an  optimistic  attitude  to  the  long 
term  prognosis  of  an  acute  myocardial  in- 
farction and  state  that  their  analysis  in- 
dicates a favorable  outcome  in  a larger 
percentage  of  cases  than  is  generally  ap- 
preciated. In  contrast,  Katz  et  al  (1)  found 
the  long  term  prognosis  of  a recent  myo- 
cardial infarction  much  more  serious  than 
had  been  anticipated  generally. 

Summary 

A study  was  made  of  484  patients  who 
lived  more  than  two  months  after  their 
first  myocardial  infarction.  There  were 
403  (82.5%)  males  and  81  (17.5%  ) females. 
The  greatest  age  incidence  in  the  men  was 
from  45  to  65  years.  The  peak  incidence  in 
women  was  a decade  later. 

Of  the  176  patients  who  died  the  average 
duration  of  life  was  37.6  months.  One  third 
succumbed  within  one  year  and  four- 
fifths  within  five  years.  Two  men  lived  for 
nineteen  years.  The  younger  patients  liv- 
ed longer  than  the  older  ones.  All  the  wo- 
men who  succumbed  did  so  within  eight 
years.  Previous  hypertension  shortened 
duration  of  survival.  Previous  angina  pec- 
toris did  not  influence  the  survival  period. 
The  severity  of  the  initial  attack  gave  no 
indication  of  the  duration  of  ultimate  sur- 
vival. If  congestive  failure  occurred  with- 
in the  first  two  months,  it  usually  persist- 
ed and  was  a serious  prognostic  sign. 

Cardio-vascular  disease  was  responsible 
for  84%  of  the  deaths.  A new  myocardial 
infarction  was  considered  to  be  the  cause 
of  death  in  37%;  20%  died  suddenly;  20% 
died  of  congestive  failure  and  7%  from 
encephalomalacia  secondary  to  cerebro- 
vascular accidents,  10%  from  neoplasms 
and  6%  from  miscellaneous  causes. 

Twenty-seven  (5%)  of  all  the  patients 
survived  for  at  least  two  months,  another 
myocardial  infarction.  Five  survived  a 
third  infarction  for  at  least  two  months. 

Sixty-four  percent  of  the  484  cases  are 
living  as  of  November  1,  1949.  One  patient 
is  still  living  after  seventeen  years.  Of 
151  patients  observed  from  1940  through 
1944,  61%  lived  more  than  five  years,  and 
39%  died  within  five  years. 

Information  as  to  economic  rehabilita- 
tion was  available  on  438  cases.  Seventy- 


five  percent  had  complete  or  partial  eco- 
nomic recovery.  Only  twelve  patients 
(2.5%)  elected  to  retire  in  the  absence  of 
symptoms. 

Patients  whose  electrocardiograms  be- 
came normal  or  nearly  normal,  always 
made  a good  recovery  but  persistence  of 
the  electrocardiographic  changes  charac- 
teristic of  an  infarction  was  not  necessar- 
ily a bad  prognostic  sign.  Persistent  bun- 
dle branch  block  indicated  a serious  prog- 
nosis. Length  of  survival  or  subsequent 
occurrence  of  angina  pectoris,  congestive 
failure,  another  infarction  or  sudden  death 
was  not  related  to  the  electrocardiographic 
location  of  the  initial  infarct. 

Clinical  recovery  was  more  complete 
when  the  heart  was  normal  in  size.  A 
small  heart  never  became  hypertrophied 
only  from  the  infarction. 
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DISCUSSION 

Max  Garon,  Louisville:  I think  it  is  important 
to  realize  that  a person  who  is  having  a coro- 
nary thrombosis  is  not  to  be  put  on  the  shelf. 
I think  if  the  physician  developed  the  attitude, 
.and  instilled  in  his  patient  the  attitude,  that  a 
coronary  thrombosis  is  to  be  treated  very  much 
like  pneumonia  or  similar  acute  episode  with 
opportunity  for  recovery  and  normal  rehabili- 
tation, he  will  have  accomplished  a great  deal. 

I would  also  like  to  ask  the  question:  Did 
you  evaluate  the  effect  of  routine  use  of  anti- 
coagulants compared  to  the  group  that  did  not 
have  this  treatment? 

J.  Murray  Kinsman,  Louisville:  Touching  a 
point  that  Dr.  Weiss  did  not  actually  mention, 
we  are  constantly  hearing  and  being  asked  the 
question:  “Does  D'icumarol  increase  the  sedi- 
mentation rate?”  You  may  have  seen  the  report 
in  a recent  issue  of  the  Journal  of  AMA  that 
according  to  work  they  did,  Dicumarol  did  not 
increase  the  sedimentation  rate.  That  is  the 
first  report  I had  personally  seen  about  it. 

W.  B.  Troutman,  Louisville:  I wonder  if  the 
prognosis  is  even  quite  so  bad  as  reported  in 
this  paper?  I ask  that  question  for  this  reason. 
Dr.  Weiss  said  that  these  were  patients  with 
their  first  coronary.  We  cannot  be  entirely  sure 
that  it  was  their  first  coronary.  We  have  seen 
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so  many  patients  that  after  their  first  coronary 
was  recognized  the  patient  had  a normal  cardio- 
gram, and  we  all  appreciate  the  fact  that  a 
good  many  people  will  have  a coronary  throm- 
bosis tonight  and  tomorrow  they  are  back  at 
work  and  get  by  with  it  and  in  their  own  mind 
probably  put  it  down  as  a chest  cold  and  for- 
get all  about  it. 

I am  also  impressed  with  the  importance  of 
obtaining  family  history.  I recall  seeing  a wo- 
man in  the  hospital  just  todsy  with  an  infarc- 
tion and  she  volunteered  the  information  that 
her  father  and  brother  died  of  heart  disease 
and  she  knew  that  was  what  she  had.  So  cer- 
tainly family  history  is  a very  interesting 
thing. 

I wonder  if  I missed  the  point,  or  did  you 
analyze  from  the  standpoint  of  survival  as  to 
the  economic  status  of  the  patient?  Take  your 
laborers  versus  white  collar  workers,  was  the 
survival  percentage  risk  just  about  the  same  at 
both  economic  levels? 

Lawrence  T.  Minish,  Jr.,  Louisville:  I would 
like  to  ask  Dr.  Weiss  a question.  From  his  fig- 
ures, which  began  at  two  months  survival,  it 
startled  me  a little  to  see  the  relatively  favor- 
ably prognosis  in  the  younger  age  groups.  I 
would  like  Dr.  Weiss  to  comment  on  that  as  an 
over-all  problem  in  the  group,  since  we  are  fa- 
miliar with  the  figures  from  the  army  which 
show  considerably  higher  initial  mortality  in 
the  younger  group.  Is  that  a false  impression 
we  get  from  these  figures  or  do  you  consider 
in  myocardial  infarction  in  the  younger  group 
that  the  recovery  is  generally  as  good  as  the 
older  group? 

Albert  S.  Irving,  Louisville:  I would  like  to 
speak  from  the  point  of  view  of  insurance 
medicine.  I have  had  an  opportunity  for  several 
years  in  Louisville  of  having  done  some  work 
with  Drs.  Weiss,  Troutman,  Horine,  Clay,  and 
others.  The  facts  that  have  been  brought 
out  tonight  have  proven  beyond  question 


of  doubt  that  our  insurance  approach  is 
based  on  scientific  matter.  Dr.  Weiss  showed 
you  tonight  that  the  odds  are  approximately 
five  to  one  that  the  individual  will  not  last  for 
a period  of  five  years.  I think  it  is  exceedingly 
important  that  we  stimulate  the  individual  psy- 
chologically and  emotionally  so  that  he  does 
not  try  to  become  an  invalid  but  does  his  best 
to  rehabilitate  himself.  This  is  not  a mercenary 
or  selfish  approach  on  the  part  of  insurance 
companies,  but  a participation  in  the  overall 
economic  welfare  of  our  country. 

In  reference  to  blood  pressure,  our  records 
indicate  that  any  individual  who  has  a systolic 
of  over  140  and  diastolic  of  above  92  is  not  nor- 
mal and  Dr.  Weiss'  figures  show  that  persons 
who  have  higher  readings  have  poor  prognosis. 
I think  the  figures  brought  out  were  exceed- 
ingly interesting  and  valuable. 

Morris  M.  Weiss,  Louisville  (In  closing) : In 
the  vast  majority  of  patients  who  have  had  a 
significant  myocardial  infarction,  it  is  possible 
to  make  a clinical  diagnosis.  Therefore  we  are 
very  certain  that  our  report  is  concerned  with 
patients  who  have  had  their  first  attack.  If  a 
careful  history  is  obtained,  we  cannot  agree 
that  a good  many  people  will  have  a coronary 
thrombosis  one  night,  be  back  at  work  the 
next  day,  and  this  attack  never  be  diagnosed. 

Because  patients  who  received  dicumarol 
were  only  observed  for  a few  years,  it  was  im- 
possible to  make  a comparative  study  as  to 
their  ultimate  prognosis. 

Conflicting  statements  are  made  in  the  litera- 
ture as  to  the  frequency  with  which  electro- 
cardiograms return  to  normal  after  an  infarc- 
tion. We  are  now  making  such  a study. 

Young  men  who  live  for  at  least  two  months 
after  a myocardial  infarction  have  a better 
ultimate  prognosis  than  do  those  men  in  the 
older  age  groups.  We  cannot  give  any  figures 
as  to  the  immediate  prognosis. 


Whether  or  not  she  ever  wins  Kashmir, 

Pakinstan  has  just  won  the  distinction  of  being 
selected  by  the  UN  International’s  Children’s 
Emergency  Fund  as  the  country  where  it  will 
give  the  twenty  millionth  child  its  tuberculosis 
test,  and  vaccine  against  the  disease.  Many 


countries  had  been  thought  of,  including  India, 
for  the  celebration  of  the  “20,000,000  mark.” 
UNICEF’S  anti-tuberculosis  program  is  con- 
ducted in  cooperation  with  the  Scandinavian 
Red  Cross  Societies.  U.N.W.,  March,  1950 
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Editorial  and  Business  Offices,  620  S . Third  St.,  Louisville  2,  Kentucky 


JOURNAL  IMPROVEMENTS 


We  suspect  that  the  appearance  of  the 
Journal  proved  to  be  quite  a surprise  to 
many  readers.  We  are  proud  of  the  new 
cover  page.  Much  thought  was  given  to  it 
Hundreds  of  cover  pages  were  sketched 
and  the  better  ones  were  worked  up  ir. 
color.  The  design  chosen  was  the  unani- 
mous choice  of  the  Council  and  the  Advis- 
ory Committee  to  the  Editor. 

The  new  cover  page  answers  at  a 
glance — What  is  it?  What’s  in  it?  Where 
is  it?  It  is  no  longer  necessary  to  search 
for  the  table  of  contents.  The  month  of  is- 
sue is  printed  in  bold  face  type. 

Format 

A number  of  changes  have  been  made 
in  the  inside  format.  Scientific  articles  now 
occupy  the  front  section.  Since  ours  is  pri- 
marily a scientific  publication,  it  is  right 
that  these  articles  should  be  given  the 
place  of  prominence,  and  be  convenient 


for  the  reader. 

Editorials  follow  the  scientific  articles. 
A new  section  to  be  known  as  “Editorial 
Comments”  has  been  added.  In  these  col- 
umns short  comments  will  be  made  on 
pertinent  subjects  and  on  editorials  read 
in  other  state  medical  journals. 

In  the  “Organization  Section”  will  be 
found  reports  on  the  activities  of  the  State 
Association  and  the  County  Societies 
Certain  A.  M.  A.  activities  will  be  report- 
ed. Its  purpose  is  to  give  you  the  informa- 
tion to  which  you  are  entitled  as  a mem- 
ber. The  President’s  Page  will  be  a month- 
ly feature  of  this  section.  The  miscella- 
neous departments  occupy  the  rear  sec- 
tion. 

Reader  Interest 

Frankly,  we  are  making  every  effort  to 
improve  the  Journal,  in  appearance,  and 
in  content,  so  that  you  will  be  encouraged 
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to  read  it.  We  wish  to  print  it  in  such  a way 
that  it  is  easy  to  read.  Several  steps  will 
be  taken  toward  this  end. 

First,  we  assure  you  that  the  editorials 
are  fresh.  They  are  not  clipped  from  other 
journals.  They  are  written  expressly  for 
you. 

Second,  we  believe  that  you  will  be  in- 
terested in  news  concerning  Kentucky 
physicians.  We  invite  and  urge  you  to  send 
us  interesting  news  items  concerning  your 
medical  friends. 

Third,  the  principal  objective  should  be 
to  improve  the  scientific  content  of  the 
Journal.  Consultants  on  scientific  articles 
have  been  selected  comprising  all  spe- 
cialties and  all  areas  of  the  state.  These 
consultants  are  to  aid  in  accomplishing 
this  objective.  The  names  of  the  consult- 
ants may  be  found  on  the  preceding  page. 

It  has  been  the  policy  for  many  years  to 
print  in  the  Journal  only  those  papers 
that  have  been  read  before  the  Annual 
Meeting  or  a meeting  of  a County  Society. 


This  resulted  in  the  rejection  of  many  ex- 
cellent articles,  often  when  space  was  a- 
vailable  for  them.  On  April  6th  the  Coun- 
cil waived  this  prerequisite  to  publication. 
It  is  believed  that  in  the  wider  choice  of 
papers  that  this  action  affords  the  Editor 
a great  forward  step  has  been  made.  The 
Council’s  action  was  based  on  the  fact  that 
the  former  procedure  is  not  now  produc- 
ing enough  papers  to  fill  the  Journal. 

You  can  help  us  in  this  regard  by  writ- 
ing out  your  talks  before  county  medical 
societies  and  submitting  them  for  publica- 
tion. The  Journal  is  the  outlet  for  papers 
written  by  Kentucky  physicians.  It  should 
reflect  the  thinking,  opinions,  and  medical 
progress  of  Kentucky’s  physicians. 

Your  Journal 

The  Journal  is  your  Journal.  It  should 
be  the  kind  of  Journal  that  you  want.  Any 
comments  or  suggestions  that  you  may 
have  for  its  improvement  will  be  welcom- 
ed at  all  times. 


OUR  LEGISLATIVE  PROGRAM 


Six  bills  dealing  with  health  matters 
were  introduced  in  the  recent  General 
Assembly.  Five  received  favorable  action 
and  one  did  not  pass.  While  we  are  proud 
of  the  fact  that  so  high  a percentage  were 
successful,  we  regret  the  loss  of  the  Hos- 
pital Bill.  We  believe  that  all  of  us  need 
to  be  concerned  by  the  factors  which 
caused  its  defeat.  A brief  report  on  the 
legislation  follows: 

The  Barbiturates  Bill 

The  bill  to  control  the  sale,  handling 
and  distribution  of  Barbiturates  in  the 
state  was  passed.  It  applies  equally  to  all 
who  are  entitled  to  prescribe  or  dispense 
Barbiturates.  There  was  agreement  on  the 
provisions  of  the  bill  between  the  com- 
mittee appointed  from  the  Kentucky  State 
Pharmacists  Association.  It  was  very  evi- 
dent in  the  legislature  that  it  was  expected 
that  the  professional  groups  concerned 
should  be  in  substantial  agreement  on 
legislation  that  is  presented.  It  was  further 
evident  that  when  this  is  done,  the  legis- 
lation has  little  difficulty  in  becoming  a 
law.  The  Barbiturates  bill  will  become 
effective  on  June  15,  1950.  It  will  be  jointly 
administered  by  the  State  Board  of  Phar- 
macists and  the  State  Board  of  Health. 


The  Practical  Nurse  Bill 

The  Practical  Nurse  Bill  also  passed. 
There  was  agreement  on  the  provisions  of 
the  bill  by  all  of  the  professional  groups 
concerned.  The  bill  provides  for  the  licen- 
sure of  the  practical  nurses  who  desire  to 
be  licensed.  It  is  purely  permissive  and 
does  not  apply  to  any  practical  nurse  who 
does  not  wish  to  be  licensed.  It  does  pro- 
vide legal  recognition  for  those  practical 
nurses  who  desire  it.  It  will  enable  them  to 
obtain  reciprocity  with  the  licensed  practi- 
cal nurses  of  other  states.  It  will  let  the 
physicians  and  the  people  of  our  state 
know  which  are  licensed  and  which  are 
not  licensed.  The  bill  provides  for  the  es- 
tablishment of  one  year  schools  of  practi- 
cal nursing.  It  is  hoped  that  many  such 
schools  will  be  established  throughout  the 
state.  The  practical  nurse  working  under 
the  supervision  of  the  registered  nurse  can 
give  Kentucky  a nursing  team  which  can 
provide  the  nursing  services  which  are  so 
greatly  needed.  The  bill  will  become  effec- 
tive June  15,  1950. 

The  Registered  Nurse  Bill 

The  revision  of  the  present  Nurse  Prac- 
tice Act  was  enacted.  Many  of  the  provi- 
sions of  the  present  Nurse  Practice  Act 
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were  poorly  stated  and  some  were  obso- 
lete. The  new  Registered  Nurse  Bill  clari- 
fies and  brings  the  Nurse  Practice  Act  up 
to  date.  It  provides  for  seven  members  on 
the  State  Board  of  Nurse  Registration  and 
Nurse  Education.  It  provides  that  all  grad- 
uate nurses  must  register.  The  bill  applies 
only  to  the  nurses  who  have  graduated 
from  an  approved  school  of  professional 
nursing.  The  bill  will  become  effective 
June  15,  1950. 

Two  Minor  Bills 

A bill  to  rearrange  the  terms  of  the 
members  of  the  State  Board  of  Health  was 
passed  by  the  General  Assembly.  It  pro- 
vides that  the  terms  of  two  members  shall 
expire  each  year.  The  terms  of  the  mem- 
bers of  the  State  Board  of  Health  are  four 
years  each,  and  since  there  are  eight  mem- 
bers of  the  board,  exclusive  of  the  secre- 
tary, this  will  provide  a proper  staggering 
of  the  terms.  There  was  also  a bill  passed 
which  provides  that  the  Commissioner  of 
Health  can  be  appointed  to  teach  in  the 
University  of  Louisville  School  of  Medi- 
cine. It  was  felt  that  this  would  be  highly 
desirable  for  many  different  reasons.  One 
of  the  least  of  the  reasons  is  that  it  would 
enable  a closer  coordination  and  working 
relationship  between  the  State  Depart- 
ment of  Health,  the  Kentucky  State  Medi- 
cal Association  and  the  University  of  Louis- 
ville School  of  Medicine. 

"The  Hospital  Bill 

The  Hospital  Bill  did  not  pass.  It  is  dif- 
ficult to  understand  why  the  legislation 
ran  into  so  much  difficulty.  It  was  a bill 
to  provide  for  the  protection  of  sick  peo- 
ple. It  was  a bill  which  provided  that  all 
hospitals  should  meet  the  same  sanitary 
requirements  that  are  now  required  for 
hotels  and  restaurants.  There  was  nothing 
in  the  bill  that  in  any  way  regulated  or 
limited  the  practice  of  medicine  or  any 
other  branch  of  the  healing  arts.  The  mini- 
mum standards  were  set  forth  clearly  in 
the  bill  and  outlined  its  scope.  There  was 
nothing  in  it  to  which  there  could  be  any 
reasonable  opposition.  The  Kentucky  State 
Medical  Association,  the  Kentucky  State 
Board  of  Health,  the  Kentucky  Hospital 
Association,  the  Registered  Nurse  Associa- 
tion. the  Practical  Nurse  Association,  the 
Representatives  of  Christian  Science  Prac- 
titioners and  all  other  professional  groups 
concerned  agreed  on  the  provisions  of  the 
bill  except  the  Chiropractors.  They  would 
not  agree  to  anything  except  complete  ex- 
emption. They  maintained  three  exper- 
ienced representatives  in  Frankfort  during 
the  entire  session.  They  interpreted  the 


bill  as  one  against  Chiropractic  and  were 
able  to  persuade  an  overwhelming  major- 
ity of  the  House  Representatives  to  sup- 
port them.  The  votes  on  the  legislation 
clearly  indicated  that  the  House  of  Repre- 
sentatives were  in  favor  of  the  Hospital 
Bill  for  all  of  the  hospitals  of  the  state  ex- 
cept those  which  are  operated  by  Chiro- 
practors, but  under  the  law  they  are  en- 
titled to  operate  hospitals  if  they  so  desire. 

The  people  of  Kentucky  were  denied 
good  legislation  which  provided  for  the 
protection  of  the  sick.  Chiropractors,  and 
those  loval  to  that  system  of  practice, 
were  able  to  defeat  the  legislation  even 
though  there  was  no  basis  in  fact  for  their 
onposition.  It  is  most  regrettable  that  the 
physicians  of  Kentucky  should  have  so  lit- 
tle influence  in  the  state  legislature.  The 
physicians  of  Kentucky  have  the  potential 
power  and  influence  to  do  anything  they 
want  to  do  that  is  right  and  is  in  the  inter- 
est of  the  people.  It  is  deplorable  that  many 
physicians  in  Kentucky  do  not  vote.  Many 
are  not  eligible  to  vote  because  they  are 
not  registered. 

There  were  other  factors  which  contri- 
buted to  weakness  in  the  support  of  the 
Hospital  Bill.  One  was  that  we  were  led 
to  believe  that  there  was  no  need  for  wide 
spread  publicity  on  the  legislation.  In  the 
future,  arrangements  must  be  made  for 
all  of  us  to  know  fully  the  provisions  of 
our  legislation  well  in  advance  and  pro- 
visions must  be  made  for  a better  organi- 
zation and  utilization  of  our  influence. 

Other  Legislation 

There  was  a great  deal  of  talk  in  the 
legislature  concerning  the  establishment 
of  a medical  school  at  the  University  of 
Kentucky.  Many  observers  felt  that  only 
a lack  of  funds  prevented  its  establish- 
ment this  year.  The  Optometrists  present- 
ed a bill  to  provide  for  the  creation  of  a 
separate  Board  of  Optometric  Examiners. 
The  bill  was  introduced  without  any  con- 
sultation with  the  Board  of  Health.  The 
bill  which  was  introduced  contained  a def- 
inition of  Optometry  which  would  have 
permitted  the  Optometrist  to  do  anything 
he  might  want  to  do  in  the  diagnosis  or 
treatment  of  the  eye  or  any  of  its  related 
structures.  Following  its  introduction,  a 
conference  was  held  between  all  parties 
concerned  and  agreement  was  reached  on 
the  provision  of  a bill  which  would  be  satis- 
factory. There  was  no  objection  to  the  cre- 
ation of  a Board  of  Optometric  Examiners 
whereby  Optometrists  could  handle  their 
own  licensure  matters.  The  bill  passed  and 
will  become  effective  June  15,  1950.  There 
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were  several  other  bills  which  passed  the 
General  Assembly  which  are  of  interest  to 
the  medical  profession.  These  will  be  dis- 
cussed in  a later  issue. 

Conclusion 

It  is  quite  evident  that  we  did  not  fare 
too  badly  in  the  General  Assembly  because 
five  of  our  six  bills  were  passed.  It  is  even 
more  evident,  however,  that  we  need  to 
take  several  steps  to  organize  more  effec- 
tively before  the  next  General  Assembly. 
When  the  Chiropractors  can  prevent  the 
people  of  Kentucky  from  having  a bill 
which  would  provide  for  the  cleanliness, 
safety  and  sanitation  of  the  hospitals  of  the 


state,  it  is  time  for  us  to  do  some  serious 
thinking.  There  was  little  difficulty  in  the 
Senate  but  the  physicians  of  Kentucky  had 
little  influence  in  the  House  of  Represen- 
tatives. When  the  Chiropractors  and  those 
loyal  to  that  system  of  practice  can  defeat 
good  legislation  to  which  there  could  be 
no  reasonable  objection  it  is  time  for  se- 
rious consideration.  The  physicians  of  Ken- 
tucky have  the  potential  power  and  influ- 
ence to  pass  any  legislation  that  is  in  the 
public  interest.  When  we  have  such  power 
and  influence  and  make  so  little  use  of  it, 
it  is  time  for  serious  consideration.  What 
will  the  story  be  in  the  State  and  National 
legislative  halls  in  the  future? 


THE  PHYSICIAN  AND  POLITICS 


More  and  more  is  being  said  and  written 
concerning  the  physician  and  his  relation 
to  politics.  There  are  individual  doctors 
here  and  there  that  personally  enjoy  poli- 
tics as  a hobby  much  as  others  like  to  play 
chess  or  any  other  complicated  game  oe 
skill.  Then  too  there  is  the  doctor  who  gets 
a thrill  from  indulging  in  “medical  poli- 
tics.” However,  the  idea  of  the  doctor  en- 
tering the  field  of  politics  for  the  purpose 
of  protecting  his  professional  rights  as 
well  as  the  medical  heritages  of  the  peo- 
ple from  control  by  the  government,  is 
relatively  new. 

The  word  “politics”  carries  with  it  to 
many  people  the  stigma  of  corruption. 
This  connotation  has  come  directly  from 
corrupt  graft-laden  political  machines  and 
from  the  practices  of  some  individual  poli- 
ticians. This  is  unfortunate  since  the  true 
meaning  of  politics  in  its  broadest  sense 
is,  “the  science  and  art  of  government.” 

Every  citizen  should  be  interested  in 
the  kind  of  government  he  has.  For  all 
practical  purposes  the  individual  citizen’s 
voice  is  heard  by  his  legislators  one  time 
and  one  time  only.  That  is  the  time  that 
he  casts  his  ballot  for  the  candidate  of  his 
choice. 

We  will  have  the  kind  of  government 
that  our  legislators  think  we  should  have. 
If  we  vote  for  persons  as  our  representa- 
tives who  do  not  represent  our  thinking, 
then  we  have  no  complaint  if  we  fail  to 
have  the  kind  of  government  we  want. 

Physicians  must  know  whether  or  not 
candidates  for  legislative  offices  favor 


socialized  medicine.  If  we  vote  for  a 
socializer,  we  can  expect  socialism. 

A recent  survey  has  shown  that  a re- 
markably low  percentage  of  doctors  are 
registered  and  it  is  also  a fact  that  a rela- 
tively high  percentage  of  those  who  are 
registered  do  not  vote.  This  is  annoying 
in  view  of  the  legislative  threat  that  hangs 
over  the  head  of  the  profession.  Apathy 
has  never  won  any  issue. 

Whether  we  like  it  or  whether  we  don’t, 
if  we  are  to  survive  as  a free  profession, 
we  must  realistically  face  the  issue.  It  is 
a political  battle  and  if  the  battle  is  to  be 
won  it  must  be  won  politically.  We  do  not 
have  the  opportunity  of  choice. 

The  issue  at  the  polls  must  be  won  or 
lost  by  individual  physicians.  Neither  the 
American  Medical  Association,  the  Ken- 
tucky State  Medical  Association  nor  your 
County  Society  can  take  part  in  support- 
ing or  opposing  any  candidate  for  office. 
These  organizations  are  not  legally  per- 
mitted to  do  so. 

You  as  an  individual  have  the  right  and 
it  is  your  duty  to  support  the  candidate 
that  can  truly  represent  you  and  to  oppose 
those  who  do  not. 

3:****$  $$$$$$$  :}Jik 
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SCHOOL  HEALTH  EXAMINATIONS 


Your  attention  is  directed  to  the  action 
of  the  Boyle  County  Medical  Society  in 
regard  to  the  physical  examination  of 
school  children  which  has  been  made 
mandatory  under  Kentucky  law,  as  pub- 
lished in  this  issue  in  County  Society  Re- 
ports. 

The  legal  requirement  that  children  in 
the  first,  fifth  and  ninth  grades  must  be 
examined  each  year  has  posed  a number 
of  problems.  Does  the  State  have  the  right 
to  demand  a person  to  have  an  examina- 
tion at  his  own  expense?  Should  the  State 
provide  the  examination  free  through  the 
facilities  of  County  Health  Units?  Should 
the  obligation  be  placed  upon  practicing 
physicians?  Does  the  State  have  the  right 
to  expect  busy  physicians  to  render  this 
service  free  of  charge? 

The  State  Board  of  Health  has  not  at- 
tempted to  establish  a state-wide  system 
for  performing  these  examinations.  Per- 
haps there  is  no  procedure  that  would  be 


acceptable  throughout  the  State.  The 
Board  has  taken  the  position  that  it  is 
necessary  for  each  community  to  work 
out  its  own  solution.  It  has  approved  the 
use  of  County  Health  unit  services  where 
they  are  desired  by  the  County  Medical 
Society  and  by  the  people. 

In  a number  of  areas  all  of  the  exami- 
nations have  been  made  by  practicing 
physicians  who  charged  those  able  to  pay 
and  performed  them  for  indigents  with- 
out charge. 

In  other  communities  the  examinations 
have  been  made  by  teams  of  practicing 
physicians  cooperating  with  the  Health 
Officer  assisted  by  public  health  nurses. 

In  some  localities  the  County  Medical 
Society  has  approved  the  performance  of 
the  examinations  by  the  Health  Officer. 

The  point  of  it  all  is  that  when  a health 
problem  faces  a community,  it  can  be  solv- 
ed by  local  cooperation  and  effort. 


EDITORIAL  COMMENTS 


At  a special  session  called  to  ascertain 
the  procedure  to  be  followed  in  collecting 
the  $25  dues  which  were  levied  by  the 
A.  M.  A.  House  of  Delegates  at  the  Interim 
Session  in  Washington,  D.  C.,  the  Okla- 
homa State  Medical  Association  House  of 
Delegates  at  a March  meeting  in  Oklaho- 
ma City  voted  to  make  payment  of  A.M.A. 
dues  for  1950  requisite  to  membership  in 
the  State  Association. 

It  will  be  interesting  to  note  whether 
or  not  this  action  by  a State  Association 
is  the  beginning  of  a trend  which  will  be 
followed  by  others. 


During  a meeting  of  more  than  200  dele- 
gates to  the  spring  conference  of  the  Sec- 
ond District  Parent-Teachers  Association 
in  Hopkinsville,  a resolution  opposing 
socialized  medicine  was  adopted.  It  was 
presented  by  the  District  President,  Mrs. 
L.  H.  Stevens,  of  Livermore,  following  a 
talk  on  the  subject  of  socialized  medicine 
by  Dr.  Delmas  M.  Clardy  of  Hopkinsville. 
Representatives  of  42  PTA  units  were  in 
attendance. 

The  Journal  wishes  to  express  its  ap- 
preciation to  this  fine  group  for  its  sup- 


port. These  mothers  must  have  realized 
that  they  have  a common  cause  with  us. 
By  their  action  they  have  expressed  con- 
fidence in  their  doctor.  If  there  is  anything 
wrong  with  the  medical  care  their  chil- 
dren receive,  they  evidently  believe  that 
a free  profession  can  solve  the  problems 
better  than  one  dominated  by  the  govern- 
ment. This  confidence  is  cherished. 

Our  congratulations  go  also  to  Dr. 
Clardy  for  a good  job,  well  done. 


The  March  issue  of  the  Journal  of  the 
Florida  Medical  Association  carries  an 
editorial  on  “Aureomycin  and  Aluminum 
Hydroxide  Gel.”  It  points  out  that  in  the 
fall  of  1949  Florida  hospital  workers  noted 
that  aureomycin  did  not  have  the  expect- 
ed therapeutic  effect  in  a case  of  subacute 
bacterial  endocarditis,  in  which  aluminum 
hydroxide  gel  was  being  given  simulta- 
neously to  lessen  untoward  gastrointes- 
tinal symptoms. 

Subsequent  studies  showed  lower  au- 
reomycin blood  levels  when  aluminum 
hydroxide  was  being  ingested.  The  Jour- 
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nal  of  the  American  Medical  Association 
has  printed  letters  calling  attention  to  the 
fact  that  recent  information  indicates  that 
“aluminum  hydroxide  gel  does  decrease 
the  absorption  of  aureomycin  and  may  in- 
terfere with  its  therapeutic  effectiveness.” 
These  findings,  if  substantiated,  may  be 
particularly  important  since  aluminum 
hydroxide  gel  is  often  given  to  control  the 
gastro-intestinal  side  effects  of  aureomy- 
cin. 


In  a talk  before  the  Executive  Club  at  the 
Pendennis  Club,  Louisville,  Mr.  Charles 
P.  Taft,  a Cincinnati  attorney  and  a 
brother  of  Senator  Taft, 'said  that  while 
the  federal  government  has  certain  obli- 
gations toward  the  public  welfare  of  its 
citizens  that  “any  increase  of  taxes  must 
be  viewed  with  suspicion.” 

“Look  out  for  the  ‘free’  offer.  Free  food, 
free  pensions,  free  medical  care,  guaran- 
teed jobs  are  all  the  same,  for  nobody  gets 
anything  for  nothing.” 


Findings  of  a study  made  in  the  Los  An- 
geles area  indicate  that  more  than  50,000 
persons  in  that  area  have  had  Q fever. 

The  most  frequent  and  most  important 
source  of  infection  seemed  to  be  from 
dairy  cows,  their  very  young  calves,  raw 
milk  and  hides.  Incidence  was  also  higher 
among  those  persons  whose  residence  was 
near  a dairy  or  livestock  yard. 

The  study  is  reported  in  the  March  25 
issue,  J.A.M.A. 


Governor  William  S.  Beardsley  was  the 
500,000th  Iowan  to  become  a member  of 
Iowa’s  Blue  Cross-Blue  Shield  plan  when 
he  recently  enrolled  as  a member  of  a 
state  house  group,  according  to  the  Jour- 
nal of  Iowa  State  Medical  Society. 

Kentucky’s  Blue  Shield  membership  is 
yet  far  from  the  500,000  mark  but  enroll- 
ments are  proceeding  satisfactorily  and 
each  month  shows  a greater  gain  than  the 
preceding  month. 


Hygeia,  the  American  Medical  Associa- 
tion’s popular  health  magazine  for  lay 
readers,  has  undergone  a number  of 
changes. 

In  accordance  with  an  action  by  the 
House  of  Delegates  at  the  Interim  Session 
its  name  is  now  “Today’s  Health.” 

Dr.  W.  W.  Bauer  has  succeeded  Dr.  Mor- 
ris Fishbein  as  Editor. 


Dr.  Paul  R.  Hawley  who  did  such  good 
work  as  Chief  Executive  Officer  of  the 
Blue  Cross-Blue  Shield  Commission  has 
resigned  to  accept  a position  as  Director 
of  the  American  College  of  Surgeons. 

At  the  recent  Blue  Cross-Blue  Shield 
Montreal  meeting,  Dr.  Hawley  offered  his 
services  as  a consultant  to  the  Voluntary 
plans  as  often  as  he  could  (be  of  assistance. 

Dr.  Hawley  made  a great  contribution 
to  the  profession  through  the  impetus  he 
gave  to  the  Blue  Shield,  movement. 


At  the  A. M. A. -sponsored  Conference  on 
Rural  Health  one  of  the  lay  speakers  com- 
pared the  rural  doctor  problem  to  a bald 
man  with  a heavy  beard — good  production 
but  poor  distribution. 


The  Bureau  of  Medical  Economic  Re- 
search of  the  American  Medical  Associa- 
tion and  the  Office  of  Business  Economics 
of  the  U.  S.  Department  of  Commerce  are 
jointly  conducting  a survey  of  physicians’ 
incomes. 

The  Bureau  has  been  authorized  by  the 
A.M.A.  Board  of  Trustees  to  cooperate  in 
this  survey,  which  the  Department  of 
Commerce  had  planned  to  conduct  alone. 
It  will  be  the  first  full-scale  survey  by  the 
department  of  physicians’  incomes  since 
1941. 

An  analysis  of  the  results  will  be  pub- 
lished by  the  Department  of  Commerce 
next  fall  in  its  monthly  publication,  “Sur- 
vey of  Current  Business.”  Its  August  1949 
and  January  1950  issues  had  published 
similar  analyses  of  surveys  of  incomes  of 
dentists  and  lawyers,  respectively,  made 
jointly  with  the  American  Dental  Associa- 
tion and  the  American  Bar  Association. 

There  is  evidence  that  the  national 
averages  in  some  surveys  have  been  too 
high  because  physicians  who  do  not  have 
bookkeepers  to  fill  out  questionnaires  do 
not  reply  in  sufficient  numbers.  Accord- 
ingly, the  Bureau  emphasizes  the  impor- 
tance of  all  doctors,  especially  those  with 
a relatively  small  practice,  filling  out  the 
questionnaires. 

Accurate  postwar  data  on  physicians’  in- 
comes is  badly  needed  in  order  to  develop 
better  estimates  of  how  much  the  Ameri- 
can people  pay  to  physicians. 

Every  physician  can  be  assured  that  the 
survey  has  no  relation  whatever  to  the 
operations  of  the  U.  S.  Bureau  of  Internal 
Revenue. 
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ORGANIZATION  SECTION 


Report  of  the  Committee  to  Study  Redistricting  the  State 


We  wish  to  make  the  following  statements: 

1.  This  report  is  being  made  by  the  Committee 
which  was  appointed  in  response  to  the  offi- 
cial request  of  the  House  of  Delegates  for 
such  a study. 

2.  The  report  is  being  published  in  the  Journal 
so  that  every  member  may  have  an  oppor- 
tunity to  study  it. 

3.  The  report  covers  a study  of  the  entire  state. 
It  includes  a recommendation  for  the  addi- 
tion of  four  new  Councilor  'districts  as 
well  as  a rearrangement  of  existing  districts. 
Please  refer  to  the  maps  which  outline  the 
present  and  the  proposed  councilor  districts. 

4.  The  recommended  revision  is  made  with  a 
view  to  equalizing  the  councilor  districts. 
The  following  factors  were  considered: 


a)  The  number  of  members  of  the  Kentucky 

State  Medical  Association  living  in  the 
district. 

b)  The  geographical  area  of  the  district. 

c)  The  number  of  county  medical  societies 

in  the  district. 

d)  That  no  county  should  have  more  than 
one  councilor. 

e)  The  facilities  for  transportation  and 

travel  within  the  district. 

f)  The  presence  of  trading  areas  and  medi- 

cal centers. 

g)  The  rural  or  urban  nature  of  the  coun- 
ties, avoiding  extremities  in  the  same  dis- 
trict as  much  as  possible. 


The  Number  of  Physicians  in  Each  County  is  Shown  on  the  Map 
The  Number  of  Physicians  in  Each  District  is  Shown  Below 


District  No.  1 132 

District  No.  2 . . . . « 137 

District  No.  3 133 

District  No.  4 46 

District  No.  5 703 

District  No.  6 70 


District  No.  7 66 

District  No.  8 1?6 

District  No.  9 121 

District  No.  10  282 

District  No.  11  151 
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5.  The  recommendation  stems  from  the 
thoughts: 

a)  There  are  approximately  2,000  members 
of  the  Kentucky  State  Medical  Associa- 
tion. 

b)  There  are  approximately  600  members 
of  the  Association  located  in  Jefferson 
County.  Therefore,  Jefferson  County 
would  be  entitled  to  at  least  one  coun- 
cilor. 

c)  There  would  then  be  approximately  1,400 
members  in  the  rest  of  the  state  that 
would  allow  one  councilor  to  each  100 
members  thus  calling  for  a total  of  15 
councilors. 

d)  The  Fayette  County  Medical  Society  and 
the  Campbell-Kenton  County  Medical 
Societies  have  more  than  100  members 
each  and  would  thus  be  entitled  to  one 
councilor  each. 

e)  The  remaining  districts  were  then  out- 
lined on  the  proposed  plan  on  the  basis  as 
described  above. 

6.  it  was  the  opinion  of  the  Committee  that  15 
is  not  too  large  a number  for  a policy  body 
that  is  as  important  as  the  Council.  It  was  felt 


that  15  would  be  required  in  order  to  secure 
the  representation  that  is  needed  in  a state 
with  so  many  different  areas  and  problems. 
It  was  the  further  opinion  of  the  Committee 
ihat  the  districts  should  be  small  enough  for 
the  councilor  to  cover  them  effectively. 

A reprint  of  this  report  will  be  sent  to  the 
Secretary  of  every  county  medical  society.  We 
urge  the  careful  study  and  consideration  of  the 
report  by  each  society.  We  hope  that  the  dele- 
gate or  delegates  from  each  society  will  be  pre- 
pared to  discuss  the  report  at  the  meeting  of 
the  House  of  Delegates.  Each  county  society  can 
thus  be  represented  and  action  can  be  taken 
according  to  the  best  interest  of  our  entire  as- 
sociation. The  Committee  will  appreciate  receiv- 
ing any  comments  or  constructive  criticisms 
that  any  member  of  the  association  or  any 
county  medical  society  may  wish  to  make.  We 
appreciate  the  privilege  of  servfng  you  in  this 
capacity. 

Respectfully  submitted, 

Guy  Aud,  Louisville,  Chairman 
Branham  B.  Baughman,  Frankfort 
R.  J.  Rust,  Newport 
Bruce  Underwood,  Louisville 


PROPOSED  COUNCILOR  DISTRICTS 


The  Number  of  Physicians  in  Each  County  is  Shown  On  The  Map 
The  Number  of  Physicians  in  Each  District  is  Shown  Below 


District  No.  1 
District  No.  2 
District  No.. 3 
District  No.  4 
District  No.  5 
District  No.  6 
District  No.  7 
District  No.  8 


111  District  No.  9 80 

99  District  No.  10  162 

103  District  No  11  HO 

74  District  No.  12  67 

636  District  No.  13  80 

101  District  No.  14  99 

80  District  No.  15  99 
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President’s  Page 


April 

10 

1950 

Dear  Fellow  Physicians: 

We  have  learned  from  the  principle  of  insurance  and  from  our  fight 
against  socialized  medicine  that  prepayment  health  insurance  is  a sound 
idea  and  much  in  demand  toy  the  American  people.  It  has  been  given  a 
period  of  trial  and  error — it  is  successful — and  it  is  the  voluntary  American 
way. 

Kentucky  is,  as  usual,  behind  in  the  program  to  provide  this  coverage 
for  her  citizens.  It  is  available,  but  we  doctors  and  hospital  leaders  have 
been  slow  to  accept  the  idea  and  to  push  the  contract  sales  in  every  county 
of  the  commonwealth. 


The  American  Medical  Association  is 
sponsoring  any  good  voluntary  health  in- 
surance plan  for  the  public,  whether  it  is 
Blue  Cross,  Blue  Shield  or  of  a commer- 
cial type.  There  are,  of  course,  good,  fair 
and  bad  companies  in  the  field,  and  it  is 
difficult  to  classify  and  evaluate  the  effi- 
ciency and  service  of  each  company. 

In  Kentucky  we  now  have  a well  or- 
ganized Blue  Cross-Blue  Shield  Program 
being  promoted  by  Community  Hospital 
Service,  Inc.,  under  the  leadership  of  Mr. 
D.  Lane  Tynes  and  a non-salaried  board 
of  directors.  The  Blue  Cross  plan  was  or- 
ganized in  Louisville  in  1938  and  now  has 
285,000  subscribers.  The  Blue  Shield  plan 
was  organized  and  underwritten  by  the 
Kentucky  State  Medical  Association  in 
1949  and  now  has  20,000  subscribers.  The 
operating  overhead  of  these  plans  is  10  % 
and  all  other  monies  go  d’rectly  to  bene- 
fit of  the  policy  holders. 


May  I encourage  you  to  sponsor  prepayment  health  insurance  as  a 
means  of  distributing  cost  of  medical  care.  All  companies  that  give  good 
protection  and  coverage  should  have  your  support.  Especially  should  you 
investigate  and  encourage  the  use  ot  your  association's  Blue  Cross-Blue 
Shield  plans. 


i wTv 


Sincerely, 
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Councilors  Plan  District  Meetings 

Encouraging  reports  are  reaching  the  Head- 
quarters Office  from  all  parts  of  the  state  con- 
cerning the  activity  in  the  Councilor  Districts. 

Councilor  J.  Vernon  Pace  and  his  First  Dis- 
trict were  the  first  to  have  a meeting  March 
28.  The  Fulton  County  Society  was  host  to  the 
men  from  deep  in  the  Purchase.  A profitable 
session  was  well  attended.  The  First  District 
plans  two  more  meetings,  Councilor  Pace 
states.  The  next  gathering  will  be  on  June  6 at 
Murray,  and  a third  meeting  will  be  held  in 
Paducah  in  September. 

Councilor  C.  C.  Howard’s  Tnird  District  held 
a meeting  in  Bowling  Green  on  the  11th  of 
April.  J.  Thomas  Gilbert,  Bowling  Green,  Presi- 
dent of  the  District,  and  his  program  committee 
secured  the  services  of  two  Nashville,  Tennessee 
physicians  who  gave  an  interesting  program. 
Councilor  Howard  says  that  the  Third  District 
has  been  functioning  as  an  active  organization 
for  the  past  twenty-five  years.  Charles  R. 
Yancey,  M.  D.,  of  Hopkinsville,  is  the  Vice- 
President  and  William  O.  Carson,  M.  D.,  is  the 
Secretary. 

Councilor  R.  Haynes  Barr  has  scheduled  a 
meeting  of  his  Second  District  at  Henderson, 
May  11.  A feature  of  Councilor  Barr’s  meeting 
will  be  the  inclusion  of  the  doctors’  wives.  The 
men  and  their  wives  will  eat  together  and  then 
will  have  separate  programs.  George  W.  Pedi- 
go, M.  D1.,  Louisville,  will  be  the  principal  speak- 
er at  the  men’s  meeting.  William  L.  Woolfolk, 
M.  D.,  of  Owensboro,  is  the  President  of  the 
District  and  J.  Leland  Tanner,  M.  D.,  of  Hender- 
son, is  making  the  arrangements. 

Councilor  J.  I.  Greenwell  is  planning  a meet- 
ing of  the  Fourth  District  at  Bardstown  early 
in  June.  At  the  time  we  go  to  press,  neither 
the  exact  place  of  the  meeting  has  been  set, 
or  those  who  will  be  asked  to  be  on  the  pro- 
gram notified.  The  advance  letter  to  the  mem- 
bers of  the  District  -will  go  out  several  weeks 
before  the  meeting. 

Councilor  Richard  R.  Slucher  of  the  Fifth 
District  is  working  on  plans  for  a meeting  in 
early  summer. 

It  has  been  customary  for  the  Sixth  and 
Seventh  Districts  to  hold  a joint  meeting. 
Councilors  George  M.  McClure  of  the  Sixth 
and  Carl  Norfleet  of  the  Seventh,  are  planning 
a meeting  in  the  early  summer. 

Other  Councilors,  it  is  understood,  are  mak- 
ing their  plans  for  meetings.  The  Headquarters 
Office  is  eager  to  assist  you  in  the  preparations 
of  the  District  Councilor  meetings.  We  are  pre- 
pared to  send  out  your  advance  letters,  print 
your  programs  and  send  follow  up  double  post 
cards — the  second  card  being  self-addressed 
and  stamped  and  to  be  used  by  the  individual 


doctor  to  make  his  reservation  for  the  meeting. 
We  will  also  send  out  a news  release  to  all  the 
newspapers  and  radio  stations  in  your  District, 
giving  particulars  of  the  meeting. 


County  Society  Resolutions  Needed 

It  was  something  of  a shock  to  learn  that 
the  record  showed  only  seven  county  societies 
in  our  State  Association  have,  at  the  time  this 
is  written,  taken  formal  action  in  opposing 
Compulsory  Health  Care. 

Resolutions  passed  by  lay  organizations  of 
our  state  condemning  compulsory  Health  In- 
surance have  been  coming  in  to  the  Headquar- 
ters offices  in  ever  increasing  numbers.  The 
Education  Committee  and  Woman’s  Auxiliaries 
have  been  doing  a fine  piece  of  work. 

Granted  that  it  is  generally  and  properly  as 
sumed  the  preponderance  of  physicians  in  our 
state  -are  opposed  to  government  medicine,  at 
the  same  time,  our  Congressmen  may  rightly 
wonder  why  the  County  Medical  Societies  have 
not  taken  the  trouble  to  say  so. 

The  drive  to  obtain  a resolution  from  every 
County  Medical  Society  is  not  based  on  the 
flimsy  reasoning  that  we  may  bo-ast  of  greater 
numbers  of  resolutions  as  such.  Neither  is  the 
effort  predicated  on  the  desire  of  any  indi- 
vidual or  group  of  individuals  to  gain  promi- 
nence or  credit. 

The  drive  is  based  on  the  sound  position  that 
Congressmen — b-adgered  by  pressure  groups 
of  all  shades — are  impressed  by  the  formal  and 
dignified  statement  of  views  of  responsible 
groups  in  their  districts.  The  passing  of  reso- 
lutions by  the  County  Medical  Society  is  ar. 
ideal  way  to  accomplish  this  expression. 

Moreover,  is  it  not  logical  for  the  congress- 
men to  have  misgivings  in  supporting  our 
cause  if  we,  ourselves,  are  unwilling  to  do 
what  we  ask  the  lay  groups  to  do? 


Program  Plans  Nearing  Completion 

President-elect  Sam  A.  Overstreet,  Louis- 
ville, who  serves  as  Chairman  of  the  Committee 
on  Scientific  Assembly,  told  the  Council  at  the 
April  6 meeting  that  plans  for  the  scientific 
program  for  the  Annual  Meeting,  September 
26,  27  and  28,  are  virtually  complete. 

Soon  after  the  close  of  the  Owensboro  ses- 
sion in  1949,  Dr.  Overstreet  and  his  Committee 
went  to  work  on  the  program  for  the  1950  meet- 
ing, and  have  met  a number  of  times.  Every 
effort  was  made  to  set  up  an  outstanding  pro- 
gram, one  that  would  have  broad  appeal  and 
be  given  by  top-flight  men.  Each  participant’s 
acceptance  was  solicited  at  least  six  months 
before  the  date  of  the  meeting,  thus  giving  the 
speaker  ample  time  to  prepare  his  paper. 

Additional  information  on  the  program  will 
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appear  in  early  issues  of  the  Journal.  Other 
. .embers  of  the  Committee  on  Scientific  Assem- 
bly are:  Morris  Flexner,  M.  D.,  Louisville;  J 
Duffy  Hancock,  M.  D.,  Louisville;  Gaithel  L 
Simpson,  M.  D.,  Greenville;  Bruce  Underwood, 
M.  D„  Louisville. 


Now  Convention  Location 

The  Columbia  Auditorium  has  been  selected 
by  the  Council  as  the  site  for  the  next  Annual 
Meeting  in  Louisville,  September  26,  27  and  28, 
1950.  The  Auditorium  is  located  at  Fourth  and 
York  Streets,  a block  south  of  the  Brown 
Hotel. 

The  new  location  offers  an  abundance  of 
space,  all  on  the  ground  floor  for  the  scientific 
sessions,  commercial  exhibits,  committee  rooms 
and  scientific  exhibits  and  lends  itself  in  a most 
satisfactory  manner  to  a convention  the  size  of 
ours. 

Both  our  members  and  commercial  exhibi- 
tors will  enjoy  the  numerous  advantages  of  the 
large,  well  lighted  and  well  ventilated  exhibit 
hall.  This  room  not  only  provides  adequate 
space  for  our  technical  exhibits,  but  will  also 
comfortably  accommodate  the  registration  desk, 
headquarters  offices  and  reference  committee 
rooms. 

From  the  Exhibit  Hall,  our  members  will  pass, 
into  the  adjacent  and  beautiful  auditorium, 
where  the  scientific  sessions  and  final  meeting 
of  the  House  of  Delegates  will  be  held.  The 
Association  will  have  four  other  large  rooms, 
conveniently  located,  at  its  disposal. 

The  Columbia  Auditorium  was  chosen  after 
a careful  survey  of  the  facilities  offered  by  all 
other  possible  locations  in  the  city.  Both  our 
members  and  exhibitors  have  been  enthusiastic 
about  the  change,  when  acquainted  with  the 
many  advantages  and  potentialities  the  new 
arrangements  offer 


Technical  Exhibits  Committee  Active 

The  Technical  Exhibits  Committee  is  to  be 
commended  for  its  interest  and  efforts  in  the 
direction  of  placing  our  Annual  Meeting  on  a 
sound  footing.  This  Committee,  under  the 
Chairmanship  of  Carlisle  R.  Petty,  M.  D.,  Louis- 
ville, is  seeking  to  promote  this  phase  of  the 
meeting  in  a way  that  will  result  to  the  best 
advantage  of  all  parties  concerned. 

At  the  Owensboro  Meeting  in  1949,  the  House 
of  Delegates  voted  to  hold  the  Annual  Meeting 
in  cities  that  could  provide  a minimum  of  800 
good  hotel  rooms.  This  action  eliminates  all 
Kentucky  cities  but  Louisville  as  a convention 
site  and  was  well  received  by  the  members.  By 
this  measure,  the  House  of  Delegates  has  en- 


abled the  Association  to  stabilize  and  improve 
all  phases  of  the  annual  meeting. 

Chairman  Petty  arvd  his  committee  feel  that 
the  abundance  of  well  organized  space  at  the 
Columbia  Auditorium,  new  convention  location, 
will  please  the  members  and  be  most  accept- 
able to  our  commercial  exhibitors.  Other  Com- 
mittee members  are  Lillian  H.  South,  M.  D'., 
Louisville;  J.  Spalding  Abell,  M.  D.,  Louisville; 
E.  L.  Shiflett,  M.  D.,  Louisville;  Clyde  H. 
Foshee,  M.  D.,  Louisville. 


Medical  Seminar  io  be  Held 

The  Medical  School  of  the  University  of 
Louisville  and  the  Kentucky  State  Medical  As- 
sociation have  organized  a short  refresher  pro- 
gram for  all  physicians  in  Kentucky  and  sur- 
rounding states  who  wish  to  attend.  This  will 
be  called  the  Medical  Seminar,  and  is  to  be 
given  on  June  12th  and  13th  at  the  Brown  Ho- 
tel in  Louisville,  Kentucky.  It  is  being  held,  at 
this  time,  in  conjunction  with  graduation  ex- 
ercises, and  all  alumni  of  the  Medical  School 
who  are  returning  for  class  reunions,  etc.,  are 
urged  to  attend. 

The  following  medical  organizations  are  co- 
operating to  assure  a most  successful  program, 
and  are  sponsoring  one  or  more  speakers:  the 
Kentucky  Division  of  the  American  Cancer  So- 
ciety, the  Kentucky  Chapter  of  National  Foun- 
dation for  Infantile  Paralysis,  the  Kentucky 
Committee  of  Fractures  and  Other  Trauma  of 
the  American  College  of  Surgeons,  the  Jeffer- 
son County  Medical  Society,  the  American 
Academy  of  General  Practice  of  Kentucky,  and 
the  Louisville  Regional  Blood  Center  of  the 
American  Red  Cross. 

Tentatively,  the  program  has  been  set  up  to 
include  Dr.  Paul  B.  Beeson,  Dr.  Claude  S.  Beck, 
Dr.  Marion  A.  Blankenhorn,  Dr.  Kendall  Em- 
erson, Jr.,  Dr.  Alfred  Gellhorn,  Dr.  Edgar  S. 
Gordon,  Dr.  William  Leifer,  and  Dr.  Roy  W. 
Scott,  to  mention  a few  of  the  outstanding 
speakers  who  will  take  part  in  this  Medical 
Seminar. 

The  committee  on  arrangements  will  appre- 
ciate early  advice  as  to  your  intention  to  at- 
tend the  seminar,  for  planning  purposes.  A 
$5.00  registration  fee  will  be  charged  those  at- 
tending except  for  medical  students,  interns, 
and  hospital  residents.  Eight  hours  credit  for 
formal  training  will  be  given  to  those  members 
of  the  Academy  of  General  Practice  who  at- 
tend. 

For  further  information  concerning  this 
seminar,  please  address  all  inquiries  to  Herbert 
L.  Clay,  Jr.,  M.  D.,  Director,  Postgraduate  Re- 
fresher Training,  University  of  Louisville 
School  of  Medicine. 
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Putting  First  Things  First 

“Putting  first  things  first”  was  the  theme  of 
the  comprehensive  report  that  Education  Cam- 
paign Committee  Chairman,  R.  H.aynes  Barr,  M. 
D.,  Owensboro,  gave  the  Council  at  its  April 
6 meeting  in  the  Secretary’s  office. 

Dr.  Barr  pointed  out  the  urgency  of  greater 
interest  and  broader  participation  on  the  part 
of  individual  members,  and  County  Society  of- 
ficers, in  the  Association’s  efforts  to  defeat 
compulsory  health  insurance  and  to  place  bet- 
ter legislation  on  the  Kentucky  statute  books. 

The  Chairman  said  he  was  encouraged  by 
the  progress  that  had  been  made,  as  he  listed 
some  of  the  achievements  of  the  Committee  and 
spoke  of  the  expanded  plans  for  the  future. 

Kentucky  stood  eleventh  in  the  nation  in  the 
number  of  new  resolutions  opposing  compul- 
sory health  insurance  for  the  six  week  period 
beginning  January  1.  The  Woman’s  Auxiliary 
was  commended  for  its  part  in  this  fine  show- 
ing. 


Refresher  Course  on  Poliomyelitis 

The  University  of  Louisville  School  of  Medi- 
cine wishes  to  announce  an  intensive  post- 
graduate refresher  course  in  the  Recognition 
and  Management  of  Poliomyelitis  which  will 
be  given  in  Louisville  on  the  14th  and  15th  of 
June. 

This  course  will  be  given  in  co-operation 
with  the  Kentucky  State  Medical  Association 
and  the  Kentucky  Chapter  of  the  National 
Foundation  for  Infantile  Paralysis. 

A detailed  schedule  of  the  program  will  be 
sent  upon  request.  Herbert  L.  Clay,  M.  D.,  Di- 
rector, Postgraduate  Refresher  Training,  Uni- 
versity of  Louisville  School  of  Medicine  will 
be  glad  to  supply  you  with  additional  infor- 
mation. 


Post  Graduate  Urological  Seminar 

The  Southeastern  Section  of  the  American 
Urological  Association  announces  their  second 
intensive  Post  Graduate  Seminar.  The  Seminar 
is  sponsored  by  the  University  of  Louisville 
School  of  Medicine  and  will  be  held  in  Louis- 
ville, October  9-13,  1950. 

The  Seminar  faculty  will  be  composed  of 
outstanding  teachers  and  the  curriculum  will 
be  attractive  to  the  urologist,  general  practi- 
tioner and  surgeon  who  is  interested  in  either 
review  or  furthering  his  urological  knowledge. 
An  intensive  correlated  program  of  preclinical 
and  clinical  urology  will  be  presented.  The 
enrollment  is  limited  to  150  and  the  tuition  fee 
is  $50.00.  For  additional  information  contact 
Robert  Lich,  Jr.,  M.  D.,  801  Heyburn  Building, 
Louisville  2,  Kentucky. 


New  Veterans  Administration  Fee 
Schedule 

The  fee  schedule  provided  in  the  new  con- 
tract between  the  Association  and  the  Veterans 
Administration  is  now  in  the  hands  of  the 
printers. 

The  new  schedule,  which  will  be  published 
in  booklet  form,  will  be  sent  to  all  members 
who  are  now  listed  as  participating  physicians. 
All  other  members  who  wish  to  become  partici- 
pating members  should  contact  the  Headquar- 
ters’ office,  620  South  3rd  St.,  Louisville. 

The  contract  provides  home-town  physicians 
care  for  service-connected  disabilities  of  vet- 
erans, and,  except  for  changes  in  the  fee  sched- 
ule, is  the  same  as  the  original  contract  be- 
tween the  Association  and  Veterans  Adminis- 
tration entered  into  December  1,  1946. 

Only  members  of  the  Kentucky  State  Medi- 
cal Association  are  eligible  to  apply  for  the 
status  of  a participating  physician  under  the 
contract.  When  the  Headquarters’  Office  re- 
ceives your  application  you  will  be  certified 
to  the  Veterans  Administration  Regional  Of- 
fice, at  14th  & Broadway,  Louisville. 


Help,  Please! 

A high  level  of  reader-appeal  and  interest  is 
one  of  the  top  objectives  of  the  staff  of  every 
periodical — the  staff  of  your  journal  is  far 
from  being  the  exception! 

It  should  be  noted,  however,  that  publishing 
a good  medical  journal  is  not  a unilateral 
proposition  as  far  as  the  staff  is  concerned. 
The  news  of  the  local  county  society  can  and 
should  be  one  of  the  most  interesting  depart- 
ments of  our  medical  journal. 

Those  who  framed  our  Constitution  and  By- 
laws realized  this  and  showed  wisdom  and 
forethought  when  the  following  was  written 
into  the  By-laws,  Chapter  12,  Section  14. 

“The  Secretary  of  each  County  Society 
shall  report  to  the  Kentucky  Medical  Jour- 
nal full  minutes  of  each  meeting ” 

Great  good  can  come  from  small  effort,  on 
the  part  of  the  county  society  secretary  in  this 
case.  The  members  enjoy  reading  about  his 
local  group.  In  addition  the  county  society  let- 
ter provides  definite  interest  and  inspiration 
to  other  society  groups. 

One  of  the  best  medical  journals  this  depart- 
ment sees  is  printed  in  our  sister  state  of  Ohio. 
In  a recent  issue  of  the  Ohio  Journal,  we  count- 
ed 65  County  Society  letters. 

The  County  Society  Secretary  is  cordially 
urged  to  cooperate,  to  report  not  only  the  min- 
utes of  the  meetings  but  all  items  of  interest- 
ing activity  of  his  organizations. 
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Dues  Grace  Period  Extended 

The  deadline  for  the  payment  of  dues  to  the 
State  Association  of  April  1,  was  extended  to 
June  1 by  the  Council  at  its  April  6 meeting. 
This  measure,  applying  to  1950  only,  was  made 
necessary  because  of  certain  difficulties  ex- 
perienced early  in  the  year. 

By  prolonging  the  grace  period  for  the  pay- 
ment of  the  dues,  it  is  felt  an  important  service 
is  being  rendered  the  County  Society  and  the 
individual  members,  reducing  to  a minimum 
the  number  of  potential  nonpaying  doctors.  In 
addition,  this  action  should  enable  the  Associa- 
tion to  exceed  the  all-time  high  of  1949  in  the 
number  of  paid  members. 


"G.  P."  Title  of  New  Journal 

The  first  issue  of  “G.  P.,”  the  new  publication 
of  the  American  Academy  of  General  Practice, 
was  distributed  the  first  week  in  April,  accord- 
ing to  a new's  release  from  the  office  of  Mac 
F.  Cahal,  Executive  Secretary  of  the  Academy, 
at  Kansas  City. 

Walter  Alvarez,  M.  D.,  senior  consultant  in 
the  Division  of  Medicine,  Mayo  Clinic,  has  just 
been  selected  as  medical  editor.  He  succeeds 
F.  Kenneth  Albrecht,  who  died  last  month  in 
an  automobile  accident.  D.  G.  Miller,  Jr.,  M. 
D.,  Morgantown,  Kentucky,  was  one  of  a com- 
mittee of  four  that  chose  Dr.  Alvarez. 

The  Journal  of  the  Kentucky  State  Medical 
Association  offers  its  best  wishes  to  the  new 
journal  “G.  P.” 


Six  Granted  Rural  Scholarships 

Loans  were  made  to  six  men  by  the  Board  of 
Trustees  of  the  Rural  Kentucky  Medical  Schol- 
arship Fund,  when  the  Board  met  in  the  Secre- 
tary’s office,  April  6.  C.  C.  Howard,  M.  D., 
chairman  of  the  Board,  said  that  all  six  men 
had  previously  been  accepted  by  medical 
schools  prior  to  the  Board’s  action.  Five  of  the 
men  will  attend  the  University  of  Louisville 


School  of  Medicine.  The  sixth  will  enroll  in 
Emory  University  Medical  School. 


"State  Medicine"  Loses — 425  to  20 

The  Jefferson  County  Medical  Society  voted 
425  to  20  against  compulsory  health  insurance, 
the  Education  Sub-Committee  of  the  Public 
Relations  Committee  has  announced. 

Chairman  David  M.  Cox  of  the  Education 
Sub-Committee  said  that  the  vote  was  taken 
under  direction  of  Committee  Member,  Max 
Garon. 

Some  550  double  postcards  were  sent  to 
members  of  the  Jefferson  County  Medical  So- 
ciety in  active  practice  by  Dr.  Garon,  and  re- 
plies were  returned  by  445  members.  The  re- 
turn card  did  not  ask  for  the  member’s  name, 
thus  making  it  a ‘‘blind  reply.” 


Medical  Motion  Picture  Booklet 

The  Committee  on  Medical  Motion  Pictures 
of  the  American  Medical  Association  has  com- 
pleted the  second  revised  edition  of  the  book- 
let entitled  ‘‘Reviews  of  Medical  Motion  Pic- 
tures.” This  booklet  now  contains  225  reviews 
of  medical  and  health  films  reviewed  in  The 
Journal  A.  M.  A.  to  January  1,  1950.  Each  film 
has  been  indexed  according  to  subject  matter. 
The  purpose  of  these  reviews  is  to  provide  a 
brief  description  and  evaluation  of  motion  pic- 
tures which  are  available  to  the  medical  pro- 
fession. Each  film  is  reviewed  by  competent 
authorities  and  every  effort  has  been  made  to 
publish  frank,  unbiased  comments.  Copies  are 
available  at  a cost  of  25  cents  each  from  Order 
Department  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 


Boyle  County  Grievance  Committee 

The  Boyle  County  Medical  Society,  at  its 
March  17th  meeting,  authorized  the  formation 
of  a Grievance  Committee  to  handle  complaints 
within  the  county.  The  Committee  is  composed 
of  the  President,  Vice-President  and  Secretary 
of  the  Boyle  County  Medical  Society. 


One  of  the  greatest  predisposing  causes  in 

the  spread  of  tuberculosis  is  ignorance.  Educa- 
tion is  the  only  answer.  The  organized  health 
departments,  with  their  great  army  of  workers, 
having  daily  contact  with  tuberculosis  patients, 
their  families,  friends,  and  neighbors,  are  not 
only  searching  for  new  cases  but  are  also  edu- 
cating lay  groups  where  information  about  the 
disease  is  so  necessary.  R.  D.  Thompson,  M.D., 
Nat.  Tuberc.  A.  Bull.,  October,  1949. 


Thirty-eight  states  and  two  territories  have 

Premarital  Laws  requiring  a serological  test  for 
syphilis,  and  40  states  have  similar  Prenatal 
Laws.  The  ten  states  having  no  Premarital  Laws 
are:  Arizona,  Arkansas,  Louisiana,  Maryland, 
Minnesota,  Mississippi,  Nevada,  New  Mexico, 
South  Carolina,  Washington,  and  also  the  Dis- 
trict of  Columbia.  The  two  states  requiring 
prenatal  tests,  but  not  premarital,  are  Washing- 
ton and  New  Mexico.  Lab  World,  April,  1950. 
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County  Society  Reports 


BOURBON 

The  Bourbon  County  Medical  Society  met  in 
Paris,  March  22,  1950,  at  the  Bourbon  Hotel. 
A social  hour  preceded  the  dinner  and  the  scien- 
tific session  followed  it. 

The  speaker  for  the  evening  was  Dr.  Joseph 
P.  Evans,  Chief  of  the  Division  of  Neuro-Sur- 
gery at  the  Cincinnati  General  Hospital  and  the 
University  of  Cincinnati  Medical  College.  The 
subject  was  “Increased  Intra-Cranial  Pressure.” 
The  subject  was  handled  in  a very  adept  man- 
ner as  only  a man  of  the  experience  and  train- 
ing of  Dr.  Evans  could  handle  it.  It  was  a very 
great  privilege  to  receive  a man  who  holds  so 
exalted  a position. 

Regular  members  present  were:  Drs.  Eugene 
Hyden,  B.  N.  Pittinger,  William  W.  Dye,  S.  M. 
Rickman,  Jas.  A.  Orr,  John  C.  Hart,  Erwin 
Asriel,  and  William  Hyden,  all  of  Paris,  and  Dr. 
William  Davis  of  North  Middletown,  Ky. 

Other  professional  men  regularly  affiliating 
themselves  with  the  Society  and  in  attendance 
at  this  meeting  were  Dentists:  Herman  Grubbs, 
and  J.  P.  Shipp  of  Paris,  and  Veterinarian  Jack 
Bushnell  of  Paris. 

Invited  guests  attending  were:  Drs.  Harvey 
Chenault,  Rankin  C.  Blount,  N.  L.  Bosworth, 
Richard  R.  Crutcher,  M.  L.  Dean,  Howard  E. 
Dorton,  Irving  A.  Gail,  Allen  E.  Grimes,  Cole- 
man C.  Johnston,  Francis  M.  Massie,  Joseph  A. 
Stoeckinger,  and  E.  C.  Strode,  all  of  Lexington, 
Henry  H.  Moody  and  H.  Todd  Smiser  of  Cyn- 
thiana,  and  Robert  H.  Scobee  and  Eugene  L. 
Snowden  of  Winchester. 

All  business  was  dispensed  with  in  order  to 
provide  more  time  for  the  scientific  portion  of 
the  program,  and  the  meeting  was  adjourned 
immediately  following  the  Essayist’s  conclud- 
ing remarks. 

William  W.  Dye,  Secretary. 


BOYLE 

The  Boyle  County  Medical  Society  met 
March  17,  1950  at  7:39  P.  M.  in  the  dining  room 
of  the  Ephraim  McDowell  Memorial  Hospital. 
The  reading  of  the  minutes  of  the  last  meeting 
was  postponed.  The  presentation  was  by  Dr. 
Sanders  who  brought  up  matters  proposed  by 
the  Health  Department. 

A motion  by  Dr.  Stuart  Hemphill,  seconded 
by  Dr.  Jackson,  that  immunization  not  be  done 
by  the  Health  Officer  unless  the  patients  were 
indigent,  was  carried  unanimously. 

Since  Dr.  Sanders  is  a member  of  the  Board 
of  Health  and  now  an  employee  of  the  State 


Department  of  Health,  he  must  resign  his  local 
County  Board  of  Health  office.  Dr.  R.  G.  Jack- 
son  was  nominated  by  Dr.  W.  H.  Smith,  the 
chairman  of  the  local  Board  of  Health,  to  suc- 
ceed Dr.  Sanders  and  unanimously  elected  by 
the  Society.  A letter  is  to  be  written  to  Dr. 
Bruce  Underwood  so  stating. 

Dr.  Sanders  informed  the  County  Society 
that  the  Mobile  Chest  X-ray  Unit  would  be 
here  the  week  of  the  fourth  of  April,  and  the 
Society  agreed  unanimously  to  X-ray  charity 
patients  in  the  hospital  on  film  furnished  by 
.he  Kentucky  State  Board  of  Health,  since 
these  films  were  furnished  free  to  the  patient 
and  the  hospital  services  were  to  be  free. 

It  was  requested  that  indigent  children  de- 
livered by  the  Health  Department  be  immu- 
nized at  the  age  of  three  months,  and  after 
some  discussion  it  was  felt  that  the  Society 
should  return  indigent  patients  to  Dr  Sanders 
for  these  immunizations.  Patients  who  can 
afford  an  office  visit  should  have  the  chil- 
dren immunized  in  their  own  doctor’s  office. 
This  same  type  of  thing  was  to  be  done  about 
the  post-natal  care  of  indigent  mothers.  Dr. 
Sanders  then  made  a plea  for  reportable  dis- 
ease cards. 

A motion  was  then  made  to  examine  all  of 
Ihe  school  children  in  the  County  in  the  first, 
fifth,  and  ninth  grades  according  to  the  pres- 
ent law  by  a team  to  be  composed  of  the 
Health  Officer  and  members  of  the  County  So- 
ciety whose  services  will  be  volunteered  at  no 
cost.  It  was  felt  that  since  this  law  makes  ex- 
amination compulsory  in  order  that  the  child 
be  entered  in  school  or  be  maintained  in 
school,  that  it  was  not  fair  to  the  child  to  force 
them  into  the  doctor’s  office  for  examination 
unless  these  examinations  could  be  rendered  by 
the  Health  Department  or  be  given  free. 

A Grievance  Committee  for  the  local  Society 
was  then  suggested  and  a motion  passed  to  ap- 
point such  a Grievance  Committee  to  consist 
of  the  President,  Vice-President,  and  Secre- 
tary of  this  Society. 

The  meeting  adjourned  at  10  P.  M.  Those 
present  were:  Drs.  W.  H.  Smith,  R.  G.  Jackson, 
A.  M.  Jester,  Milton  Davis,  P.  C.  Sanders,  C. 
S.  Jackson,  C.  W.  Caldwell,  Rudolf  Hofbauer, 
S.  P.  Hemphill,  O.  L.  May,  and  Dentists  George 
Davis,  E.  M.  Montgomery,  and  W.  H.  Sanders. 

Charles  W.  Caldwell,  Jr.,  Secretary. 


CHRISTIAN 

The  Christian  County  Medical  Society  holds 
its  regular  monthly  meetings  on  the  fourth 
Tuesday  of  each  month  at  Hettie’s  Restaurant. 
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At  our  January  meeting  Dr.  John  P.  Bell,  of 
Louisville,  discussed  Psychiatry  in  General 
Practice.  This  paper  was  quite  favorably  re- 
ceived by  the  large  group  in  attendance,  and 
there  was  considerable  discussion  of  his  paper, 
particularly  by  the  members  of  the  Western 
Kentucky  State  Hospital,  in  Hopkinsville. 

The  Society  is  quite  fortunate  in  having  as 
its  frequent  visitors  and  associate  members  the 
doctors  from  Camp  Campbell  Station  Hospital, 
from  the  Veteran’s  Hospital  at  Outwood,  Ken- 
tucky, and  from  the  State  Hospital  here  in 
Hopkinsville. 

In  February  we  were  the  guests  of  the  doc- 
tors at  the  Station  Hospital  at  Camp  Campbell 
for  a night  meeting  which  was  enjoyed  by  all. 
In  March  Dr.  Amos  Christie,  head  of  the  De- 
partment of  Pediatrics  at  the  Vanderbilt 
School  of  Medicine  in  Nashville,  Tenn.,  discuss- 
ed Immunological  Advances  and  also  Con- 
vulsive Seizures  in  Children.  This  paper  was 
most  interesting,  as  Dr.  Christie  brought  a 
wealth  of  experience  and  a very  pleasing  en- 
thusiasm to  the  discussion  of  his  subjects. 

At  the  March  meeting  the  President  appoint- 
ed an  Education  Campaign  Committee  to  han- 
dle the  local  campaign  as  regards  compulsory 
medical  insurance  and  to  cooperate  with  the 
State  and  National  Campaigns.  Dr.  Charles  R. 
Yancey  is  Chairman  of  this  Committee  which 
includes  Dr.  D.  M.  Clardy  and  Dr.  James  Dade. 

G.  A.  Payne,  Secretary. 


FULTON-HICKMAN 

At  a meeting  of  the  Fulton-Hickman  coun- 
ties Medical  Society  held  January  12,  the  fol- 
lowing officers  were  elected  for  this  year: 
President:  Dr.  Russell  R.  Rudd,  Fulton,  Ky. 
Vice-President:  D'r.  Horace  E.  Titsworth, 
Clinton,  Ky. 

Secretary-Treasurer:  Dr.  J.  A.  Poe,  Fulton, 

Ky-  . iMi 

Delegate  to  State  Convention:  Dr.  John  G. 
Samuels,  Hickman,  Ky. 

Alternate  Delegate:  Dr.  Ward  Bushart,  Ful- 
ton, Ky. 

J.  A.  Poe,  Secretary. 


FULTON-HICKMAN 

A joint  meeting  of  the  Fulton-Hickman 
County  Medical  Society  and  the  first  councilor 
district  was  held  March  29th,  in  Fulton,  at  the 
Derby  Cafe. 

Dr.  Russell  Rudd,  President  of  the  county 
society,  called  the  meeting  to  order  and  wel- 
comed the  speakers  and  guests  on  behalf  of  the 
society. 

The  first  speaker  of  the  evening,  Dr.  Hugh 


Houston,  President  of  the  State  Society,  was 
introduced  by  Dr.  J.  E.  Albritton  of  Mayfield. 
He  spoke  on  the  subject  of  “Coordinated  Medi- 
cal Care.” 

D'r.  J.  Vernon  Pace  of  Paducah,  Councilor  of 
the  First  District,  introduced  the  next  speaker, 
Dr.  Bruce  Underwood,  Secretary  State  Board 
of  Health,  who  spoke  on  “Progress  in  Public 
Health.” 

The  Scientific  speaker  of  the  evening  was 
Dr.  C.  E.  Gillespie,  Assistant  Professor  of  Sur- 
gery at  the  University  of  Tennessee  Medical 
School,  who  was  introduced  by  Dr.  James 
Eushart  of  Memphis.  He  chose  as  his  subject 
“Disappointments  following  Cholecystectomy.” 

The  following  members  of  the  county  society 
were  present:  Drs.  R.  Rudd,  J.  C.  Hancock,  G. 
Bushart,  W.  Bushart,  P.  J.  Trinca,  Wm.  Sewell, 
D.  L.  Jones,  J.  A.  Poe,  J.  G.  Samuels,  V.  A. 
Jackson,  J.  C.  Appleton  and  H.  E.  Titsworth. 

Guests  present  were:  Drs.  Hugh  Houston. 

Murray;  Bruce  Underwood,  Louisville;  C.  E. 
Gillespie,  Memphis;  James  Bushart,  Memphis; 
Eugene  Blake,  Paducah;  O.  C.  Cooper,  Wick- 
liffe;  E.  W.  Jackson,  Paducah;  T.  J.  Marshall, 
Paducah;  J.  E.  Albritton,  Mayfield;  Charles  B. 
Billington,  Paducah;  J.  C.  Hart,  Murray;  H.  V. 
Usher,  Mayfield;  and  Dr.  J.  Vernon  Pace,  Pa- 
ducah. 

J.  A.  Poe,  Secretary. 


GRAYSON 

The  Grayson  County  Medical  Society  met  in 
regular  session  March  10,  1950  at  the  Court- 
house, Leitchfield,  Kentucky  with  the  follow- 
ing doctors  present:  Doctors  C.  L.  Sherman,  W. 
L.  Ozment  and  C.  L.  Bland.  The  Society  was 
called  to  order  by  President,  Dr.  C.  L.  Sher- 
man, after  which  the  following  business  was 
transacted: 

1st:  Election  of  officers  for  ensuing  year. 
President  called  for  nominations  for  President. 
Dr.  C.  L.  Bland  nominated  Dr.  C.  L.  Sherman 
for  President,  who  was  elected  unanimously. 
Next  in  order  was  Vice  President.  Dr.  Tucker 
nominated  Dr.  W.  L.  Ozment,  who  was  elected 
unanimously.  Next  in  order:  Secretary-Treas- 
urer. Dr.  Ozment  nominated  Dr.  Tucker  for 
Secretary.  Dr.  Tucker  nominated  Dr.  C.  L. 
Bland.  Result,  Dr.  J.  C.  Tucker  elected. 

Nominations  then  were  in  order  for  Delegate 
to  next  Annual  Meeting  of  Kentucky  State 
Medical  Society.  Dr.  Tucker  nominated  C.  L. 
Bland,  who  was  elected.  Dr.  W.  L.  Ozment 
was  nominated  and  elected  as  Alternate. 

2nd:  Case  reports  were  called  for  by  Dr. 
Sherman.  Dr.  Bland  reported  a case  of  Pneu- 
mococcic  Meningitis.  Sent  to  General  Hospital, 
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Louisville,  Kentucky,  for  treatment.  Result: 
Complete  recovery. 

'Dr.  C.  L.  Sherman  reported  case  of  Hemoly- 
tic Streptococcic  Meningitis  involving  the  blood 
stream.  Sent  to  hospital.  Result:  Fatal. 

J.  C.  Tucker,  Secretary. 


JEFFERSON 

The  936th  meeting  of  the  Jefferson  County 
Medical  Society  was  held  Monday  evening, 
January  16,  1950,  at  the  Seelbach  Hotel.  170 
members  were  present  for  dinner  and  at  least 
25  additional  for  the  business  session.  Ballots 
were  distributed  by  the  tellers  during  dinner. 
The  meeting  was  called  to  order  at  8:05  p.  m. 

The  annual  report  of  the  Treasurer,  Dr.  R.  R. 
Slucher,  was  accepted  and  filed. 

Dr.  Arthur  Kasey,  Chairman  Necrology  Com- 
mittee, read  Resolutions  on  the  deaths  of  D'rs. 
John  B.  Stroud,  George  Yenowine,  James  S. 
Chenoweth,  and  Elias  S.  Frey.  Members  stood 
in  silent  tribute. 

Nominations  from  the  floor  were  made  for 
the  following: 

Dfs.  Lytle  Atherton,  for  President-elect, 
Grady  Rowntree,  for  Judicial  Council,  for  Dele- 
gates, Thomas  Gudex,  J.  A.  Bishop,  James 
Winter,  S.  S.  Baker,  John  Rulander,  Elbert 
Dennis. 

Ballots  were  collected  by  the  tellers. 

Dr.  Joplin,  Chairman,  Executive  Committee, 
stated  the  committee  reviewed  all  annual  re- 
ports from  committee  chairmen  and  selected 
the  following  to  be  read: 

Report  of  Membership  Committee  was  read 
by  Dr.  Paul  Osborne. 

Report  of  Public  Relations  Committee  was 
read  by  Dr.  David  Cox. 

Curative  Workshop  Committee  report  was 
read  by  Dr.  Joplin. 

Report  of  Professional  Service  Committee 
was  read  by  Dr.  Fred  Williams. 

The  following  reports  were  reviewed  by  the 
Executive  Committee,  and  motion  carried  that 
they  be  accepted  and  filed: 

Secretary’s  report,  Report  of  Judicial  Coun- 
cil, Library  Committee,  Medical  Economics 
Committee,  Professional  Relations  Committee, 
Program  Committee,  Secretary’s  Cooperative 
Committee,  Visiting  Nurses  Advisory  Commit- 
tee, TB  Reference  Committee,  Executive  Com- 
mittee, Necrology  Committee,  Public  Health 
Committee,  Woman’s  Auxiliary  Committee. 

Report  of  Special  Committee  on  Jefferson 
County  Annual  Medical  Seminar  was  read  by 
Dr.  Herbert  L.  Clay,  Chairman,  and  motion 
carried  that  it  be  accepted  and  filed. 

Dr.  R.  O.  Joplin,  Chairman,  Executive  Com- 


mittee, made  motion  that  the  Society  approve 
the  appointment  of  a committee  of  five  by  the 
President  to  investigate  the  approximate  cost 
to  construct  an  auditorium  and  permanent 
home  for  the  Society.  Motion  seconded  and 
carried. 

Dr.  R.  O.  Joplin,  Chairman,  Executive  Com- 
mittee, made  motion  that  Miss  Walker  receive 
a bonus  of  $350,  that  Miss  Rattenman  receive  a 
bonus  of  $350.00,  and  that  Miss  Madison  receive 
a bonus  of  $50.00.  Seconded  and  carried. 

Dr.  Joplin,  Chairman,  Executive  Committee, 
made  motion  that  a committee  be  appointed 
to  prepare  a Roster  of  Members,  at  an  approxi- 
mate cost  of  $2.00  per  year  per  member.  Sec- 
onded and  carried. 

Dr.  David  Cox,  Chairman,  Public  Relations 
Committee,  announced  that  Mr.  Mark  Ethridge, 
from  the  Editorial  Department,  Courier  Jour- 
nal, had  agreed  to  speak  to  members  of  the  So- 
ciety, at  either  a regular  or  called  meeting,  ac- 
cording to  members’  preference. 

Motion  by  Dr.  Charles  Bryant  that  Mr.  Eth- 
ridge be  invited  to  speak  at  a regular  meeting 
of  the  Society,  was  seconded  and  carried. 

Dr.  Bruce  Underwood,  Secretary,  Kentucky 
State  Medical  Association,  announced  the  ap- 
pointment of  Mr.  Joe  Sanford  as  the  new  As- 
sistant Secretary. 

Announcement  from  Community  Hospital 
Service  of  the  present  enrollment  in  Kentucky 
in  Blue  Cross-Blue  Shield  was  read. 

The  following  applications  for  transfer  to 
Emeritus  Membership  were  approved: 

D'rs.  Benjamin  D.  Choate,  Guy  P.  Grigsby, 
W.  E.  Render. 

Results  of  the  election  of  new  officers  were 
read  by  Dr.  Kinsman,  as  follows: 

President-elect,  Lytle  Atherton,  First  Vice- 
President,  Charles  G.  Bryant,  Second  Vice- 
President,  Frank  M.  Powell,  Jr.,  Secretary, 
Robert  Lich,  Jr.,  Treasurer,  Alvin  B.  Mullen, 
Judicial  Council,  Victor  P.  Dalo,  Dougal  M. 
Dollar. 

Delegates:  George  F.  Archer,  J.  Randolph 
Euskirk,  Herbert  L.  Clay,  Jr.,  Foster  D.  Cole- 
man, John  D.  Gordinier,  Thomas  VanZandt 
Gudex,  Arthur  R.  Kasey,  Jr.,  Marvin  A.  Lucas, 
Charles  H.  Maguire,  Roy  Moore,  Jr.,  Malcom 
D.  Thompson. 

Alternate  Delegates:  Victor  Atherton,  M.  R. 
Cronen,  Robert  S.  Dyer,  Joseph  E.  Hamilton, 
Lawrence  T.  Minish,  Jr. 

J.  Murray  Kinsman  read  his  report  as  retir- 
ing President,  and  then  introduced  the  incom- 
ing President,  Dr.  J.  Andrew  Bowen.  The  meet- 
ing adjourned  at  9:40  P.  M. 

Thomas  VanZandt  Gudex,  Secretary. 
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JEFFERSON 

The  Jefferson  County  Medical  Society  held 
its  937th  meeting  Monday  evening,  February 
20,  1950,  at  the  Seelbach  Hotel.  Ninety-eight 
members  were  present  for  dinner  and  about  15 
additional  for  the  scientific  program. 

The  meeting  was  called  to  order  at  7:55  p.  m., 
by  the  President,  Dr.  J.  A.  Bowen.  Dr.  John 
Trawick,  Jr.,  introduced  the  guest  speaker,  Dr. 
Franklin  G.  Ebaug'h,  Professor  of  Psychiatry, 
University  of  Colorado  School  of  Medicine, 
Denver,  Colorado.  His  subject  was  “Iatrogenic 
Diseases  of  Medicine.” 

The  business  meeting  began  at  8:35  p.  m., 
with  the  reading  of  the  minutes  of  the  previous 
meeting. 

Dr.  Robert  C.  Long,  Chairman,  Necrology 
Committee,  read  Resolutions  on  the  death  of 
Dr.  Sam  P.  Myer. 

Dr.  L.  T.  Minish  read  report  of  the  Public 
Health  Committee  of  joint  study  with  repre- 
sentatives from  the  Louisville  District  Dental 
Society,  Louisville  and  Jefferson  county  Board 
of  Health  and  Kentucky  State  Board  of  Health, 
upon  advisability  of  fluorination  of  community 
water  supplies.  He  read  the  resolution  drawn 
up  by  this  group  endorsing  the  addition  of 
fluorine  to  the  water  supply  of  Louisville.  He 
introduced  Dr.  J.  R.  Robinson  who  reported  on 
use  of  fluorine  elsewhere  in  city  water  supply. 

Motion  by  Dr.  Margaret  A.  Limper  that  the 
recommendations  of  the  committee  be  accept- 
ed by  the  County  Society,  was  seconded  and 
carried. 

The  following  new  members  were  elected 
to  active  membership:  James  R.  Flautt,  Jr., 
M.  D.,  Daniel  N.  Pickar,  M.  D.,  and  to  associate 
membership  William  R.  Witt,  M.  D.,  and  to 
emeritus  membership  L.  A.  Crutcher,  M.  D., 
John  B.  Richardson,  Jr.,  M.  D. 

The  president  announced  the  appointment  of 
the  following  committees: 

X-ray  Committee:  Drs.  O.  O.  Miller,  Chair- 
man, E.  R.  Gernert,  Alvin  B-  Mullen,  Paul  A. 
Turner,  T.  A.  Woodson,  and  on  Building  Com- 
mittee: Drs.  R.  O.  Joplin,  Chairman,  Henry  B. 
Asman,  Joseph  C.  Bell,  Wm.  H.  Bizot,  Austin 
Bloch,  Misch  Casper,  Armand  E.  Cohen,  Victor 
P.  Dalo,  Dougal  M.  Dollar,  K.  Armand  Fischer, 
Morris  Flexner,  R.  M.  Goldsborough,  Laman  A. 
Gray,  Thomas  V.  Gudex,  J.  Duffy  Hancock,  Ben 
H.  Hollis,  Ira  N.  Kerns,  Charles  H.  Maguire, 
Lawrence  T.  Minish,  Jr.,  W.  W.  Nicholson,  Sam 
A.  Overstreet,  Frank  M.  Powell,  Jr.,  Henry  G. 
Saam,  John  D.  Trawick,  Jr.,  Rudy  F.  Vogt. 

The  meeting  adjourned  at  9:05  p.  m. 

Robt.  Lich,  Jr.,  Secretary 


McCracken 

The  regular  meeting  of  the  McCracken 
County  Medical  Society  was  held  at  the  Ritz 
Hotel,  Paducah,  with  Dr.  Charles  Billington, 
presiding.  There  were  twenty  members  pres- 
ent and  the  following  guests: 

Drs.  H.  E.  Titsworth,  Ezra  Titsworth,  J.  A. 
Poe,  J.  C.  Appleton,  M.  H.  Moseley,  V.  A. 
Jackson,  Harry  Wright,  Peter  J.  Trinca,  D.  L. 
Jones  and  Russell  Rudd. 

Dr.  Morton  J.  Tendler,  Memphis,  Tennessee, 
presented  a most  interesting  program  on  medi- 
cal and  Surgical  Aspects  of  Diseases  of  the 
Colon. 

The  minutes  of  the  February  meetings  were 
read  and  approved. 

Motion  was  made  by  Dr.  Errett  Pace,  second- 
ed by  Dr.  W.  P.  Hall,  and  passed  unanimously 
that  Dr.  William  Walter  Myre  be  made  a mem- 
ber. 

Motion  was  made  by  Dr.  J.  Vernon  Pace, 
seconded  by  W.  R.  Robertson,  and  passed  unan- 
imously that  the  Public  Relation  Committee 
take  action  on  having  physicians  available. 

Motion  was  made  by  Dr.  W.  P.  Hall,  second- 
ed by  Dr.  George  H.  Widener,  and  passed  unan- 
imously that  the  May  meeting  be  postponed 
to  the  fifth  Wednesday,  May  3 1st. 

Motion  was  made  by  Dr.  James  A.  Ward, 
seconded  by  T.  L.  Phillips,  and  passed  unani- 
mously that  all  doctors  offices  be  notified  to 
come  by  my  office  and  pick  up  the  literature 
sent  by  the  Kentucky  State  Medical  Associa- 
tion. 

Motion  was  made  by  Dr.  Eugene  Blake,  sec- 
onded by  Dr.  James  A.  Ward,  and  passed  unani- 
mously that  the  Society  sponsor  the  Pediatric 
Postgraduate  Instruction  Course  the  first  week 
in  June. 

Motion  was  made  by  Dr.  J.  A.  Dunn,  second- 
ed by  Dr.  L.  M.  Weaver,  and  passed  unani- 
mously that  the  Society  support  the  Infantile 
Paralysis  Drive. 

Motion  was  made  by  Dr.  Eugene  Blake, 
seconded  by  Dr.  Eugene  Sloan,  and  passed 
unanimously  that  Doctors  Frank  A.  Boyd  and 
R.  C.  Gore  be  classified  as  “retired  psysicians” 
and  be  exempted  from  payment  of  dues. 

The  Secretary  asked  for  payment  of  delin- 
quent dues. 

The  meeting  was  adjourned  at  10:15  P.  M. 

Errett  Pace,  Secretary. 


McCreary 

On  Friday  evening,  March  24,  1950,  the  four 
doctors  of  McCreary  County  met  at  the  Hotel 
Stearns,  and  after  a delightful  dinner  all  of  the 
doctors  paid  their  dues  and  organized  them- 
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selves  for  the  coming  year. 

Dr.  G.  C.  Meece,  Whitley  City,  was  elected 
President,  Dr.  J.  P.  Simpson,  Stearns,  Vice- 
President  and  D'r.  R.  M.  Smith,  Stearns,  Secre- 
tary. Drs.  Meece,  Haley  and  Smith  were  named 
Councilors.  Dr.  Haley  was  selected  Delegate  to 
the  Annual  State  Meeting  and  Dr.  Simpson 
was  selected  alternate. 

Several  topics  were  discussed,  and  the  meet- 
ing adjourned  to  an  indefinite  date. 

R.  M.  Smith,  Secretary. 


SCOTT 

The  Scott  County  Medical  Society  met  at  the 
John  Graves  Ford  Memorial  Hospital  in 
Georgetown,  March  9th,  1950.  Dinner  was 
served  to  the  Society  after  which  the  meeting 
was  called  to  order  by  the  Vice-President,  Dr. 
D'.  E.  Clark,  with  the  following  members  pres- 
ent: 

Drs.  D.  E.  Clark,  L.  F.  Heath,  P.  H.  Crutch- 
field, W.  S.  Allphin,  A.  F.  Smith,  F.  W.  Wilt, 
E.  C.  Barlow,  H.  V.  Johnson. 

Minutes  of  the  previous  meeting  were  read 
and  approved.  The  Secretary  read  a letter  from 
the  Secretary  of  the  State  Medical  Association 
stating  that  a Grievance  Committee  consisting 
of  five  past  Presidents  of  the  State  Society 
has  been  appointed  to  seek  an  amicable  settle- 
ment between  a patient  and  his  personal  physi- 
cian if  such  an  emergency  .arises. 

Mrs.  Morris  stated  that  the  hospital  has 
been  having  difficulty  in  collecting  some  of  the 
patients’  Hospital  Insurance  and  asked  that  we 
recommend  to  the  Trustees  that  she  be  allow- 
ed to  wire  the  companies  and  find  out  the 
status  of  their  insurance  and  if  they  are  not 
covered  to  be  allowed  to  collect  from  the  pa- 


tient. 

Motion  was  made  and  seconded  to  this  ffect 
which  was  carried.  The  question  of  routine 
blood  counts  and  Kahns  on  all  patients  was 
brought  up  for  discussion  but  no  definite  action 
was  taken. 

The  meeting  then  adjourned  to  meet  again 
the  first  Thursday  in  April. 

H.  V.  Johnson,  Secretary. 


SHELBY-OLDHAM 

The  Shelby-Oldham  Medical  Society  met  on 
March  23rd  at  the  Shelbyville  Christian  Church. 
Dr.  Haynes,  the  host,  served  a fried  chicken 
dinner  to  the  following  members  and  gues+: 

Drs.  Hayes,  Richeson,  Mack,  Doak,  Nash, 
Weakley,  Alexander,  Houchin,  Skaggs,  Nor- 
vell,  Sternberg,  Sleadd,  Walsh,  Bruce,  Shields, 
Wahle,  Risk  and  Dr.  Raymond  Myers  and  E.  B. 
Hower  of  Louisville. 

After  the  dinner  the  meeting  was  called  to 
order  by  President,  Dr.  Mack.  The  minutes  of 
the  last  meeting  was  read  and  approved.  A let- 
ter from  Dr.  Underwood  was  read  announcing 
the  appointment  of  Dr.  Houchin  as  Delegate 
and  Dr.  Mack  as  Secretary  of  Oldham  County. 
Both  of  these  men  being  members  of  the  Shel- 
by-Oldham Society.  Another  letter  was  read 
announcing  the  appointment  of  a State  Griev- 
ance Committee.  No  action  was  taken  at  this 
time. 

At  this  time  the  meeting  w,as  turned  over 
to  Dr.  Hayes,  the  host  of  the  evening  and 
he  introduced  Dr.  Raymond  Myers  of  Louis- 
ville. Dr.  Myers  spoke  on  the  Medical  Condi- 
tions in  England  where  he  visited  last  summer. 

Meeting  adjourned  at  9:30  P.  M. 

C.  C.  Risk,  Secretary. 


Increased  Need  for  Psychiatry:  Although 

preventive  medicine  has  made  remarkable 
progress  in  all  lines  of  endeavor,  its  most  sig- 
nificant advance  in  recent  years  has  been  the 
attention  that  it  has  given  to  mental  health. 
Modern  society  demands  that  its  members  live 
under  a tension  that  is  overwhelming,  and 
many  have  failed  to  keep  the  pace  required. 
As  standards  of  living  have  improved,  the 
need  for  psychiatry  has  increased.  This  is 
especially  true  in  the  very  early  and  very  late 
years  of  life. 

Miriam  D.  Manning  in  New  England  J.  Med. 


Blows  Nobody  Good:  English  experiments 

revealed  that  soiled  handkerchiefs  may  be  im- 
portant spreaders  of  respiratory  diseases 
through  air  contamination.  The  handkerchiefs 


were  used  by  volunteers  for  two  days  and 
then  dried  overnight  before  being  sampled.  It 
was  found  that  the  211  handkerchiefs  tested 
released  an  average  of  136,000  bacteria-carry- 
ing  particles  when  shaken.  Such  heavy  con- 
tamination even  after  drying  suggests  that 
present  foodhandler  training  may  be  giving 
insufficient  emphasis  to  the  washing  of  hands 
after  using  the  handkerchiefs. 

— News  Digest 


The  only  method  of  controlling  tuberculosis 

in  childhood  is  to  prevent  infection.  Today 
children  are  infected  very  largely  from  adults 
with  positive  sputum.  It  is  by  the  control  of 
the  infective  adult  that,  ultimately,  we  must 
seek  to  protect  the  child.  F.  J.  W.  Miller,  M.D., 
The  Lancet,  August  13,  1949. 
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WOMAN'S  AUXILIARY  NEWS 


The  Spring  board  meeting  of  the  Woman’s 
Auxiliary  to  the  Kentucky  State  Medical  As- 
sociation was  held  in  Danville,  Kentucky, 
March  29,  1950.  Thirty-five  members  were 
present  and  all  who  attended  this  meeting  felt 
like  it  was  one  of  our  best  board  meetings  of 
the  year.  Mrs.  Karl  Winter,  State  Program 
Chairman  and  Doctor’s  D'ay  Chairman,  gave  an 
excellent  report.  Doctor’s  Day  is  April  13  in 
Kentucky  and  it  was  voted  by  the  board  that 
we  have  County  programs  only  for  Doctor's 
Day. 

Mrs.  J.  C.  Sallee,  Chairman  of  Nurse  Re- 
cruitment, plans  to  make  use  of  the  money  in 
the  Woman’s  Auxiliary  fund  for  our  Nurse  Re- 
cruitment program.  If  you  know  of  a worth- 
while girl  who  is  interested  in  a Nursing  Ca- 
reer please  write  to  Mrs.  Sallee  of  Lexington, 
Kentucky. 

The  “Blue  Grass  News”  which  has  been 
edited  by  Mrs.  Jackson  will  soon  be  under  the 
joint  editorship  of  Mrs.  Charles  P.  Stacy  of 
Pineville,  and  Mrs.  Sam  Flowers  of  Middles- 
boro.  The  Kentucky  State  Medical  Association 
will  also  multigraph  the  copy.  The  board  of 
the  Woman’s  Auxiliary  voted  to  send  the 
“Blue  Grass  News”  to  every  member  of  the 
Woman’s  Auxiliary.  This  is  a very  progressive 
step  and  there  is  no  doubt  that  all  our  mem- 
bers will  be  more  interested  and  better  inform- 
ed. 

The  Woman’s  Auxiliary  has  a Benevolence 
Fund.  Do  you  know  of  a doctor’s  widow  or  a 
retired  doctor  who  is  in  need?  If  you  do  please 
contact  Mrs.  E.  M.  Garred  of  Gatlettsburg,  or 
the  President  of  the  Auxiliary. 

Our  Station  Wagon  Fund  is  at  last  a cer- 
tainty. We  lack  only  $50.00  of  our  goal  but  the 
McCracken  County  Medical  Auxiliary  will 
raise  the  needed  $50.00.  The  dedication  of  the 
Station  Wagon  which  will  be  used  as  an  addi- 
tional unit  to  the  Cancer  Mobile  will  be  held 
in  Paducah,  Kentucky.  The  date  of  the  dedica- 
tion will  be  announced  as  soon  as  the  Chrysler- 
Plymouth  strike  is  settled.  King-Woodall,  the 
Chrysler-Plymouth  dealers  in  Paducah,  made 
it  possible  for  the  Woman’s  Auxiliary  to  give 


this  station  wagon  to  the  State  Cancer  Society. 
Our  goal  was  $1584.00,  the  board  of  the  Wo- 
man’s Auxiliary  is  profoundly  grateful  to  all 
who  helped  make  this  gift  possible.  Everyone 
in  the  Auxiliary  will  receive  a notice  of  the 
dedication  as  soon  as  it  is  possible  to  secure 
the  station  wagon. 

Mrs.  R.  Haynes  Barr  gave  an  excellent  report 
on  the  activities  of  the  Public  Relations  Com- 
mittee. She  stressed  the  need  for  more  resolu- 
tions from  the  P.  T.  A.  groups  as  well  as  from 
all  other  organizations.  This  fight  is  not  won, 
won’t  you  please  get  resolutions  from  every 
organized  club  in  your  community?  Send  the 
resolutions  directly  to  Mrs.  Barr  or  Dr.  Barr. 

It  was  voted  to  recommend  an  Amendment 
to  the  Constitution  that  elections  be  held  uni- 
formly in  April  by  all  County  Auxiliaries. 

Here  is  the  recommended  Amendment  to 
the  Constitution:  RESOLVED:  Whereas  in  the 
past,  incoming  presiding  officers  of  the  State 
Board  to  the  Kentucky  State  Medical  Auxili- 
aries have  had  great  difficulties  executing  their 
appointments  to  committees,  which  have  se- 
riously handicapped  their  efforts  at  efficient 
administration:  and  whereas,  a uniformity  of 
election  date  throughout  the  county  auxiliaries 
would  obliterate  this  confusion,  it  is  hereby 
resolved  by  this  committee  that  the  following 
addition  and  amendment  be  made  to  the  con- 
stitution: That  our  election  of  officers  in  the 
county  auxiliaries  shall  be  held  during  the 
month  of  April  and  said  officers  shall  be  in- 
stalled in  the  following  May;  which  uniformity 
would  greatly  facilitate  and  co-ordinate  the 
overall  activities  of  the  state  officers  and 
county  presidents. 

Respectfully  submitted, 

Mrs.  I.  A.  Gail,  Chairman 
Mrs.  H.  H.  Leet 
Mrs.  Woolfolk  Barrow 
Mrs.  Harold  Nickell 

Are  you  going  to  San  Francisco  to  the  A.  M. 
A.  Convention  in  June?  If  you  are  going  please 
notify  Mrs.  E.  W.  Jackson.  This  is  very  im- 
portant. 
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News  Items 


E.  W.  MONTGOMERY.  M.  D. 

Half  a century  of  medical  practice  was  cele- 
brated Sunday,  April  2,  by  Dr.  E.  W.  Mont- 
gomery at  his  home  in  Vine  Grove. 

Dr.  Montgomery,  who  celebrated  his  74th 
birth  anniversary  on  April  4,  is  still  active  and 
vigorous  in  his  profession.  He  simply  doesn’t 
bother  about  thoughts  of  retirement. 

Dr.  Montgomery,  a native  of  Louisville,  is  a 
son  of  the  late  Dr.  and  Mrs.  E.  R.  Montgomery, 
who  moved  to  Louisville  from  Hardin  County. 
The  son,  after  his  graduation  from  the  Univer- 
sity of  Louisville  School  of  Medicine  in  March, 
1900,  went  to  Hardin  County  to  practice. 

He  started  at  Solway  and  in  1903  moved  to 
Vertrees.  He  remained  there  seven  years  and 
moved  to  his  present  home. 

Numerous  Louisville  friends,  largely  in  the 
medical  profession,  took  part  in  celebration  of 
his  medical  and  birth  anniversaries. 


The  Alumni  Association  of  the  University  of 
Louisville  will  have  a dinner  Wednesday,  June 
28,  6:30  P.  M.  at  the  St.  Francis  Hotel,  San 
Francisco,  California.  There  will  be  a registra- 
tion booth  at  Convention  Hall,  where  the 
alumni  may  purchase  their  tickets  in  advance. 

Dr.  E.  L.  Henderson,  President  of  the  World 
Medical  Association  and  President  Elect  of  the 
American  Medical  Association,  will  be  the  hon- 
or guest,  and  Dr.  Oscar  O.  Miller,  Louisville 
will  also  give  the  association  greetings. 

For  further  information  write  Dr.  Leslie 
Shively,  Director  of  Alumni  Relations  Alumni 
Association  of  the  University  of  Louisville, 
Louisville  or  Dr.  Reagan  South,  1411-46th 
Avenue,  San  Francisco,  California. 


Dr.  Granville  Bennett,  professor  of  pathol- 
ogy, University  School  of  Medicine,  Chicago, 
will  be  a very  busy  man  during  a two  day  visit 
to  Louisville,  May  11  and  12.  He  will  be 
guest  of  Nichols  Veterans  Administration  Hos- 
pital cooperating  in  its  teaching  program,  which 
is  affiliated  with  the  University  of  Louisville 
School  of  Medicine  and  General  Hospital. 

Dr.  Bennett  will  be  taken  on  a sightseeing 
trip  to  Lexington  on  the  morning  of  M y 11th. 
In  the  afternoon  he  will  lecture  at  Nichols  Hos- 
pital on  “Neoplasms  and  Neoplasm-like  Changes 
in  Synovial  Tissue”  and  “Cartilagenous  Neo- 
plasms Arising  in  Bone,”  and  will  conduct  a 
clinico-pathological  conference. 

Following  a dinner  in  his  honor  which  is  to 
be  given  by  the  Kentucky  Society  of  Pathology, 


Dr.  Bennett  will  discuss  “Cystic  Lesions  in 
Bone.” 

On  Friday  morning  at  Nichols  Hospital  his 
subject  will  be,  “Random  Sections  of  Bone  Le- 
sions, including  especially  Ewing’s  Sarcoma, 
Osteoidosteoma,  Eosinophilic  Granuloma  and 
Allied  Conditions.”  At  a luncheon  at  the  Uni- 
versity of  Louisville,  he  will  talk  on  “Paget’s 
Disease  of  Bone.”  In  the  evening  he  will  dis- 
cuss “Some  Observations  on  Pathology  of  Con- 
nective Tissue  Diseases.” 

Dr.  Bennett’s  program  was  announced  by  Dr. 
Malcolm  Barnes,  Secretary,  Kentucky  Society 
of  Pathology. 


Dr.  C.  C.  Howard,  Glasgow,  was  installed  as 
President  of  the  Southeastern  Surgical  Confer- 
ence at  its  annual  session  held  in  Washington, 
March  6-9.  He  has  served  one  year  as  President- 
Elect  of  the  body. 

Dr.  Howard  is  at  present  Chairman  of  the 
Council  and  is  a Past-President  of  Kentucky 
State  Medical  Association  and  is  Chairman  of 
the  Board  of  Trustees  of  the  Rural  Kentucky 
Medical  Scholarship  Fund. 

Dr.  J.  Duffy  Hancock,  Louisville,  was  elect- 
ed Vice-President.  Dr.  Hancock  is  Chairman 
of  the  Kentucky  Chapter  of  the  American  Can- 
cer Society. 

Dr.  J.  S.  Stewart,  Miami,  Florida,  was  chosen 
President-Elect  of  the  Conference. 


Dr.  George  P.  Archer,  Prestonburg,  Kentuc- 
ky, has  been  elected  president  of  the  Floyd 
County  Medical  Society.  Other  officers  chosen 
were:  Dr.  R.  L.  Hall,  Wheelwright,  Vice  Presi- 
dent; Dr.  Robert  M.  Sirkle,  Martin,  Secretary- 
Treasurer,  and  Dr.  H.  R.  Stratton,  Martin. 
Assistant  Secretary. 


The  Kentucky  Society  for  the  Advancement 
of  Pediatrics,  which  was  formed  at  the  Owens- 
boro meeting  of  the  Kentucky  State  Medical 
Association  in  October  1949,  held  its  first  an- 
nual meeting  Friday,  April  21,  1950  in  the 
Amphitheater  of  the  General  Hospital  in  Louis- 
ville. The  Society’s  officers  are  Doctors  W.  W. 
Nicholson,  President;  J.  Ewing  Dunn,  Vice- 
President;  Cathryn  C.  Handelman,  Secretary- 
Treasurer. 

The  following  program  was  presented: 

Congenital  Obstructions  of  the  Alimentary 
Tract,  John  Caffey,  M.  D.,  Professor  of  Pedia- 
trics and  Roentgenology,  Department  of  Pedia- 
trics, Columbia  University. 

A Pediatrician  Looks  at  the  Behavior  Disor- 


242 


The  Journal,  Kentucky  State  Medical  Association 


[May,  1950 


ders  of  Children,  A.  A.  Weech,  M.  D.,  Head  of 
the  Department  of  Pediatrics,  University  of 
Cincinnati. 

Bronchial  Obstructions  and  Cystic  Disease  of 
the  Lungs,  John  Caffey,  M.  D. 


Dr.  Margaret  A.  Limper,  Louisville,  Chair- 
man of  the  American  Academy  of  Pediatrics 
on  the  newborn,  read  a very  interesting  paper 
before  the  meeting  of  the  Kentucky  Hospital 
Association  March  29,  1950,  in  which  she  said 
that  recent  figures  show  Kentucky  standing 
42nd  among  the  48  states  in  prevention  of  in- 
fant mortality,  adding  that  more  than  half  of 
the  child  deaths  occur  before  the  age  of  one 
year.  Playing  their  part  in  the  bleak  picture 
are  lack  of  hospitals,  inaccessibility  of  hospitals 
for  some  areas,  and  poor  economic  conditions. 
In  addition,  too  many  existing  institutions  need 
better  facilities  for  premature  babies,  good 
formula  rooms,  large  nurseries  with  adequate 
floor  space,  running  water  in  every  nursery 
and  isolation  facilities  for  infants  suspected  of 
disease. 


Samuel  J.  Shapiro,  M.  D.,  Philadelphia,  has 
associated  himself  with  Walter  Stepchuck,  M. 
D.,  at  Evarts.  Dr.  Shapiro  graduated  from  Uni- 
versity of  Toronto  Faculty  of  Medicine  and 
interned  in  1947  at  Jewish  Hospital. 


Daley  M.  Royalty,  M.  D.,  has  accepted  a resi- 
dency in  surgery  at  the  Lahey  Clinic,  Boston, 
Massachusetts,  for  one  year.  A graduate  of  the 
University  of  Louisville  School  of  Medicine  in 
1942,  Dr.  Royalty  entered  practice  last  July, 
opening  an  office  in  Louisville. 


Jack  William  Verran,  M.  D.,  a graduate  of 
the  Boston  University  School  of  Medicine  in 
1946,  has  opened  an  office  at  Corbin.  A native 
of  Idaho,  Dr.  Verran  comes  to  Corbin  from 
Long  Beach,  California. 


William  K.  Massie,  Jr.,  M.  D.,  who  will  limit 
his  practice  to  orthopedic  surgery,  has  opened 
an  office  in  the  D*unn  Building  in  Lexington. 
A native  of  Lexington,  Dr.  Massie  graduated 
from  Harvard  Medical  School  in  1937  and 
comes  to  Lexington  from  the  Columbia  Medi- 
cal Center  in  New  York. 


Coles  W.  Raymond,  M.  D.,  a graduate  of 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1941,  has  opened  an  office  in  the 
Guthrie  Building,  Paducah.  Dr.  Raymond  will 
limit  his  practice  to  Obstetrics  and  Gynecology 
and  comes  to  Paducah  from  the  Woman’s  Hos- 
pital in  New  York  City. 


Elizabeth  Conforth,  M.  D.,  who  for  the  past 
two  years  has  been  associated  with  Samuel 
S.  Clark,  M.  D.,  has  given  up  her  practice  in 
Louisville  and  gone  to  Germany  with  her  hus- 
band. 


Hugh  H.  Hayes,  Jr.,  M.  D.,  a graduate  of 
University  of  Tennessee  College  of  Medicine 
in  1949,  has  opened  an  office  at  Twila,  Harlan 
County. 


Glenn  W.  Brewster,  M.  D'.,  formerly  of  Crit- 
tenden, Grant  County,  has  located  at  Huston- 
ville,  Lincoln  County. 


Raymond  J.  Krause,  M.  D.,  has  associated 
himself  with  Drs.  Rowland  and  Burkhardt,  and 
will  be  located  at  Crummies,  Harlan  County.  A 
graduate  of  the  Ohio  State  University  College 
of  Medicine  in  1948,  Dr.  Krause  comes  to  Crum- 
mies from  internship  at  the  U.  S.  Naval  Hos- 
pital, San  Diego,  California. 


John  R.  Peters,  M.  D.,  has  left  Pewee  Valley 
where  has  been  in  practice  for  some  years,  and 
has  associated  himself  with  the  Dayton  State 
Hospital,  Dayton,  Ohio.  Dr.  Peters  graduated 
from  the  Ohio  State  University  College  of 
Medicine  in  1928. 


Dr.  Henry  B.  Asman,  Louisville,  was  elected 
president  of  the  Cincinnati  Proctologic  Society, 
at  a meeting  of  the  Society  in  Cincinnati,  on 
March  10,  1950.  He  succeeds  Dr.  Rufus  Alley, 
Lexington. 

Dr.  Arthur  Wells,  Cincinnati,  was  elected 
vice-president,  and  Dr.  Stewart  Jones,  Cincin- 
nati, was  re-elected  secretary-treasurer. 

The  Cincinnati  Proctologic  Society  is  a 
regional  group,  embracing  the  states  of  Ken- 
tucky, Ohio  and  Indiana. 


A drastic  cut  in  intern  and  residency  train- 
ing programs  to  be  effected  without  endanger- 
ing professional  standards  in  Medical  Depart- 
ment operation  has  been  announced  by  Major 
General  Raymond  W.  Bliss,  Army  Surgeon 
General. 

“The  curtailment  is  now  possible  as  a natural 
culmination  of  rising  professional  standards 
and  long  range  planning,”  General  Bliss  said. 
“I  believe  this  action  will  be  gratifying  to 
American  medicine  in  general  because  of  a 
fear  that  the  Army  was  committed  to  a pro- 
gram of  over-specialization.” 

The  reduction  in  intern  and  residency  pro- 
grams has  no  bearing  on  the  recent  closing  of 
military  hospitals  but  grows  out  of  a long  study 
of  the  Army’s  personnel  needs. 
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The  following  reductions  will  be  effected: 
Civilian  internships — ,a  reduction  from  300 
to  200  by  July  1,  1950. 

Civilian  residencies — No  new  residents  have 
been  accepted  since  January  1,  1950,  and  the 
program  will  close  by  attrition. 

Military  internships — A reduction  from  199 
to  150  by  July  1,  1951. 

Military  residencies — A reduction  of  almost 
fifty  per  cent  or  a total  of  245  by  July  1,  1951, 
including  a recent  slash  of  131  residencies,  an- 
other 36  by  July  1,  1950  and  an  additional  66 
by  July  1,  1951. 


Dr.  Arthur  W.  Allen,  distinguished  Boston, 
Massachussetts  surgeon,  who  was  President  of 
the  American  College  of  Surgeons  in  1947  and 
1948,  and  is  now  serving  as  Chairman  of  its 
Board  of  Regents,  and  President  of  the  Massa- 
chusetts Medical  Association,  came  to  his 
native  heath,  Somerset,  March  21st,  and  was 
honored  by  more  than  220  of  its  citizens  at  an 
annual  Chamber  of  Commerce  banquet  at  the 
Hotel  Beecher.  In  the  audience  were  his  mother, 
Mrs.  James  Allen,  who  celebrated  her  91st 
birthday  in  November,  and  who  received  a 
standing  ovation  from  the  dinner  guests,  and 
four  members  of  his  Somerset  High  School 
graduating  class  of  1906. 


Dr.  Alex  J.  Steighman  has  been  appointed  to 
the  new  chair  of  child  health  at  the  University 
of  Louisville  Medical  School,  effective  April  1. 

Dr.  Steighman,  Cincinnati,  is  consultant  in 
clinical  epidemiology  to  the  National  Founda- 
tion for  Infantile  Paralysis.  He  will  teach  at 
the  Medical  School,  help  develop  postgraduate 
training  in  child  care  for  practicing  doctors, 
and  try  to  attract  more  doctors  into  rural  Ken- 
tucky areas,  and  develop  research  projects. 

The  community  of  Audubon,  embracing  more 
than  one  fourth  of  Henderson’s  population,  is 
petitioning  for  a doctor  to  establish  residence 
in  that  immediate  area.  A petition  is  being 
circulated  among  the  citizens  of  the  east  end, 
and  now  bears  several  hundred  names.  Audu- 
bon is  without  a doctor,  and  due  to  the  popu- 
lation thoughtful  citizens  believe  one  should 
reside  there. 


Do  you  play  golf? 

If  you  do,  you  are  invited  to  participate  in 
the  American  Medical  Association  golf  tourna- 
ment the  first  day  of  the  annual  convention  at 
San  Francisco,  June  26.  It  will  be  the  A.M.A.’s 
34th  annual  tournament  under  direction  of  Dr. 
C.  E.  Shannon  of  Chicago.  Fellows  planning 
to  compete  should  send  their  name,  handicap 
and  section  in  medicine  in  which  they  will 
register  to  Secretary  Bill  Burns,  2020  Olds 
Tower,  Lansing  8,  Michigan.  Burns  is  Secretary- 
Treasurer  of  the  A.M.A.  Golfing  Association. 


Memoriam 


GEORGE  B.  HILL,  M.  D. 

ML  Washington 
1897-1950 

Resolutions  of  Respect:  WHEREAS,  Dr. 

George  B.  Hill,  departed  this  life  on  the  12th 
day  of  January,  1950.  Dr.  Hill  was  a practicing 
physician  in  this  and  adjoining  counties  for  the 
past  twenty-five  years,  a faithful  member  of 
the  County  Board  of  Health  for  many  years, 
a member  of  the  Kentucky  Medical  Association, 
the  American  Medical  Association,  and  Acting 
Health  Officer  of  the  Bullitt  County  Health  De- 
partment for  the  past  two  years,  which  he 
served  faithfully  and  well. 

WHEREAS,  in  his  death  the  citizens  of  our 
county  have  lost  a great  benefactor  in  the  prac- 
tice of  his  profession,  the  sick  and  suffering  a 
faithful  servant,  the  medical  associations  a 
faithful  and  conscientious  member,  therefore, 

BE  IT  RESOLVED,  by  the  Board  of  Health 
of  Bullitt  County,  that  we  greatly  mourn  his 
untimely  death  and  extend  our  sincere  sympa- 
thy to  his  widow,  many  other  relatives  and 
friends  who  miss  him  more  than  can  be  ex- 
pressed, and  further, 

BE  IT  RESOLVED,  that  a copy  of  these 
Resolutions  be  spread  upon  the  minutes  of  this 
Board  of  Health,  a copy  sent  to  the  widow,  a 
copy  be  sent  to  the  State  Board  of  Health  with 
a request  that  these  resolutions  be  published 
in  the  Journal. 

Bullitt  County  Board  of  Health 
Conrad  Maraman,  Chairman 
Martha  Snellen,  Secretary 


NEWMAN  J.  NEILL,  M.  D. 

Lebanon  Junction 
1881-1950 

Newman  J.  Neill,  M.  D.,  Lebanon  Junction, 
died  February  10,  1950,  of  a heart  attack.  Dr. 
Neill  was  born  in  1881  in  Illinois,  and  graduat- 
ed from  the  Chicago  College  of  Medicine  and 
Surgery  in  1909.  The  following  resolutions  of 
respect  were  drafted  by  the  Bullitt  County 
Board  of  Health. 

WHEREAS,  Dr.  Newman  J.  Neill  passed 
from  this  life  at  his  home  in  Lebanon  Junction, 
on  the  11th  day  of  February,  1950.  Dr.  Neill 
was  a practicing  physician  in  this  county  at 
the  time  of  his  death  and  a member  of  the 
County  Board  of  Health. 

WHEREAS,  he  was  endowed  with  the  quali- 
ties of  kindness,  having  a fine  mind,  excel- 
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lently  trained,  with  a broad  vision,  he  had  en- 
deared himself  to  his  patients  and  friends  while 
his  short  stay  in  our  county.  He  was  with  the 
United  States  Public  Health  Service  during 
World  War  II,  after  the  war  he  served  at  the 
Darnall  Hospital,  Danville. 

BE  IT  RESOLVED1,  by  the  Board  fo  Health 
of  Bullitt  County  that  we  greatly  mourn  his 
loss  and  extend  our  sincere  sympathy  to  his 
widow,  son  and  many  other  relatives  and 
friends  in  their  sorrow,  and  further, 

BE  IT  RESOLVED,  that  a copy  of  these  reso- 
lutions be  spread  upon  the  minutes  of  this 
Board  of  Health  and  a copy  sent  to  his  widow, 
and  a copy  sent  to  the  State  Board  of  Health 
of  Kentucky  with  a request  that  these  resolu- 
tions be  published  in  the  Journal. 

Bullitt  County  Board  of  Health 
Conrad  Maraman,  Chairman 
Martha  Snellen,  Secretary 


CHARLES  W.  BARNES,  M.  D. 
Louisville 
1880-1950 

Dr.  Charles  W.  Barnes,  Louisville  died 
March  6,  1250.  Dr.  Barnes  was  born  in  1880. 
He  was  graduated  from  the  Kentucky  Univer- 
sity Department  of  Medicine  in  1906. 


BOOK  REVIEWS 

DOCTOR  AND  PATIENT  AND  THE  LAW,  by 
Louis  J.  Regan,  M.  D„  LL.B.,  Member  SJaie 
Bar  of  California;  Professor  of  Legal  Medi- 
cine, College  of  Medical  Evangelists;  Con- 
sulting Staff,  Hollywood  Presbyterian  Hos- 
pital, Los  Angeles;  Methodist  Hospital  of 
Southern  California,  Los  Angeles,  Physicians 
and  Surgeons  Hosoital,  Glendale,  California. 
Second  edition.  Price  $10.00.  Publishers:  C. 
V.  Mostv  Company,  St.  Louis.  1949. 

In  malpractice  suits  the  medical  defense 
plan  of  the  Kentucky  State  Medical  Associa- 
tion takes  care  of  all  unjust  cases.  Even  with 
this  help  at  the  present  time  malpractice  pre- 
sents one  of  the  most  serious  problems  con- 
fronting all  who  come  in  contact  with  the  field 
of  medicine.  Both  the  doctor  and  the  patient 
will  benefit  immeasurably  from  a complete 
understanding  of  the  nature  and  extent  of 
malpractice  cases  and  from  a comprehension 
of  the  ways  in  which  unnecessary  friction  may 
be  eliminated  from  the  doctor-patient  experi- 
ence. 

During  the  past  twenty  years  there  has  been 
a tremendous  increase  in  the  number  of  un- 
justifiable malpractice  actions.  Indeed,  there  is 


a reason  for  the  victims,  the  members  of  the 
medical  profession,  to  complain.  Because  of 
such  suits,  doctors  have  suffered  loss  of  pres- 
tige and  loss  of  time;  they  have  been  subjected 
to  an  increasingly  heavy  financial  burden. 

It  must  be  recognized  too  that  the  public  in- 
terest is  affected  when  it  becomes  necessary 
for  the  physician,  while  caring  for  his  patient, 
to  give  thought  to  safeguarding  himself  against 
the  possibility  of  an  unjust  malpractice  claim. 
In  certain  communities  where  malpractice  has 
become  a particularly  vicious  and  menacing 
problem,  charity  patients  have  suffered  be- 
cause of  the  doctors’  hesitancy  in  taking  a risk 
without  any  compensation.  Unless  there  can 
be  found  some  solution  to  the  problem,  which 
will  bring  about  a lowering  of  the  malpractice 
incidence,  increased  cost  of  medical  care  must 
be  anticipated;  the  attending  physician  may  be 
forced  into  the  costly  practice  of  having  a con- 
sultant for  each  patient.  This  book  is  a valuable 
md  necessary  asset  in  any  physician’s  library. 


MEDICINE  OF  THE  YEAR,  SECOND  ISSUE, 
1950,  Editorial  Direction  of  John  B.  You- 
mans,  M.  D.,  Dean,  School  of  Medicine,  Van- 
derbilt University,  and  22  clinicians  and 
teachers.  184  pages.  Publisher:  J.  P.  Lippin- 
cott  Company,  Philadelphia.  Price  $5.00. 

This  volume  has  been  thumb-indexed  so  it 
will  be  readily  available  to  the  physician  in 
his  daily  encounter  with  his  patients.  The  sub- 
jects covered  are  written  in  concise,  reliable 
narrative  form,  and  contains  the  essence  of 
years  of  advance  in  medical  research  and  prac- 
tice. It  contains  20  divisions  for  the  discussion 
of  general  medicine  and  surgery. 


MEDICAL  MANAGEMENT  OF  GASTROIN- 
TESTINAL DISORDERS,  by  Garnett  Che- 
ney, M.  D.,  Clinical  Professor  of  Medicine, 
Stanford  University  Medical  School.  456 
pages,  with  illustrations.  Publishers:  Year 

Book  Publishers,  Inc.,  Chicago.  Price  $6.75. 
This  book  treats  of  one  of  the  most  common 
diseases  encountered  in  general  practice,  and 
will  serve  as  a clinical  guide  to  pave  the  way 
to  sure  and  better  gastroenterologic  diagnosis 
and  treatment.  The  text  is  presented  on  the 
basis  of  the  patient’s  symptoms.  The  first  part 
of  the  book  deals  with  the  patient  approach, 
covering  such  subjects  as  physical  examination, 
clinical  laboratory  methods,  endoscopic,  biopsy 
and  X-ray  examinations;  the  second  part  pre- 
sents symptoms,  diagnosis  and  treatment  of  gas- 
trointestinal tract  disorders,  with  separate 
chapters  on  sore  mouth  and  tongue,  loss  of  ap- 
petite and  excessive  hunger;  vomiting,  hema- 
temesis,  peptic  ulcer,  etc.  It  is  a small,  compact 
volume  and  well  worth  space  in  the  doctor’s 
library. 
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THE  WALLACE  SANITARIUM 

MEMPHIS,  TENNESSEE 

For  the  Diagnosis  and  Treatment  of  Nervous  and  Mental  Diseases 
Drug  Addiction  and  Alcoholism 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


Member  of  the  American  Hospital  Association 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES-  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up  to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH.  M.  D.,  Associate 
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MITCHELL-NELSON’S  TEXTBOOK  OF  PE- 
DIATRICS: Edited  by  Waldo  E.  Nelson,  M. 
D.,  Professor  of  Pediatrics,  Temple  Univer- 
sity School  of  Medicine;  Medical  Director, 
Saint  Christopher's  Hospital  for  Children, 
Philadelphia.  With  the  Collaboration  of  Six- 
ty-Three Contributors.  New,  5th  Edition.  1658 
pages  with  426  illustrations,  19  in  color.  Phila- 
delphia and  London:  W.  B.  Saunders  Com- 
pany, 1950.  Price  $12.50. 

The  New  (5th)  Edition  represents  a very 
thorough  and  workmanlike  revision.  There  are 
new  or  completely  rewritten  discussions  on 
Growth  and  Development;  Congenital  Malfor- 
mations; Parenteral  Fluid  Therapy  in  Children; 
Congenital  Heart  Disease;  Infection,  Immunity 
and  Allergy,  and  Inborn  Errors  of  Metabolism. 
This  is  a valuable  book  for  the  pediatrician, 
but  the  general  practitioner  should  know  that 
his  needs,  too,  are  kept  always  in  mind,  he  will 
appreciate  especially  the  120  valuable  tables, 
devoted  to  such  topics  as  differential  diagno- 
sis, drug  selection,  feeding  schedules,  food  sum- 
maries, prescriptions,  etc.  It  tells  the  physician 
how  to  keep  the  well  child  healthy,  as  well 
as  describing  the  diagnosis  and  treatment  of 
disease  in  infants  and  children.  The  material 
reflects  the  experience  and  the  current  prac- 
tice of  64  leading  authorities  in  the  subjects  dis- 
cussed, all  of  whose  contributions  have  been 
carefully  integrated  by  Dr.  Nelson  to  avoid 
repetition  and  insure  uniformity  of  style.  This 
edition  is  unsurpassed  in  modern  pediatric 
literature. 


BRUCELLOSIS  (UNDULANT  FEVER).  CLINI- 
CAL AND  SUBCLINICAL,  by  Harold  J.  Har- 
ris, M.  D.,  F.  A.  C.  P..  wifh  the  assistance  of 
Blanche  L.  Stevenson,  R.  N.,  Foreword  by 
Walter  M.  Simpson,  M.  S.,  M.  D.,  F.  A.  C.  P., 
with  111  illustrations,  12  in  full  color,  590 
pages.  Publisher:  Paul  B.  Hoeber,  Inc.,  New 
York.  Price  $10.00. 

Brucellosis,  one  of  the  most  protean  of  dis- 
eases, is  also  one  of  the  most  widespread  ill- 
nesses in  America.  Its  manifestations  can  re- 
semble almost  any  other  clinical  entity  and  its 
diagnosis  and  treatment  offer  many  problems. 
This  new  edition  offers  a complete  clinical 
reference.  All  available  diagnostic  technics  are 
carefully  described  and  evaluated  with  empha- 
sis on  practical  office  procedures.  Psychologic 
manifestations  receive  special  attention.  Prog- 
nosis, reinfection,  and  prophylaxis  are  discuss- 
ed at  length. 

Treatment  is  given  in  detail.  The  latest  anti- 
biotics, transfusion  of  immune  blood,  use  of 
serum,  antigen  therapy,  physical  therapy, 
every  effective  measure  is  covered  and  specific 
directions  are  given.  The  management,  from 


diagnosis  through  cure,  of  every  variety  of 
this  puzzling  and  crippling  disease  is  given  in 
concrete  and  practical  terms.  It  is  written 
chiefly  for  the  general  practitioner. 


A CENTURY  OF  MEDICINE  IN  JACKSON- 
VILLE AND  DUVAL  COUNTY.  FLORIDA, 
by  Webster  Merritt,  M.  D.,  Jacksonville.  201 
pages  with  illustrations.  Publisher:  Univer- 
sity of  Florida  Press,  Gainesville,  Florida, 
1949.  Price  $3.50. 

This  book  should  inspire  many  counties  in 
Kentucky  who  have  equally  as  enviable  a his- 
tory in  medicine,  to  write  a similar  story.  The 
author  has  gleaned  from  obscure  records  that 
survived  the  Jacksonville  fire  in  1901.  He  has 
traced  the  early  history  of  the  founding  of  the 
Florida  Medical  Association,  the  Florida  State 
Board  of  Health,  and  portrays  the  poignant 
drama  of  the  terrifying  epidemics,  strange 
maladies  and  wierd  superstitions  of  the  early 
period  in  medicine.  The  illustrations  are  ex- 
tremely interesting  especially  that  of  the  first 
train  that  entered  Jacksonville,  and  also  of  in- 
terest were  the  extracts  from  the  diaries  of 
various  doctors  during  the  war  between  the 
states. 


ELECTROCARDIOGRAPHY  Fundamentals  and 
Clinical  Application  by  Louis  Wolfe,  M.  D., 
Visiting  Physician,  Consult  f in  Cardiology 
and  Chief  of  the  Electrocardiographic  Labora- 
tory, Beth  Israel  Hospital;  Associate  in  Medi- 
cine, Harvard  Medical  School.  Illustrated. 
Publishers:  W.  B.  Saunders  Company,  Phila- 
delphia and  London.  1950.  Price  $4.50. 

This  book  explains  and  interprets  all  prev- 
alent theories  of  cardiac  electrophysiology  in 
terms  of  clinical  medicine.  From  his  wide  post- 
graduate experience,  the  author  learned  that 
students  derive  a far  more  useful  knowledge 
of  electrocardiography  by  studying  the  physio- 
logical basis  of  the  changes  than  by  merely 
memorizing  patterns. 

Electrocardiograms,  with  their  interpreta- 
tions, are  given  in  detail.  The  entire  first  sec- 
tion of  the  book  is  devoted  to  clear  explana- 
tions of  why  the  normal  pattern  looks  like  it 
does  and  why  various  disorders  produce  abnor- 
mal tracings.  Unipolar  leads,  multiple  precor- 
dial leads,  all  are  discussed  and  clarified  to 
the  point  where  the  “mystery”  that  has  shroud- 
ed these  subjects  is  very  convincingly  removed 
from  the  reader’s  mind. 

The  cardiologist  has  this  knowledge,  but 
this  is  the  first  time  that  it  has  been  made  a- 
vailable  in  book  form  for  the  family  physician, 
that  he  can  comprehend,  without  the  detailed 
knowledge  of  an  expert  cardiologist.  After  all 
the  general  practitioner  usually  first  sees  the 
cardiac  patient. 
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I N COLITIS  MANAGEMENT — In  the  constipation  of  spastic,  atonic 
and  even  ulcerative  colitis,  the  smoothage  action  of  METAMUCIL 
is  of  proved  value. 

METAMUCIL®  provides  a bland,  soft  bulk  with  a 

tendency  to  incorporate  irritating  particles  with  the  fecal  residue 
and  is  thus  a valuable  adjunct  in  correcting  the  constipation  and 
minimizing  irritation  of  the  inflamed  mucosa.  METAMUCIL  is 
the  highly  refined  mucilloid  of  a seed  of  the  psyllium  group, 
Plantago  ovata  (50%),  combined  with  dextrose  (50%). 


Extensive  mucosal  destruction 
and  ulceration  from  chronic 
ulcerative  colitis  with  only  a 
few  inflammatory  polyps. 


SEARLE 
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PHYSIOLOGY  OF  HEAT  REGULATION  AND 
THE  SCIENCE  OF  CLOTHING.  Prepared  al 
the  Request  of  the  Division  of  Medical  Sci- 
ences, National  Research  Council.  Edited  by 
L.  H.  Newburgh,  M.  D„  Professor  of  Clinical 
Investigation,  The  Medical  School,  Univer- 
sity of  Michigan.  457  pages  with  78  figures, 
and  38  tables.  Publishers:  W.  B.  Saunders 

Company,  Philadelphia.  Price  $7.50. 

This  book  was  prepared  for  the  National 
Research  Council  and  interprets  the  find- 
ings of  .a  group  of  experts  who  made 
practical  field  tests  to  establish  the  use- 
fulness of  their  recommendations.  The 
first  part  of  the  book  makes  interest- 
ing reading  as  it  gives  description  of  the  hous- 
ing and  the  daily  life  of  many  of  our  ancient 
races  like  the  Sumerians,  also  a description  of 
their  country  and  livelihood  and  methods  of 
protecting  themselves  against  the  climate.  The 
second  section  covers  the  physical  properties 
of  clothing  fabrics;  studies  of  the  desert  and 
the  tropics;  protection  against  dry  cold,  wet 
cold,  and  water,  and  the  special  problem  of 
hands. 

The  book  makes  delightful  reading  because 
it  describes  the  adaptability  of  many  ancient 
civilizations  to  their  climate,  and  how  they 
guard  against  cold  and  heat  in  their  daily 
lives. 


PHYSICIAN'S  DESK  REFERENCE  To  Phar- 
maceutical Specialties  and  Biologicals.  1950. 
Five  sections  including  Alphabetical  Index, 
Drug  and  Pharmacological  Index,  Therapeu- 
tic Indications  Index,  Professional  Products 
ilnfcrmaiion  and  General  Professional  In- 
formation. J.  Morgan  Jones,  Editor  and  Pub- 
lisher with  Richard  R.  Maehler,  Editor,  Com- 
pilation and  Arrangement:  Raymond  J. 

Jaeggi,  Assistant  to  Editor  and  Publisher. 
Published  by  Medical  Economics,  Inc.,  Ruth- 
erford, New  Jersey. 

Free  to  all  physicians  upon  request  to  the 
publisher. 


THE  SALT-FREE  DIET  COOK  BOOK,  by 
Emil  G.  Conason,  M.  D.,  and  Ella  Metz,  Die- 
titian. Lear  Publishers,  105  E.  15th  St.,  New 
York,  N.  Y.  Distributed  by  Crown  Publish- 
ers. Price  $3.00. 

The  salt-free  diet  is  established  as  a tested 
and  proven  medical  treatment  for  certain  con- 
ditions related  to  the  circulatory  system.  It  has 
been  a boon  to  the  many  thousands  who  have 
been  using  it.  Its  use  is  being  rapidly  extended 
by  individual  medical  practitioners,  as  well  as 
by  hospitals  and  clinics  all  over  the  country. 

Although  scattered  information  oh  the  appli- 
cation and  benefits  of  the  salt-free  diet  has  ap- 
peared in  medical  journals  and  in  the  publica- 


tions of  some  research  institutions,  this  mate- 
rial has  never  before  been  collected  in  one  com- 
plete and  handy  reference  which  makes  avail- 
able all  the  vital  facts. 

The  author  provides  a thorough-going  his- 
tory of  the  development  of  the  salt-free  diet  in 
modern  medicine.  He  discusses  the  work  of  Doc- 
tors Gay,  Kempner,  and  Grollman,  pioneers  in 
the  application  of  the  diet,  and  then  proceeds 
to  give  you  out  of  the  experience  of  his  own 
practice  a series  of  tested  and  proven  menus. 


CURRENT  THERAPY  1950— Latest  Approved 
Methods  of  Treatment  for  the  Practicing  Phy- 
sician— Editor:  Howard  F.  Conn,  M.  D.,  Con- 
sulting Editors:  M.  Edward  Davis,  Vincent 
J.  Derbes,  Garfield  G.  D’uncan,  Hugh  J. 
Jewett,  William  J.  Kerr,  Perrin  H.  Long,  H. 
Houston  Merritt,  Paul  A.  O'Leary,  Walter  L. 
Palmer,  Hobart  A.  Reimann,  Cyrus  C.  Stur- 
gis, Robert  H.  Williams.  736  pages.  Philadel- 
phia and  London:  W.  B.  Saunders  Company, 
1950.  Price  $10.C0. 

The  new  edition  of  this  valuable  book  gives 
the  best  treatment  available  for  all  commonly 
encountered  diseases;  there  is  a new  treatment 
for  one  out  of  every  three  diseases  covered  in 
last  year’s  book.  There  has  been  marked 
changes  in  approved  treatment,  and  the  Board 
of  Consultants  have  selected  as  contributors 
269  American  authorities,  each  of  whom  is  us- 
ing, in  the  opinion  of  the  Board,  the  safest  and 
most  effective  treatment  known  to  medical 
science  for  each  particular  disease  described. 
Many  of  the  medical  profession  consider  this 
as  a most  useful  book  for  every  disease  the 
physician  is  liable  to  contact. 


DISEASES  OF  THE  FOOT:  By  Emil  D.  W. 
Hauser,  M.  S.,  M.  D.,  Associate  Professor  of 
Bone  and  Joint  Surgery,  Northwestern  Uni- 
versity Medical  School.  New,  Second  Edition. 
415  pages  with  195  figures.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  1950. 
Price  $7.00. 

The  second  edition  of  this  book  was  written 
to  serve  the  need  of  the  general  practitioner 
as  well  as  the  orthopedic  surgeon.  The  shoe 
manufacturers  seem  to  make  a concentrated 
effort  in  making  women’s  shoe  as  difficult  to 
walk  in  as  in  the  days  when  the  Chinese  wo- 
men had  to  walk  with  bound  feet.  Few  physi- 
cians realize  the  vast  importance  of  the  foot 
and  its  incasement  and  many  aches  and  pains 
of  seemingly  unknown  origin  can  be  traced  to 
the  pedal  extremities. 

This  book  is  very  timely,  brilliantly  illustrat- 
ed, and  written  in  such  a manner  that  is  easily 
understood  by  the  average  doctor  who  is  not 
familiar  with  orthopedics. 
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FREEDOM  OF  AMERICAN  MEDICINE 
Ernest  E.  Irons,  M.  D. 

President  American  Medical  Association 
CHICAGO 


American  medicine  is  recognized 
throughout  the  world  for  having  reached 
a degree  of  medical  accomplishment  never 
before  achieved.  Modern  medicine  has  re- 
duced human  suffering  from  disease  and 
has  prolonged  the  usefulness  of  citizens 
and  increased  their  comforts  of  life.  This 
progress  is  reflected  in  lower  death  rates 
and  in  greatly  reduced  incidence  of  pre- 
ventable contagious  and  other  disease.  At 
the  forefront  in  promoting  this  progress 
has  been  the  American  Medical  Association 
with  its  multiple  activities  which  include 
the  Journal  of  the  American  Medical  As- 
sociation, 10  professional  journals  devot- 
ed to  the  specialties,  and  Hygeia,  publish- 
ed for  the  information  of  the  public.  The 
Association  has  initiated  and  advocated 
the  passage  of  national  laws  to  protect  our 
people  against  adulterated,  dangerous  and 
misbranded  foods  and  drugs.  Through  its 
Council  on  Pharmacy  and  Chemistry  it  has 
promoted  the  study  and  safe  labeling  of 
medicinal  products.  Its  Bureau  of  Investi- 
gation has  continuously  exposed  quackery 
of  all  kinds  and  has  maintained  a file  in 
which  are  recorded  the  activities  of  no- 
torious quacks.  This  Bureau  operates  con- 
tinuously and  affords  source  information 
used  by  governmental  investigations  as 
well  as  popular  newspaper  and  periodical 
articles.  The  Council  on  Medical  Educa- 
tion and  Hospitals  by  diligent  labor  has 
raised  the  standards  of  medical  schools 
and  has  made  it  possible  for  the  American 
people  to  enjoy  a quality  and  quantity  of 
medical  service  unequaled  anywhere.  The 
American  Medical  Association  actively 
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supported  the  Hill-Burton  bill,  by  which 
regional  hospitals  will  be  established  in 
outlying  and  sparsely  settled  districts  in 
which  defects  in  medical  distribution  and 
service  accentuated  by  the  war  may  be 
corrected.  Other  councils  and  bureaus 
analyze  a multitude  of  medical  and  eco- 
nomic proposals  to  determine  their  safety 
before  recommending  them  to  the  public 
who  look  to  the  Association  for  guidance 
and  protection  from  frauds. 

Voluntary  Medical  Insurance 

Voluntary  medical  prepayment  insur- 
ance plans  were  early  initiated  by  medical 
groups  and  state  societies,  but  in  the  be- 
ginning often  without  sufficient  actuarial 
experience.  Until  convinced  of  the  poten- 
tial soundness  of  such  insurance,  the  House 
of  Delegates  of  the  American  Medical  As- 
sociation viewed  these  proposals  with 
doubt;  as  their  soundness  became  estab- 
lished, they  received  the  approval  of  the 
House  of  Delegates  and  have  since  been 
encouraged.  These  plans  were  begun  in 
1917 — at  first  to  correct  inferior  service 
and  abuses  of  contract  practice;  by  1948 
there  were  74  plans  in  operation,  and  their 
numbers  are  increasing.  The  health  insur- 
ance council  of  New  York  reported  that 
by  July,  1949,  60.9  million  people  were  en- 
listed in  some  form  of  voluntary  health  in- 
surance providing  hospital  care.  There  will 
be  a further  increase  this  year.  Yet  the 
American  people  still  hear  the  echo  of  the 
obsolete  statement  that  the  American 
Medical  Association  opposes  voluntary 
health  insurance. 

Recently  representatives  of  the  Ameri- 
can Medical  Association  have  participated 
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in  the  organization  of  the  World  Medical 
Association  and  in  governmental  missions 
for  the  improvement  of  medical  practice 
in  war  torn  countries  and  in  our  own 
dependencies. 

In  the  face  of  these  and  other  accom- 
plishments, the  proponents  ot  nationalized 
medicine  with  amazing  effrontery  as  a part 
of  their  insidious  propaganda  assert  that 
American  medicine  is  ultra  conservative, 
non-progressive,  unwilling  to  consider 
new  conditions.  The  proponents  of  nation- 
alized medicine  claim  that  until  they  ad- 
vanced this  political  scheme,  American 
medicine  was  doing  little  to  meet  the  needs 
of  the  people  and  that  health  conditions 
were  appalling. 

The  medical  profession  has  always  as- 
sumed that  its  purposes  are  non-sectarian 
and  non-political.  Medicine  affords  a com- 
mon ground  on  which  physicians  of  all  na- 
tions, beliefs  and  political  opinions  may 
meet  for  the  exchange  of  knowledge  and 
for  the  promotion  of  the  health  of  all  the 
people.  This  singleness  of  interest  and 
cosmopolitan  point  of  view  of  the  physi- 
cian is  proper  and  is  inherent  in  his  pro- 
fession. It  has,  however,  often  led  to  his 
neglect  of  political  and  economic  changes. 
He  has  been  so  absorbed  in  the  utilization 
of  the  new  tools  given  him  by  advancing 
science  for  the  care  and  cure  of  his  pa- 
tients that  he  has  assumed  that  the  atmos- 
phere of  freedom  and  opportunity  of 
America  in  which  the  marvels  of  Ameri- 
can medicine  have  been  created  will  con- 
tinue and  can  never  be  taken  away.  He 
shares  with  the  average  citizen  a sense 
of  security  and  of  individual  freedom  so 
deeply  rooted  that  any  loss  of  this  free- 
dom is  inconceivable.  As  a result  both  he 
and  the  average  citizen  exhibit  a danger- 
ous complacency  toward  alarming  social 
and  medical  changes.  Our  heritage  of 
American  freedom  is  now  threatened,  and 
the  ground  already  has  been  broken  for 
the  erection  here  in  America  of  a welfare 
state.  Under  the  promise  of  social  benefits 
which  all  of  us  desire,  the  American  peo- 
ple are  being  led  into  loss  of  their  funda- 
mental freedoms.  The  advocates  of  na- 
tionalized medicine  are  perpetrating  a de- 
ception which  may  well  be  ruinous  to  the 
country  and  ultimately  to  themselves. 
This  is  the  reason  why  medicine  must  turn 
from  its  traditional  single-minded  devoted- 
ness to  science  and  service  and  participate 
in  political  actions. 

This  deception  is  integrated  in  the  plan 
of  those  who  would  convert  our  free 
America  into  a Marxist  state.  From  the 


beginning  it  was  evident  that  any  frontal 
attack  on  American  institutions  by  Marx- 
ism would  fail.  The  attack  must  therefore 
be  indirect  and  insidious.  Fifty  years  ago 
the  Marxian  theories  of  government  were 
not  entirely  discredited,  although  their 
fallacies  were  being  revealed  by  economic 
experience.  Some  of  the  social  injustices 
which  Marx  hoped  to  cure  had  been  cor- 
rected by  a growing  consciousness  of  so- 
cial responsibility,  but  many  remained. 
Bismarck’s  earlier  sop  to  socialism  had  been 
first  regarded  as  a Marxist  victory;  later 
it  proved  to  be  as  fatal  to  social  advance- 
ment as  it  was  to  the  imperialistic  designs 
of  Bismarck. 

Social  injustice  and  unrest,  always  pre- 
liminary to  the  recrudescences  of  social- 
ism, were  accentuated  by  the  destruction 
of  property  and  morals  of  World  War  I; 
National  Socialism  began  to  flourish  in 
Germany.  The  leadership  of  a Hitler  was 
all  that  was  needed  to  carry  the  socialist 
state  to  its  end.  Lenin  also  adopted  the 
Marxian  program  and  carried  it  a step 
further.  The  control  of  measures  for  the 
health  of  the  people  is  an  essential  part 
of  a program  of  state  regimentation  and 
dictatorship. 

Nationalized  Medicine  is  Socialistic 

Neither  form  of  socialism  would  meet 
the  desires  of  the  American  people,  nor  of 
our  political  leaders  as  substitutes  for  the 
American  democracy;  yet  that  is  the  un- 
acknowledged goal  of  those  who  are  hop- 
ing to  foist  nationalized  medicine  upon 
us.  This  wily  attack,  which  has  deceived 
even  some  of  our  foremost  political  lead- 
ers, whose  personal  patriotism  is  unques- 
tioned, began  formally  in  1916  when  a bill 
was  introduced  in  the  Congress  to  provide 
a nationalized  system  of  medical  care 
modelled  on  the  national  health  insurance 
or  panel  system  developed  by  Lloyd 
George  in  England  in  1912.  Since  then  the 
tempo  of  production  of  proposed  laws  of 
similar  import  has  increased;  we  are  now 
offered  a current  edition  under  the  title 
of  senate  bill  1679.  The  preamble  to  this 
bill  contains  phrases  such  as:  “.  . . .inability 
of  our  people  to  meet  the  shattering  cost 
of  serious  or  chronic  illness;”  “inability  to 
benefit  from  modern  preventive  medi- 
cine;” “critical  shortages  of  physicians, 
dentists,  hospitals,  etc.;”  “development  of 
research  on  a scale  appallingly  inadequate 
in  relation  to  the  dreadful  cost  of  disease;” 
“almost  total  lack  of  decent  medical  care.” 
These  words  “dreadful,”  “critical”  and 
“appalling”  are  calculated  to  create  in  the 
mind  of  the  reader  an  entirely  false  pic- 
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ture  of  medical  practice  in  the  United 
States. 

Everyone  knows  that  there  are  faulis 
in  distribution  of  medical  facilities  and 
care,  and  that  help  in  carrying  the  finan- 
cial burden  of  serious  illness  is  necessary. 
The  implication  that  these  inadequacies 
brand  our  entire  medical  system  as  bad  is 
contrived  to  deceive  the  people  as  to  the 
facts. 

The  preamble  continues:  “because  these 
conditions  cannot  effectively  be  remedied 
under  the  present  system  of  payment  for 
medical  care  or  under  any  voluntary  in- 
surance system. ...”  This  is  an  assumption 
necessary  to  the  promotion  of  the  socialist 
state  and  corresponds  to  Marx’s  “increas- 
ing misery  of  the  masses.” 

As  a final  compelling  reason  for  the 
nationalization  of  medicine  by  a compul- 
sory tax  is  the  following  gem  offered  by 
the  proponents  of  senate  bill  1679;  “Be- 
cause a medical  dole  as  an  answer  to  this 
problem  is  repugnant  to  the  American  peo- 
ple and  would  certainly  result  in  a sys- 
tem of  state  medicine  paid  for  from  tax 
funds  and  rendered  by  regimented  doc- 
tors....” (Line  8,  pg.  7,  S.B.  1679).  Thus 
they  propose  to  stampede  the  American 
people  into  accepting  the  medical  system 
of  a welfare  state  through  inciting  fear  of 
the  very  system  they  advocate.  This  is  the 
essence  of  deception  and  demagogery. 

The  falsity  of  their  statements  based  on 
draft  statistics  has  already  been  exposed, 
but  the  false  conclusions  are  continued  in 
their  propaganda. 

In  devolping  this  great  deception  the 
proponents  of  nationalized  medicine  have 
drawn  to  their  support  many  worthy  citi- 
zens who  earnestly  desire  the  correction 
of  social  difficulties  and  injustices.  These 
well-intentioned  people,  including  some 
physicians,  have  either  failed  to  recognize 
the  governmental  results  of  socialism,  or 
recognizing  the  ultimate  outcome,  conceal 
this  knowledge  for  ulterior  purposes. 
Some  are  emotionally  swayed  by  a desire 
to  hasten  the  medical  millennium.  Their 
ideals  are  admirable;  their  knowledge  of 
history  limited;  their  economic  vision 
myopic.  Some  of  these  physicians  have  no 
personal  experience  in  the  general  prac- 
tice of  medicine  and  enamored  of  the  false 
beauties  of  the  welfare  state  they  are  de- 
ceived as  to  the  inevitable  outcome 
should  their  efforts  be  successful.  They 
are  impressed  by  the  vision  of  the  welfare 
state  in  which  everyone  will  have  for 
nothing,  everything  he  wants.  They  fail 
to  see  the  moral  decadence  which  results 


from  the  loss  of  individual  responsibility 
and  the  necessity  of  incentive  to  personal 
effort.  Some  seem  to  speak  in  an  emotional 
dreamstate,  conscious  of  social  changes, 
uninformed  of  the  facts  of  history  by 
which  effects  of  proposed  remedies  can 
be  predicted,  and  oblivious  of  the  incon- 
sistencies and  contradictions  of  their  own 
arguments.  They  give  lip  service  to  free- 
dom in  medicine;  they  dislike  reference  to 
free  enterprise. 

Free  Medical  Care's  Glamour 
Is  Superficial 

Social  and  welfare  workers  are  often 
deceived  by  the  superficial  glamour  of 
good  will  of  a program  which  offers  free 
medical  care  to  everyone.  Next  to  the  phy- 
sician, social  workers  see  more  of  the 
seamy  side  of  life  than  do  others  interested 
in  social  welfare.  Their  thought  is  prop- 
erly for  the  unfortunate  and  they  are  in- 
clined to  grasp  any  means  offered  for  his 
immediate  help.  Many  welfare  workers 
are  devoted  to  the  concept  that  the  more 
that  can  be  done  for  those  in  trouble  the 
better  the  results;  yet  great  leaders  of 
welfare  know  that  the  only  hope  for  the 
unfortunate  is  to  develop  his  self-reliance 
and  ultimate  personal  responsibility.  The 
primary  aim  should  be  the  social  rehabili- 
tation of  the  welfare  client  so  that  he  may 
become  again  a useful  member  of  society. 
His  sense  of  individual  responsibility  and 
the  incentive  for  effort  must  not  be  im- 
paired, otherwise,  well-intentioned  wel- 
fare efforts  will  contribute  only  to  civic 
delinquency.  The  means  test,  so  strongly 
opposed  by  socialistically  inclined  welfare 
workers  and  by  those  who  would  secure 
votes  at  the  expense  of  the  state,  is  in 
reality  the  safeguard  of  the  citizen  who  is 
temporarily  in  difficulty  and  who  with 
proper  encouragement  will  become  again 
a self-supporting  and  respected  member 
of  society. 

Local  administration  of  medical,  social 
and  financial  help  to  the  needy  is  more  ef- 
fective than  any  other.  Federal  adminis- 
tration benefits  those  who  hold  adminis- 
trative positions  in  Washington;  it  en- 
courages inefficiency  and  waste  and  con- 
tributes its  share  to  a socialistic  transfor- 
mation of  our  republic.  It  presents  all  the 
disadvantages  of  non  resident  ownership 
of  a feudal  system  with  the  added  danger 
of  enormous  power  of  deception  of  the 
masses  not  possible  in  former  centuries. 

Proponents  of  socialized  medicine  are 
taking  advantage  of  the  political  flounder- 
ing in  which  Washington  finds  itself  fol- 
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lowing  two  wars.  At  this  critical  time  they 
plan  to  add  an  additional  burden  to  our 
economy  already  overtaxed  by  attempts 
to  ward  off  the  same  dangers  into  which 
they  would  plunge  us. 

Political  leaders  also  are  victims  of  this 
ruinous  deception.  Some  have  been  led  to 
espouse  nationalization  of  medicine  as  a 
broad  plank  in  their  political  platforms. 
They  follow  the  leadership  of  the  depres- 
sion of  the  1930s  which  sought  political 
capital  and  votes  by  attempting  to  intro- 
duce class  consciousness  and  a managed 
economy  into  American  politics,  a proced- 
ure characteristic  of  Marxian  technic.  The 
American  two  party  system  of  elections 
and  government,  which  have  carried  us 
successfully  through  almost  two  centuries 
of  growth  to  power  and  accomplishment, 
provides  for  decisions  by  the  people  on 
broad  issues,  moral,  economic  and  politi- 
cal, but  without  reference  to  class.  We  are 
all  citizens  equal  before  the  law. 

Political  leaders  are  led  to  believe  that 
the  demand  for  sweeping  medico-social 
changes  comes  from  the  mass  of  the  peo- 
ple, whereas  the  real  source  of  this  manu- 
factured demand  is  the  group  of  bureau- 
cratic officials  in  Washington  who  would 
be  the  only  ones  ultimately  benefited. 
They  have  not  hesitated  to  divert  federal 
funds  to  the  purposes  of  their  propaganda. 

The  real  issue  now  is  not  that  of  a Demo- 
cratic or  Republican  party  platform;  it  is 
whether  we  shall  retain  the  freedom  of  a 
democratic  type  of  government  in  our  re- 
public or  shall  succumb  to  state  absolutism 
and  dictatorship. 

The  Average  Man 

The  greatest  deception  is  that  directed 
to  the  average  man.  He  is  told  first  that 
nationalized  medicine  will  give  him  for 
nothing  service  never  previously  equaled. 
It  is  implied  that  medical  care  generally 
is  bad  and  that  only  nationalized  medicine 
can  save  it  from  becoming  worse.  The 
average  man  is  not  told  that  wherever 
medical  care  has  been  regimented  by  gov- 
ernment, the  quality  of  that  care  has  de- 
clined. Already  the  information  seeping 
in  from  England  indicates  that  less  than 
a year  of  nationalized  medicine  brought 
deterioration  in  quality  of  services  render- 
ed. The  average  American  would  not  ex- 
change what  he  has  in  his  own  community 
for  such  medical  care  if  he  were  fully  in- 
formed, but  the  propaganda  of  the  sociali- 
zes is  so  urgent  that,  without  personal 
information,  he  is  led  to  believe  that  he  is 
being  deprived  of  free  and  superior  medi- 


cal care.  Every  effort  is  made  to  make  him 
dissatisfied  with  what  he  has  in  order  to 
stimulate  a desire  for  change.  Local  in- 
adequacies of  medical  care,  which  are 
gradually  being  corrected  either  through 
local  community  efforts  or  by  establish- 
ment of  hospitals  in  sparsely  settled  areas, 
are  magnified. 

The  average  man  is  deceived  not  only 
as  to  the  quality  of  care  he  will  get  but 
as  to  its  cost  to  him.  One  and  one-half  per 
cent  of  his  pay  is  demanded  at  first.  He  is 
not  made  aware  that  as  the  program  de- 
velops the  tax  will  rise  to  six  or  even  to 
nine  per  cent,  part  of  which  he  will  pay  in 
direct  tax,  and  more  indirectly  in  the  in- 
creased cost  of  the  necessities  of  life  which 
he  must  buy. 

The  worker  does  not  stop  to  think  that 
already  20  to  25  per  cent  of  his  daily  earn- 
ings are  already  taken  foy  government, 
local,  state  and  federal,  for  the  most  part 
in  hidden  taxes.  Now  his  government  pro- 
poses to  tax  him  on  the  pretext  that  he 
will  receive  medical  care  better  than 
that  which  he  has  been  receiving,  and  yet 
all  experience  in  the  past,  as  in  Germany, 
and  as  now  confirmed  by  the  experience 
of  England’s  first  year  of  nationalized 
medicine,  indicates  that  medical  care  be- 
comes inferior  with  regimentation  by  gov- 
ernment. 

British  Physicians  Deceived 

British  physicians  were  deceived  by  the 
promises  of  their  socialist  government. 
Medical  practitioners  in  Britain  are  divid- 
ed into  two  general  groups,  consultants 
and  general  practitioners.  Both  groups 
were  at  first  strongly  opposed  to  nationali- 
zation of  medical  practice  and  so  express- 
ed themselves  in  a plebiscite.  They  had 
had  opportunity  to  see  something  of  its 
operation  under  the  panel  system  of  Lloyd 
George  and  could  evaluate  the  alleged  ad- 
vantages to  those  who  had  had  little  or 
nothing  before,  and  the  disadvantages  to 
those  who  would  be  dissatisfied  with  a sta- 
tic and  retrogressive  medical  program. 
The  government  went  then  to  the  consul- 
tants and  said,  “It  doesn’t  matter  about 
the  general  practitioners.  Your  interests 
will  be  preserved  in  your  hospital  connec- 
tions.” A vote  was  arranged  to  be  taken 
on  the  same  day  and  hour  by  each  of  the 
Royal  Colleges  of  Physicians,  Surgeons 
and  Obstetricians,  so  that  neither  could 
know  the  vote  of  the  others.  Then  the  gov- 
ernment went  to  the  general  practitioners 
and  said,  “What  we  really  want  to  do  is  to 
take  care  of  you.”  And  so  the  general  prac- 
titioners feeling  that  they  were  deserted 
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by  the  consultants  agreed  to  another  plebi- 
scite which  resulted  in  agreement  to  go  a- 
long  with  the  government  by  a vote  of  52 
to  48  per  cent.  Now  the  hospitals  have 
been  taken  over  by  government  and  the 
sick  must  wait  weeks  or  months  for  hos- 
pital admissions.  The  patient-physician  re- 
lation has  been  destroyed. 

Under  the  new  program  each  practition- 
er is  paid  a yearly  capitation  fee  for  each 
member  of  his  panel.  He  must  have  from 
2,000  to  4,000  persons  on  his  panel  in  order 
to  live.  But  a panel  of  this  size  results  in 
so  large  a daily  attendance  at  his  office 
that  patients  are  obliged  to  stand  in  long 
lines  waiting  their  turn,  and  can  only  re- 
ceive a moment  or  two  of  the  doctor’s 
time.  This  possibly  is  all  that  some  of  them 
require,  since  they  came  to  get  something 
for  nothing,  but  the  patient  with  early 
symptoms  of  serious  disease  such  as  can- 
cer or  tuberculosis  receives  the  same 
superficial  attention  instead  of  a thorough 
examination,  and  the  disease  which  might 
have  been  recognized  and  arrested  is  al- 
lowed to  grow  to  more  serious  stage. 

This  kind  of  medical  practice  is  foreign 
to  the  ideals  of  American  medicine.  We 
spend  millions  for  the  detection  of  early 
tuberculosis  and  cancer  and  more  millions 
for  research  in  these  diseases.  To  establish 
a system  which  leads  to  superficial  exami- 
nations and  delay  in  detection  of  these  dis- 
eases for  which  we  are  spending  millions 
to  prevent  and  cure,  does  not  make  sense. 

The  public  are  thus  deceived  as  to  the 
quality  of  service  they  would  receive  and 
its  cost  to  them. 

Compulsory  sickness  insurance  involves 
certain  financial  fallacies  which  have  been 
glossed  over  by  those  who  have  devised 
the  compulsory  insurance  program.  Lead- 
ing economists  have  pointed  out  repeated- 
ly that  the  cost  of  a full  compulsory  in- 
surance program,  which  would  start  at  a- 
bout  4 billion  dollars,  will  steadily  rise  to 
12  billions  or  more  per  year.  In  a recent 
discussion  of  a program  of  old  age  and 


disability  insurance,  a writer  noted  that 

“ it  is  not  necessary  for  the  government 

to  operate  a social  insurance  as  if  it  were 
a private  pension  plan  because  the  taxing 
power  of  the  government  can  create 
revenues,  whereas  the  private  company 
cannot.”  This  can  only  mean  further  di- 
version of  general  taxes;  more  deficit 
spending,  and  further  progress  of  infla- 
tion. 

We  are  told  that  it  should  be  possible  to 
increase  the  national  income  of  this  coun- 
try up  to  3 hundred  billion  a year.  We  are 
already  dealing  in  59  cent  dollars.  Do  we 
wish  to  turn  to  25  cent  dollars  with  an- 
other doubling  of  costs  of  necessities  of 
life?  A large  factor  in  present  British  fi- 
nancial troubles  is  the  imposition  on  an 
already  overburdened  exchequer  of  a 
wasteful  socialistic  medical  program,  inef- 
ficient and  unsatisfactory  in  operation, 
and  destructive  of  quality  of  medical  ser- 
vice. 

The  great  deception  of  nationalized 
medicine  has  already  gone  far  in  mislead- 
ing the  American  public.  Many  people  ac- 
cept as  truth  anything  that  is  told  them. 
Politicians  usually  keen  to  see  through 
trickery  have  been  hoodwinked.  Mer- 
chants and  manufacturers  occupied  with 
the  problems  of  their  business,  like  physi- 
cians concerned  with  their  practices,  have 
been  lulled  into  ihaction  by  the  slogan,  “It 
can’t  happen  here.”  It  can  and  is  happen- 
ing here;  nationalization  of  business  is 
followed  by  nationalization  of  labor,  and 
the  welfare  state  may  well  lead  to  a so- 
cialist dictatorship. 

Medicine  is  now  at  the  forefront  of  a 
battle  which  involves  not  medicine  alone, 
but  the  independence  of  the  other  profes- 
sions, of  the  merchant,  of  the  manufactur- 
er, and  ultimately  of  labor.  Some  prelim- 
inary skirmishes  have  been  won,  but 
there  lies  ahead  the  fight  to  preserve,  a- 
gainst  deceptive  socialistic  encroachment, 
our  American  democracy,  and  our  Ameri- 
can freedom. 


Hives  due  to  allergic  reaclion  to  sunlight  is 

a rare  condition.  Dr.  Stephen  Epstein,  Marsh- 
field, Wisconsin,  however,  reports  two  cases 
in  great  detail  in  the  July-August  issue  of  the 
ANIMALS  OF  ALLERGY,  the  official  maga- 
zine of  the  American  College  of  Allergists.  In- 
terestingly enough,  the  condition  may  be  trans- 


ferred by  injecting  some  of  the  patient’s  blood 
serum  into  the  skin  of  a normal  individual. 

The  ordinary  protective  creams  which  are 
effective  against  sun-burn  are  not  effective 
because  they  do  not  protect  against  the  longer 
ultra-violet  rays. 
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MEDICAL  THYROIDECTOMY  IN  GENERAL  PRACTICE 
Garneii  J.  Sweeney,  M.  D. 

LIBERTY 


It  shall  be  my  intention  to  present  brief- 
ly some  of  the  recent  developments  in  the 
management  of  hyperthyroidism,  to  re- 
port the  treatment  of  thirty-four  indivi- 
duals in  private  rural  practice  with  thiou- 
racil  and  propyl-thiouracil,  and  to  em- 
phasize the  importance  of  considering 
thyrotoxicosis  as  the  possible  causative,  or 
at  least  contributing  factor  in  the  patients 
with  predominant  pictures  of  congestive 
failure,  hypertension  and  auricular  fibril- 
lation. 

Thyrotoxicosis 

Thyrotoxicosis,  until  a few  years  ago, 
was  essentially  a surgical  problem,  and 
efforts  of  the  medical  profession  were  di- 
rected towards  reducing  operative  mor- 
tality. The  advent  of  the  thiouracils  and 
radio-iodine  is  now  accentuating  the  medi- 
cal management  of  this  age-old  affliction. 
Probably  the  changeability  of  treatment 
for  thyrotoxicosis  is  due  to  the  fact  that  its 
causation  is  poorly  understood,  and  results 
are  as  yet  not  entirely  satisfactory  with 
any  type  of  therapy. 

Present  Day  Therapy 

The  rationale  of  present  day  therapies 
is  based  on  the  theory  that  the  central 
nervous  system  plays  an  important  role  in 
regulating  the  production  and  release  of 
thyrotropin  which,  in  turn,  governs  the 
production  of  thyroid  hormone.  Anything 
which  decreases  the  production  of  thyroid 
hormone  or  antagonizes  its  action  will 
cause  a remission  in  thyrotoxicosis.  Pro- 
pyl-thiouracil, through  its  antagonism  to 
the  thyroid  hormone,  will  produce  remis- 
sion in  a satisfying  percentage  of  cases. 
Recent  reports  from  our  leading  endocrine 
centers  have  presented  careful  analysis  of 
the  comparative  efficiency  of'  medical  and 
surgical  treatment  of  .he  toxic  thyroids; 
and  it  shall  not  be  my  intention  to  suggest 
that  the  ensuing  presentation  of  onlv 
thirty-four  cases,  treated  medically  in 
general  practice,  should  add  or  detract 
from  either  method. 

Use  of  Propyl-fhiouracil 

I should  like,  however,  to  report  these 
cases  as  representative  of  the  thyroid 
problems  manageable  by  the  general  prac- 

Read  before  the  Kentucky  State  Medical  Association, 
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titioner,  and  to  analyze  results  upon  the 
basis  of  whether  or  not  satisfactory  clini- 
cal improvement  was  procured  and  main- 
tained with  propyl-thiouracil.  Our  lead- 
ing centers  of  thyroid  study  have  divided 
candidates  for  propyl-thiouracil  into  the 
following  groups: 

I.  Children  with  mild  to  moderately  se- 
vere, diffuse  toxic  goiters. 

II.  Female  patients  over  thirty  years  of 
age  with  mild  thyrotoxicosis  and  small 
goiters. 

III.  Patients  who  have  had  one  or  more 
thyroidectomies. 

IV.  Any  case  where  good  surgery  or 
radio-iodine  is  not  available. 

V.  Patients  who  are  not  physically  able 
to  undergo  surgery. 

Case  Reports 

The  cases  I am  reporting  fall  generally 
into  groups  three,  four,  and  five. 


Number  of  cases  34 

Exophthalmics  2 

Diffuse  Toxic  20 

Nodular  Toxic  12 

Cases  over  60  years  of  age  15 
Cases  over  50  years  of  age  25 
Patients  with  predominant  picture  of: 
Cardiac  Failure  7 

Auricular  Fibrillation  8 
Hypertension  10 


Of  the  thirty-four  cases  treated,  twenty- 
six  have  experienced  satisfactory  to  excel- 
lent clinical  improvement.  Two  large  nod- 
ular cases  of  long  standing  did  not  im- 
prove and  one  has  since  been  satisfactor- 
ily treated  surgically  but  the  other  is  con- 
sidered inoperable.  Three  patients  were 
discontinued  because  of  progressive  leu- 
copenia  to  below  4200;  two  patients  ex- 
perienced febrile  reactions  to  the  drug, 
and  two  others  with  malignant  hyperten- 
sion, did  not  respond  and  'the  treatment 
was  discontinued. 

Case  No.  I:  D.  R.,  age  64.  W.  M.:  This  re- 
tired merchant  had  hemiplegia  four 
years  ago  from  which  he  recovered, 
but  fatigue,  dyspnea,  blood  pressure  of 
200  over  105,  and  pulse  rate  of  90  to 
100  did  not  improve  on  any  medication. 
By  July  1948,  he  was  considered  criti- 
cally ill  and  had  been  completely  dis- 
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abled  for  five  months.  Dyspnea  was  so 
marked  that  Basal  Metabolic  Rate  was 
not  feasible,  but  due  to  the  presence  of 
questionable  diffuse  enlargement  of  thy- 
roid and  inability  to  help  him  in  any 
other  way,  he  was  placed  on  propyl-thiou- 
racil.  Response  was  immediate  and  subse- 
quent B.M.R.’s  have  been  around  +16  to 
+ 20.  This  patient  has  been  on  the  drug 
twelve  months.  He  is  now  able  to  fish  a- 
gain  and  is  very  happy  with  his  physical 
status.  Hyperthyroidism,  in  this  instance, 
was  certainly  ‘masked’  and  was  missed  by 
myself  and  two  of  the  best  internists  be- 
cause of  the  predominance  of  the  findings 
of  cardiac  failure  and  hypertension. 

Case  No.  II:  Mrs.  E.  B.,  35  years,  W.  F.: 
This  lady  had  thoracoplasty  on  left  for 
moderately  advanced  pulmonary  tubercu- 
losis in  April  1948.  Her  pulse  remained  ele- 
vated and  she  failed  to  improve  clinically. 
Treatment  of  a small  pea-like  nodule  of 
thyroid  with  P.  T.  was  instituted  June  22, 
1948.  She  immediately  began  to  improve 
subjectively  and  objectively  and  her  latest 
B.M.R.  is  + 12.  Recent  reports  from  T.B. 
clinic  in  Louisville  indicate  quiescence 
and  she  is  happy  and  at  work  again. 

Case  No.  Ill:  D.  W.  79  years,  W.  F.:  This 
woman,  when  first  seen  on  June  20,  1948, 
had  marked  congestive  failure  with  auri- 
cular fibrillation,  and  with  the  history  of 
having  been  treated  for  high  blood  pres- 
sure and  heart  failure  for  twenty  years. 
She  was  completely  digitalized,  blood 
pressure  196  over  110,  pulse  rate  was  ap- 
proximately 94,  she  had  a pea-like  nodule 
on  isthmus  of  thyroid  and  her  B.M.R. 
reading  was  + 72.  Upon,  propyl-thiouracil, 
she  has  improved  markedly;  her  blood 
pressure  has  been  within  normal  limits 
for  five  months  and  she  is  compensated 
with  only  an  occasional  extra-systole.  This 
lady  is  most  definitely  happy  and  is  doing 
small  chores  around  the  house. 

Case  No.  IV:  G.  M.  19  years.  W.  F.:  This 
girl  had  as  marked  an  exophthalmos  as  I 
have  ever  seen  and  was  quite  toxic  with 
B.M.R.  of  + 85,  weight  112  pounds,  and 
pulse  rate  of  120  when  propyl-thiouracil 
was  started  in  October  1948.  She  had  had 
two  operations,  one  in  1944,  another  in  1946, 
with  deep  x-ray  therapy,  but  the  goiter 
mass  had  recurred  to  size  of  hen  egg  on 
each  side.  She  has  gradually  improved 
and  exophthalmos  is  now  only  slightly 
disfiguring  (goiter  mass  is  only  one-third 
its  original  size).  Her  B.M.R.  is  + 1,  her 
weight  is  126  pounds,  her  pulse  rate  is  74, 
and  she  is  at  full  work  and  is  happy. 

She  shall  be  carried  at  a normal  meta- 


bolic level  until  the  fullest  possible  re- 
gression of  tumor  mass  and  exophthalmos 
has  occurred. 

Case  No.  V:  R.  B.  32  years.  W.  M.:  This 
man  was  operated  for  exophthalmic  goiter 
by  the  Veterans  Administration  in  Octo- 
ber 1946.  His  exophthalmos  remained  ex- 
tremely disfiguring  and  he  was  started  on 
propyl-thiouracil  in  July  1948.  Clinical  im- 
provement was  not  observed  on  200  mg. 
daily  until  about  three  months  later,  at 
which  time  marked  regression  of  the  ex- 
ophthalmos began  and  has  continued.  Now 
he  appears  almost  normal,  feels  fine,  and 
works  full  time. 

Case  No.  Vjl:  W.  E.  R.  73  years.  W.  M.: 
Hypertensive  for  fifteen  years,  this  man 
had  a stroke  in  1948.  He  recovered  from 
paralysis  but  his  general  physical  condi- 
tion declined  and  he  was  totally  disabled 
until  he  was  started  on  thiouracil  on  May 
22,  1947.  No  thyroid  tumor  was  palpable, 
B.M.R.  was  + 60,  and  his  weight  124 
pounds.  He  now  weighs,  two  years  later, 
140  pounds,  feels  fine,  and  works  every 
day.  Although  his  B.M.R.  dropped  to  + 20, 
there  has  been  no  appreciable  change  in 
height  of  blood  pressure.  But,  he  looks  well 
and  feels  good  at  73  years  of  age  for  the 
first  time  in  several  years. 

Case  No.  VII:  L.  O.  B.  64  years  W.  M.: 
This  bank  cashier  gave  history  of  having 
had  ‘inflammatory  rheumatism’  in  child- 
hood and  again  at  the  age  of  48,  with  heart 
involvement.  He  had  swollen  feet  and 
ankles,  extreme  dyspnea,  and  frequent  at- 
tacks of  asthma  for  which  hypos  were  re- 
quired. He  was  seen  by  one  of  our  leading 
cardiologists  seven  years  ago  and  was  put 
on  congestive  failure  regime,  was  digital- 
ized, and  has  taken  ammoniun  chloride 
ever  since  with  frequent  shots  of  salyrgan. 
At  the  time  of  the  first  examination  on 
March  27,  1948,  he  had  showers  of  moist 
rales  in  bases  of  both  lungs,  and  was  al- 
most too  dyspneic  to  talk.  Transverse  di- 
ameter of  his  heart  was  19  cms.  with  chest 
measuring  30  cms.  There  was  slight  sym- 
metrical enlargement  of  thyroid  gland 
with  B.M.R.  of  + 97.  He  took  propyl-thiou- 
racil from  time  of  first  examination  for 
fourteen  months.  His  general  appearance 
improved  markedly;  all  rales  disappeared 
and  at  the  time  of  the  last  examination  on 
June  2,  1949,  his  heart  measured  17%  cms., 
B.M.R.  was  + 13,  he  was  working  full 
time,  and  reported  he  had  not  felt  so  well 
in  many  years.  Two  days  later,  however, 
he  died  suddenly,  while  working,  from  an 
apparent  coronary  thrombosis.  Incidental- 
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ly,  plus  three  varicosities  were  present  in 
both  legs. 

This  patient’s  death  from  causes  unrelat- 
ed to  his  medication  serves  to  stress  the 
importance  of  regular  monthly  white 
counts  and  physical  examination  of  these 
patients.  Most  ot  them  are  living  on  bor- 
rowed time  and  it  is  reassuring  to  know 
that  agranulocytosis  or  other  drug  reac- 
tions were  not  instrumental  in  terminat- 
ing a patient’s  life. 

Of  tne  thirty-four  cases  treated  in  gen- 
eral practice,  it  is  interesting  to  note  that 
lilteen  were  over  sixty  years  of  age,  and 
twenty-three  were  over  tiftv  years  of  age. 
Although  thyrotoxicosis  is  supposed  to  be 
a rather  rare  disease  in  the  aged,  our  lead- 
ing investigators  in  this  field  are  finding 
a marked  increase  of  toxic  goiter  in  older 
people.  This  is  satisfactorily  explained  by 
the  fact  that  more  old  people  are  with  us 
today  than  ever  before  and  the  profession, 
with  its  realization  that  these  people  can 
be  helped  without  the  risks  of  surgery,  is 
ever  more  alert  in  diagnosis. 

Symptoms  in  the  Aged 

The  symptoms  of  hyperthyroidism  in  the 
aged  diner  somewhat  irom  those  of  young- 
er people.  The  most  marked  change  is  the 
diminution  in  the  degree  of  nervousness. 
With  each  decade  the  “jitteriness,”  exces- 
sive motion,  rapid  speech,  and  tremor  di- 
mmish in  intensity  until,  in  older  age, 
they  are  often  hardly  noticeable.  Levine0 
gave  the  name  ‘masked  hyperthyroidism’ 
to  a group  of  thyrotoxic  patients  in  whom 
symptoms  referable  to  the  heart  were  so 
predominant  that  the  underlying  cause  of 
the  heart  failure  could  be  easily  overlook- 
ed. Lahey"’  used  the  term  ‘apathetic  thy- 
roidism’  to  aptly  describe  the  character  of 
hyperthyroidism  in  a large  group  of  pa- 
tients of  middle  age  or  past.  Eight  of  the 
twenty-three  patients  here  reported  over 
50  years  of  age  presented  such  a picture  as 
to  tall  in  these  so-called  ‘masked  or  apathe- 
tic’ groups.  A slight  elevation  of  basal  me- 
tabolic rate  in  older  people  is  of  more  sig- 
nificance than  in  younger  people.  This  is 
probably  due  to  the  slowing  down  of  cell 
metabolism  in  the  aged  with  resultant 
lower  so-called  normal  basal  metabolic 
rate. 

Of  the  fifteen  people  over  sixty  years  of 
age  treated,  seven  were  in  cardiac  failure 
at  the  onset  of  treatment  and  eight  exhi- 
bited auricular  fibrillation.  The  frequency 
of  these  two  findings  is  stressed  by  Seed 
and  Lindsay7  in  their  report  of  one  hun- 
dred cases  of  hyperthyroidism  in  the  aged. 


Propyl- thiouracil 

It  seems  that  propyl-thiouracil  is  an  im- 
portant additional  means  by  which  the 
general  practitioner  may  accomplish  what 
the  laity  expects,  and  indeed  what  the 
medical  profession  is  continually  trying 
more  efficiently  to  perform,  that  is,  to  re- 
tard basic  deterioration  in  such  a manner 
that  the  patient  is  enabled  to  live  more 
nearly  the  life  that  suits  his  fancy  without 
catastrophe  or  compromise.  It  might  be 
well  to  emphasize  that  the  drug  is  a quite 
toxic  one  and  may  be  used  safely  only  if 
the  following  rules  are  observed. 

1.  Never  exceed  a dosage  of  300  mg. 
daily. 

2.  Check  the  patient’s  general  status  at 
periodic  intervals. 

3.  Instruct  the  patient  to  stop  the  drug 
if  not  feeling  well  and  to  communicate 
with  you  immediately,  especially  if  there 
is  fever,  sore-throat,  or  sore  mouth. 

4.  Check  white  blood  count  at  onset  of 
treatment,  weekly  for  three  weeks,  and 
at  least  once  monthly  for  duration  of 
treatment.  Stop  treatment  if  count  falls 
below  4000  and  remains  there  for  over  one 
week. 

5.  Do  periodic  metabolic  determinations 
to  prevent  the  institution  of  hypothyroid- 
ism. 

Summary  and  Conclusions 

I.  Two  cases  of  successful  reduction 
of  long  standing  exophthalmos  with 
propyl-thiouracil  are  reported. 

II.  The  treatment  of  thirty-four  chroni- 
cally ill  patients  with  thiouracil  and  pro- 
pyl-thiouracil is  reported  and  analyzed. 
Duration  of  treatment  has  been  from  a 
few  months  to  over  three  years. 

III.  Propyl-thiouracil  is  an  important 
addition  to  the  general  practitioners’  arma- 
mentarium, and  if  used  carefully,  affords 
gratifying  results  in  many  otherwise  help- 
less and  hopeless  individuals. 

IV.  The  co-existence  of  tuberculosis, 
rheumatic  heart  disease,  long  standing 
hypertension  with  congestive  failure  and 
previous  partial  hemiplegias  have  present- 
ed problems  in  evaluating  the  presence  or 
absence  of  thyrotoxicity,  and  at  times 
therapeutic  trial  in  selected  seriously  ill 
patients  has  seemed  justifiable,  provided 
the  aforementioned  rules  of  treatment 
were  observed. 
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DISCUSSION 

C.  C.  Howard,  Glasgow:  If  I did  not  do  any 
thing  but  get  up  here  and  say  “Amen”  that 
would  be  worth  it. 

This  is  an  excellent  paper  by  a man  in  a 
small,  rural  county  seat  in  ,a  good  rural  coun- 
ty; he  has  a large  practice,  eight  or  ten  thou- 
sand people  to  care  for.  How  he  had  time  to 
assemble  all  of  this  is  something,  outstanding. 
This  is  clinical  research. 

I think  it  would  be  a good  thing  if  we  drop- 
ped the  word  “research”  because  it  makes  you 
think  you  have  to  get  off  somewhere  in  a 
laboratory  and  fool  with  a lot  of  bottles,  rab- 
bits, and  dogs.  Research  is  nothing  else  but 
observation,  plus  the  ability  to  put  that  down 
and  interpret  it. 

I,  as  a surgeon,  would  be  glad  to  see  the 
medical  man  be  able  to  take  care  of  the  thy- 
roid, because  it  is  a physiological  thing,  and 
there  should  be  some  way,  medically,  to 
remedy  it. 

For  about  five  or  six  years  we  first  used 
Deracil,  which  was  a trade  name,  by  Lederle, 
and  then  the  propyl.  The  Deracil  is  a little 
stronger  and  more  toxic,  but  it  will  control 
them  better.  Out  of  about  200  patients,  wa 
saw  one  toxic  reaction  where  the  count  came 
down  to  1000.  We  had  to  transfuse,  later  gave 
the  drug  again  and  then  operated. 

It  is  a question,  in  our  group,  how  far  you 
can  go  with  the  medical  treatment.  I know 
that  you  can  control  a great  many  of  them, 
and  they  will  be  comfortable. 

With  radioactive  iodine,  which  I believe  will 
be  the  next  step,  you  can  take  care  of  your  pa- 
tients. This  can  be  shipped  to  you  in  a cap- 
sule. 

Radioactive  iodine  is  not  going  to  be  as 
complicated  as  we  think  now,  when  once  it 
is  fully  developed.  Radioactive  iodine  and  the 
medical  treatment  will  take  care  of  60  to  70 
per  cent  of  the  thyroids.  Surgery  will  have 
to  step  in  on  those  that  are  suspicious  of  ma- 
lignancy and  nodular  types. 

We  have  learned  through  some  sad  experi- 
ence that  you  had  better  give  Lugol’s  solution 
with  your  propyl.  When  you  give  propyl,  you 
oftentimes  control  the  symptoms,  and  the  pa- 


tient will  come  back  and  be  disturbed  because 
the  gland  is  larger.  Iodine,  with  propyl,  seems 
to  prevent  it.  We  give  iodine  with  all  of  them. 
I am  sure  we  have  one  or  two  patients  that 
have  been  taking  propyl  with  iodine  over  two 
years.  You  do  not  have  to  take  the  blood  count 
as  often  as  you  once  did,  but  we  take  them  all 
about  every  two  to  four  weeks. 

I would  like  to  say  to  the  Doctor,  too,  that 
it  is  fine  that  he  picked  out  those  cardiac  cas- 
es, because  that  would  rescue  a patient  that 
you  would  not  have  saved  otherwise. 

I am  sure  we  are  all  missing  hypothyroids, 
as  well  as  we  are  missing  those  who  have  too 
much  thyroid.  The  thyroid  is  the  great  regu- 
lator. 

The  Doctor  has  brought  forward  a great 
question  that  we  see  every  day. 

James  Robert  Hendon,  Louisville:  It  was 

interesting  to  me,  in  connection  with  this  re- 
port, that  the  first  case  that  we  were  per- 
mitted to  treat  with  thiourea  drugs  several 
years  .ago  was  the  case  of  a patient  with  con- 
gestive failure  who  was  termed  inoperable. 
She  has  not  yet  been  operated  on,  and  she  is 
in  a normal  thyroid  status. 

Our  experience  over  the  past  five  years  with 
drugs  of  the  thiourea  series  has  been  most 
gratifying,  and  I ,am  in  complete  agreement 
with  the  main  theme  of  the  essay.  I shall  dif- 
fer! on  one  or  two  minor  points. 

The  diagnosis  of  hyperthyroidism,  I think,  is 
extremely  hard  to  make  in  certain  cases.  One 
type  of  these  is  the  masked  hyperthyroidism 
that  Dr.  Sweeney  spoke  of,  and  another  tough 
nut  is  the  distinction  between  hyperthyroidism 
and  certain  neurotic  states.  In  such  cases,  the 
basal  metabolism  determination  is  not  of  much 
value;  one  must  make  up  his  mind  as  to  the 
diagnosis  on  the  bases  of  the  history  and  phy- 
sical examination  of  the  patient. 

In  such  cases,  where  diagnosis  is  in  doubt, 
it  is  quite  justifiable  to  administer  propylthi- 
ouracil in  a daily  dosage  of  300  mg.  over  a 
period  of  about  six  weeks.  The  clinical  state 
will  be  much  improved  by  this  time,  if  thyro- 
toxicosis exists. 

We  have  not  been  greatly  concerned  with 
blood  dyscrasias  as  a result  of  administration 
of  propylthiouracil.  The  same  thing  was  not 
so  with  thiouracil  which  is  a rather  toxic  drug, 
but  with  propylthiouracil  we  .are  not  afraid 
of  agranulocytosis,  and  we  do  not  make  frequent 
blood  counts.  We  merely  caution  the  patient  to 
report  any  malaise  or  sore-throat.,  or  other 
symptoms  which  might  mean  some  complica- 
tion. 

Occasionally  during  propylthiouracil  ther- 
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ap.y,  one  does  see  a leukopenia  and  a neutro- 
penia, and  almost  invariably  this  condition 
improves,  even  while  the  drug  is  continued  to 
be  administered. 

We  are  not  very  much  afraid  of  cancer  of 
the  thyroid  about  which  so  much  has  been 
said  in  recent  years.  Although  carcinoma  of 
the  thyroid  has  been  reported  in  a large  per- 
centage of  removed  thyroid  glands,  autopsy 
reports  show  that  cancer  of  the  thyroid  is  actu- 
ally less  frequent  than  primary  carcinoma  of 
the  duodenum. 

Not  all  cases  of  hyperthyroidism  will  re- 
spond to  300  mg.  of  propylthiouracil  daily. 
We  have  used  up  to  900  mg.  daily  without  any 
untoward  complications. 


I think  that  Dr.  Sweeney  has  given  us  an 
excellent  report,  and  I want  to  add  to  the  con- 
gratulations he  has  already  received,  my  own 
for  his  astuteness  and  for  his  very  wise  use  of 
this  valuable  drug. 

Garnett  J.  Sweeney,  (In  closing):  I would 
just  like  to  say,  Dr.  Hendon,  that  I more  or 
less  agree  about  the  lower  toxicity  that  you 
mentioned  but  in  general  practice  I do  not 
know  but  what  the  monthly  blood  count  is 
the  psychological  means  whereby  I get  my  pa- 
tients to  take  the  drug.  I do  not  think  I could 
get  them  back  in  if  I did  not  stick  the  finger 
once  a month,  and  I would  lose  touch  with 
them.  I imagine  I will  be  doing  the  blood 
counts  for  a while.  It  probably  is  not  too 
necessary. 


OUR  MEDICAL  SCHOOL 
J.  Murray  Kinsman,  M.  D.,  Dean 

University  of  Louisville  School  of  Medicine 

LOUISVILLE 


Many  of  you  are  probably  wondering 
what  effect  the  change  in  administration 
of  the  University  of  Louisville  Medical 
School  is  going  to  have,  particularly  as  it 
may  concern  you  personally.  Most  of  you 
are  overworked  and  need  help.  Can  our 
School  give  you  help?  You  want  to  keep 
abreast  of  new  developments  in  Medicine 
and  to  brush  up  on  things  you’ve  gotten  a 
little  rusty  about.  What  does  our  school 
intend  to  do  about  these  things?  Most  of 
you  do  general  practice.  Is  our  School  go- 
ing to  encourage  this  or  are  we  going  to 
devote  our  efforts  to  turning  out  special- 
ists? I am  sure  that  these  questions  and 
many  others  like  them  must  be  in  your 
minds. 

Primary  Function 

I conceive  the  primary  function  of  any 
medical  school  to  be  the  training  of  young 
men  and  women  to  be  good  doctors.  In 
Kentucky,  which  is  essentially  a rural 
state,  those  doctors  will  be  mostly  general 
practitioners.  If  some  of  them  wish  to  be- 
come specialists  they  can  do  so  by  post- 
graduate training,  but  our  School  should 
concentrate  on  producing  doctors  who  can 
deliver  a high-class  product  in  general 
practice.  But  a medical  school  does  not 
discharge  its  obligations  in  full,  simply 
by  supplying  well  trained  doctors  to  the 

Read  before  the  Kentucky  State  Medical  Association, 
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community.  It  has  a further  obligation:  to 
provide  facilities  and  opportunities  so 
that  the  doctors  in  practice  may  keep  a- 
breast  of  the  times  and  continue  to  pro- 
vide the  highest  possible  grade  of  medi- 
cal care.  The  School  has  other  responsi- 
bilities, too,  but  these  are  of  less  immediate 
concern  to  you. 

What  course,  then,  does  our  School  pro- 
pose to  follow  to  accomplish  the  above 
ends?  Let  us  first  consider  its  primary 
function:  the  training  of  students. 

Selection  of  Students 

This  logically  begins  with  the  choosing 
of  students  for  the  freshman  class.  This 
is  a headache  for  every  medical  school, 
and  ours  is  no  exception.  Bear  in  mind 
that  for  the  96  places  in  the  present  fresh- 
man class  there  were  over  4,000  inquiries, 
and  that  after  the  obviously  unacceptable 
candidates  had  been  weeded  out,  it  was 
still  necessary  to  consider,  very  carefully, 
over  400  applications  for  these  96  places. 
That  gives  you  some  idea  of  the  tremen- 
dous job  facing  the  Admissions  Committee 
in  its  effort  to  judge  fairly  and  impartial- 
ly the  relative  merits  of  the  candidates. 
If  one  could  use  the  scholastic  record  of 
the  applicant  as  the  sole  index,  it  would 
be  a simple  matter,  but  everyone  recog- 
nizes that  sometimes  the  best  scholars 
turn  out  to  be  poor  doctors,  and  poor 
scholars,  good  doctors.  If  one  could  evalu- 
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ate  an  applicant’s  over-all  personality  and 
aptitude  and  emotional  make-up,  perhaps 
that  might  serve  as  the  best  index,  but 
unfortunately,  that  is  impossible  also. 
Consequently,  for  several  years  we  have 
been  using  a scoring  system  in  which  cer- 
tain numerical  values  are  assigned  to  such 
things  as  college  and  high  school  grades, 
aptitude  test  scores,  recommendations 
from  teachers  and  friends,  degree  of  par- 
ticipation in  extra-curricular  activities,  im- 
pressions mads  at  interviews  with  mem- 
bers of  the  Admissions  Committee,  et  ce- 
tera. From  all  of  these  things,  a numeri- 
cal score  is  arrived  at,  and  those  with  the 
highest  scores  are  given  first  considera- 
tion. 

Imperfections  of  This  System 

No  one  recognizes  the  imperfections  of 
this  system  better  than  we  do  ourselves. 
However,  it  is  obvious  that  without  some 
method  similar  to  this,  the  selection  of 
students  for  the  freshmen  class  would  be 
completely  hit-and-miss.  We  are  constant- 
ly trying  to  improve  the  system  by  ex- 
periment, by  utilizing  the  experience  of 
other  schools,  by  checking  on  the  later 
records  of  students  selected  in  this  way, 
and  by  enlisting  the  aid  of  a trained  psy- 
chologist. Perhaps  it  is  now  apparent  why 
someone’s  protege— “His  grades  are  only 
average  but  he’s  a nice,  clean-cut  boy  and 
would  make  a good  doctor” — cannot  al- 
ways be  accepted;  he  has  too  much  com- 
petition, there  are  a few  hundred  other 
boys  whose  grades  are  only  average  but 
who  are  nice,  clean  lads,  and  who  want 
very  much  to  become  doctors.  At  times, 
the  rejection  of  a boy  who  might  eventual- 
ly go  back  home  to  help  a hard-pressed 
doctor  may  seem  unfair  to  the  boy’s  spon- 
sor, but  since  there  are  so  many  desirable 
applicants  available  and  pressing  for  ad- 
mission, our  School  would  be  taking  a 
definite  step  backwards  were  it  to  lower 
its  standards  by  rejecting  the  best  mate- 
rial available  to  make  room  for  a few  boys 
who  are  not  quite  up  to  the  best,  no  mat- 
ter how  deserving  they  might  be. 

As  you  know,  in  recent  years  Kentucky 
boys  and  girls  have  made  up  the  greater 
part  of  the  freshman  class.  In  the  present 
one,  89  out  of  96  students  are  Kentuckians. 
This  policy  has  been  adopted  in  order  to 
try  to  provide  rural  Kentucky  with  as 
many  doctors  as  possible.  But  this  policy 
can  become  a double-edged  sword.  Al- 
ready, there  are  rumblings  of  discontent 
among  our  alumni  living  outside  of  Ken- 
tucky, because  of  the  difficulty  a non-Ken- 
tuckian has  in  being  admitted  to  our 


School.  Because  there  is  the  same  ten- 
dency in  many  other  States,  it  is  be- 
coming increasingly  difficult  for  resi- 
dents of  States  where  there  is  no  medi- 
cal school  to  find  admission  any  where. 
A recent  editorial  in  the  Journal  of 
the  American  Medical  Association  de- 
plores this  situation.  Consequently,  in 
view  of  these  trends,  perhaps  we  should 
liberalize  our  policy  to  some  extent  by 
limiting  our  classes  a little  less  exclusively 
to  Kentuckians.  If  we  do  not  do  this,  we 
run  the  risk  of  losing  the  support  of  our 
out-of-state  alumni,  of  becoming  narrow 
and  insular  in  our  reputation  throughout 
the  nation,  and  ultimately  of  inviting  re- 
taliation against  Kentuckians  on  the  part 
of  other  States. 

Once  a young  man  or  woman  becomes  a 
student  in  our  School,  our  next  concern 
is  as  to  how  and  what  we  are  going  to 
teach  him  or  her.  The  curriculum  is  a mat- 
ter of  concern  in  every  school  in  the  coun- 
try. Many  have  experimented  with  differ- 
ent ideas.  In  our  own  School,  no  radical 
changes  have  taken  place  in  recent  years 
except  to  add  certain  courses,  as  in  Psy- 
chiatry and  in  the  study  of  cancer  and 
lectures  on  general  practice.  It  seems  to 
me  that  radical  changes  are  not  necessary 
but  that  certain  evolutionary  changes  are 
desirable.  I believe  that  the  advanced  stu- 
dents should  have  an  opportunity  to 
choose  certain  courses,  in  other  words, 
that  there  should  be  elective  courses.  We 
have  already  made  a beginning  in  insti- 
tuting such  courses — for  example,  one  in 
Radiographic  Technique.  The  Curriculum 
Committee  is  an  active  one  and  I am  con- 
fident that  gradually  the  old  dead  wood 
will  b^  eliminated  and  new  growth  sub- 
stituted. A very  helpful  guide  would  be 
furnished  us  if  we  could  get  from  the 
graduates  of,  let  us  say  the  past  10 
years,  an  idea  of  what  the  majority 
consider  to  be  the  most  glaring  defi- 
ciencies, and  conversely,  the  most  val- 
uable subjects  taught  in  their  medical 
school  courses,  based  on  their  actual 
experience  in  practice.  I have  suggest- 
ed to  the  Academy  of  General  Prac- 
tice that  it  poll  its  membership  on  this 
point.  I am  sure  that  the  results  of  such 
a noil  would  be  very  illuminating  and 
valuable. 

We  are  toying  with  the  idea  of  concen- 
trating most  of  the  absolutely  basic  and 
fundamental  teaching  in  the  first  year, 
and  of  beginning  clinical  teaching  in  the 
second  year  instead  of  in  the  third,  as  is 
the  case  now,  for  all  practical  purposes. 
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In  this  way,  after  the  fundamentals  have 
been  taught,  the  teaching  of  the  basic 
sciences  would  run  more  parallel  with  the 
clinical  teaching,  and  what  the  student 
heard  and  learned  in  the  former  would 
have  more  meaning  because  of  its  more 
immediate  practical  application  in  the 
latter.  It  has  not  yet  been  decided  to  put 
this  plan  into  effect,  but  I mention  it  to 
demonstrate  that  we  are  trying  to  be  con- 
stantly alert  to  new  and  improved  methods 
of  teaching. 

For  several  years,  especially  during  the 
period  of  the  War,  we  have  had  to  limp  a- 
long  as  have  most  medical  schools  with  a 
greatly  undermanned  teaching  staff'.  For- 
tunately, our  financial  condition  has  now 
improved  sufficiently,  thanks  to  the  gen- 
erosity of  the  State  and  of  the  City  of 
Louisville — that  we  have  been  able  to  em- 
ploy more  full  time  teachers  in  both  the 
pre-clinical  and  the  clinical  departments. 
We  have  been  very  careful  in  choosing 
these  new  men,  for  besides  being  able  to 
impart  knowledge,  a teacher  should  be,  as 
far  as  possible,  a “well-rounded”  person 
who  will  get  along  well  with  his  fellow- 
workers,  and  he  should  be  interested  in 
and  capable  of  doing  worth-while  re- 
search work.  In  this  day  and  age,  no  teach- 
er is  worth  his  salt  who  is  not  interested 
in  investigation,  whether  that  be  in  the 
basic  sciences  or  in  the  clinical  field,  or  in 
improved  methods  of  teaching.  If  a teach- 
er does  not  have  sufficient  curiosity  to 
want  to  inquire  into  “the  whys  and  the 
wherefores,”  he  stagnates  and  becomes 
thereby  a poor  and  uninspiring  instructor. 
We  are  trying  to  become  so  careful  in  our 
choosing  of  new  teachers  that  in  some  in- 
stances we  are  leaving  vacancies  unfilled 
and  are  training  our  own  men  rather  than 
accepting  “just  anybody”  that  we  can  get. 
We  are,  therefore,  doing  our  best  to  build 
up  a faculty  of  which  we  can  be  proud,  so 
that  we  can  give  our  students  as  good  a 
quality  of  instruction  as  they  can  get  any- 
where in  the  country. 

Financial  Restrictions 

Our  faculty  is  still  limited  by  financial 
restrictions.  The  action  of  the  State  a year 
and  a half  ago  in  contributing  $125,000  a 
year  for  research,  through  the  Medical 
Research  Commission,  literallv  saved  the 
School  from  disaster.  Similarly,  the  City 
of  Louisville’s  contribution  enabled  it  to 
make  improvements  in  working  space, 
equipment  and  personnel,  which  saved  it 
from  deterioration  into  a second-rate 
School.  There  are  still  teaching  positions 


which  should  be  filled  to  do  the  job  as  well 
as  we  would  like  to,  but  for  which  we  can- 
not commit  ourselves  because  of  the  fi- 
nancial uncertainties  of  the  #uture.  The 
School’s  share  of  the  funds  resulting  from 
the  recent  rehabilitation  campaign  will  be 
spent  only  for  limited  modernization  of  the 
building  and  for  much  needed  equipment. 
The  average  expenditure  per  student  for 
the  78  medical  schools  of  the  country  is 
$2,577.  For  our  Schools  it  is  $1,388.  In  only 
10  of  all  the  schools  is  the  average  cost 
under  $1,500,  and  ours  is  one  of  those  10. 
Obviously,  if  we  are  to  grow  and  progress 
so  that  we  can  give  the  greatest  possible 
service  to  the  people  of  Kentucky  we  will 
need  even  greater  financial  support  in  the 
days  to  come.  I earnestly  hope  and  believe 
that  our  future  financial  situation  will  be 
such  that  we  can  maintain  our  faculty  re- 
cruitment program,  and  gradually  im- 
prove it  until  we  can  “point  with  pride” 
to  our  teaching  staff.  That  will  be  the  case 
only  if  our  friends  of  the  past  continue  to 
be  our  friends  of  the  future. 

Two  days  ago  I received  word  that  the 
United  States  Senate  had  passed  a bill 
providing  financial  aid  to  medical  schools 
and  to  other  schools  concerned  with  health 
education.  The  bill  provides  for  a grant 
of  $50.00  per  student.  It  is  completely 
divorced  from  any  tinge  of  health  insur- 
ance and  has  received  the  approval  of  the 
Council  on  Medical  Education.  There  are 
only  two  strings  attached,  which  read  as 
follows: 

“No  payments may  be  made  to 

any  school  unless  such  school  has  filed  an 
application  . . . which  contains  adequate 
assurance,  as  determined  by  the  Surgeon- 
General  that: 

(1)  such  school  provides  and  will  pro- 
vide reasonable  opportunity  for  the  ad- 
mission of  out-of-state  students; 

(2)  such  school  will,  during  the  period 
in  which  it  receives  such  payments,  make 
every  reasonable  effort  to  maintain  its  in- 
come for  operating  expenses  from  sources 
other  than  the  Federal  government  at  a 
level  equal  to  that  which  it  was  receiving 
before  such  payments  began.” 

In  other  words,  the  Federal  grant  would 
supplement  but  not  replace  non-federal 
support. 

This  bill  is  now  before  a House  Com- 
mittee, so  we  do  not  know  what  its  final 
form  will  be,  if  it  is  passed  at  all.  So  long 
as  no  additional  restrictions  are  added,  it 
would  be  of  tremendous  aid  to  us  in  mak- 
ing possible  many  of  the  things  we  want 
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to  do  to  improve  our  service  to  the  people 
of  Kentucky. 

We  are,  therefore,  trying  to  give  you 
help  by  training  doctors  to  ease  your  bur- 
den and  to  enable  you  to  retire  a bit  ear- 
lier to  get  some  enjoyment  out  of  life. 
There  are  limitations  as  to  the  number  of 
students  which  our  facilities  will  permit 
us  to  accept  and  consequently  we  have  to 
choose  very  carefully  out  of  the  hundreds 
of  applications  we  receive  every  year.  We 
believe  that  our  School  must  maintain  our 
high  standards  by  accepting  only  the  most 
promising  applicants,  regardless  of  all 
other  considerations,  save  only  our  obli- 
gations to  our  own  alumni.  Once  admitted 
to  the  School,  the  student  is  entitled  to 
the  best  instruction  it  is  possible  to  give 
him,  and  it  shall  be  our  constant  aim  to 
provide  him  with  just  that.  Although  our 
primary  function  is  to  produce  doctors 
who  will  become  good  general  practition- 
ers, it  must  be  emphasized  that  this  can 
be  accomplished  only  by  providing  good 
training  in  the  fundamentals  and  basic 
principles  of  medicine.  But  if  we  are  to 
remain  visible  on  the  national  horizon  of 
medicine,  we  must  also  provide  the  ground 
work  for  those  who  wish  to  become  spe- 
cialists. Fortunately,  both  groups  of  doc- 
tors require  the  same  basic  courses  of  in- 
struction; so,  if  we  can  produce  good  doc- 
tors who  can  service  all  the  people,  we 
will  be,  at  the  same  time,  automatically 
furnishing  the  basic  training  for  those 
who  hope  to  become  expert  in  special 
fields.  Only  in  this  way  can  our  School 
furnish  complete  service  in  the  training 
of  new  doctors. 

We  recognize  the  great  need  for  more 
doctors  in  the  rural  areas  of  Kentucky. 
Of  course  we  cannot  dictate  to  any  student 
where  he  shall  locate  when  he  “hangs  out 
his  shingle.”  We  have,  however,  cooperat- 
ed with  the  State  Association  in  their 
program  of  Loan  Scholarships.  (As  you 
know,  the  State  Association  has  a fund 
called  the  “Loan  Scholarship  Fund”  which 
was  raised  by  voluntary  subscription. 
From  this  fund  loans  are  made  to  deserv- 
ing students  who  in  return  promise  to 
practice  in  a rural  area  of  the  state  for  a 
specified  number  of  years.  The  recipients 
of  these  loans  are  chosen  by  a Committee 
of  the  Association,  on  which  several  lay- 
men serve  also,  and  of  which  the  Dean  of 
the  Medical  School  is  also  a member.)  In 
addition,  as  a gesture  of  appreciation  for 
the  State’s  financial  aid  at  a time  when 
the  School  was  in  desperate  shape,  the 
University  also  provides  a number  of 


scholarships  as  outright  grants  subject  to 
the  same  agreement  on  the  part  of  the 
student  to  practice  in  a rural  area.  A 
member  of  the  State  Association  serves 
on  the  Committee  which  selects  the  stu- 
dents who  are  to  receive  these  scholar- 
ships. Beyond  this  we  feel  that  we  can  do 
no  more  to  encourage  doctors  to  locate  in 
rural  Kentucky,  except  to  lend  our  moral 
support,  which  we  most  readily  do. 

We  want  to  make  every  effort  to  fulfill 
our  second  obligation:  to  provide  facili- 
ties and  opportunities  so  that  you  busy 
doctors  can  keep  aoreast  of  progress. 
Medical  knowledge  is  today  so  extensive 
and  its  ramifications  so  complicated  that 
no  one  person  can  possibly  be  well-in- 
formed on  every  phase  of  it.  For  the  busy 
practitioner  whose  time  is  at  a premium 
and  who  cannot  possibly  read  ail  of  the 
voluminous  literature,  probably  the  most 
efficient  way  to  keep  reasonably  up-to- 
date  is  to  attend  medical  meetings  such 
as  this  one,  and  to  attend  post-graduate 
courses — frequently  called  “Refresher 
Courses.”  The  most  efficient  way  to  con- 
duct these  so  that  the  maximum  number 
of  doctors  can  be  reached  is  to  hold  them 
in  some  central  place — preferable,  in  this 
State,  in  Louisville  because  of  its  teaching 
material  and  facilities.  This  year,  we  have 
taken  advantage  of  the  fact  that  a large 
number  of  the  doctors  of  the  State  will 
be  gathered  together  in  Owensboro  for 
this  meeting,  to  hold  such  a post-graduate 
course  in  conjunction  with  the  State  Meet- 
ing, believing  that  it  would  be  easier  for 
many  doctors  to  leave  their  practices  two 
days  earlier  at  a time  when  they  were  go- 
ing to  leave  them  anyway,  than  it  would 
be  to  leave  them  at  a separate  time  for 
that  specific  purpose.  This  refresher 
course  is  given  jointly  by  our  school  and 
the  State  Society,  for  it  is  our  earnest  de- 
sire to  become  identified  as  closely  as  pos- 
sible with  the  profession  of  the  State  so 
that  you  will  feel  that  it  is  really  “Our 
School”  and  not  simply  “The  Medical 
School.”  We  are  also  planning  to  repeat 
next  spring  the  course  given  at  last  Com- 
mencement time. 

In  addition,  we  are  laying  plans  for  an 
intensive  course  in  the  diagnosis  and  treat- 
ment of  poliomyelitis,  to  be  given  in  Louis- 
ville late  next  spring.  This  time  was  chos- 
en because  of  the  prevalence  of  the  dis- 
ease in  the  summer  season,  for  the  things 
learned  at  that  time  would  be  fresher  in 
mind  when  next  year’s  polio  season  comes 
than  they  would  be  if  given  this  fall  or 
this  winter.  It  is  hoped  that  many  doc- 
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tors  trom  all  sections  of  the  State  will 
take  advantage  of  this  opportunity  so  that 
me  profession  in  the  State  will  be  well 
equipped  to  take  care  oi  an  epidemic, 
should  one  develop  next  year. 

hut,  there  are  times  when  the  mountain 
must  go  to  Mahomet.  It  is  often  difficult 
for  you  to  leave  your  work  for  a few  days 
to  attend  a post-graduate  course  in  a 
medical  Center,  but  most  of  you  could 
find  a couple  of  hours  a week  for  a few 
weeks  to  attend  one  in  your  home  town. 
Of  course,  it  is  practically  impossible  to 
cover  any  great  variety  ot  subject  matter 
m this  way,  for  obvious  reasons,  but  cer- 
tain special  courses  can  be  given.  Last 
year  a member  of  the  medical  department 
gave  a ten-week  course  in  electrocardio- 
graphy at  Bowling  Green  and  a sixteen- 
week  course  in  Louisville.  The  reports 
from  the  doctors  who  took  this  have  been 
most  gratifying.  The  ten-week  course  is 
being  repeated  this  year  in  Louisville, 
Bowling  Green  and  Lexington.  A similar 
course  in  Pediatrics  is  now  being  organ- 
ized for  Lexington,  in  collaboration  with 
the  pediatricians  ot  that  city,  and  another 
course  in  Radiology  is  also  to  be  given 
this  year  in  certain  towns  in  the  State.  We 
are  hoping  to  do  the  same  thing  in  other 
departments.  We  would  like  to  be  able  to 
cover  a greater  area  of  the  State  and  to 
go  into  more  distant  communities,  Ibut  the 
factors  of  time,  transportation  and  staff 
limit  these  possibilities.  The  faculty  mem- 
bers who  would  give  these  courses  have 
regular  teaching  and  other  assignments 
which  cannot  have  too  much  interruption, 
else  the  teaching  program  will  suffer.  It 
would  require  a faculty  much  larger  than 
we  have  to  do  the  job  in  the  way  we  would 
like  to.  However,  if  the  demand  for  these 
courses  is  great  enough,  we  will  try  to 
cooperate  in  this  program  to  the  best  of 
our  abilities,  within  our  means,  so  long 
as  the  quality  of  our  student-training  is 
not  impaired. 

You  may  be  interested  in  knowing  that 
according  to  figures  recently  released  by 
the  American  Medical  Association,  pur 
School  stood  8th  among  all  the  schools  of 
the  country  in  the  number  of  physicians 
registered  for  Refresher  Courses. 

Members  of  the  faculty  are  frequently 
called  on  to  speak  at  County  and  District 
medical  societies  throughout  the  State, 
and  such  participation  is  encouraged  by 
our  School.  I consider  that  a faculty  mem- 
ber has  a distinct  duty  to  respond,  when 
so  called  upon,  unless  prevented  from  do- 
ing so  by  more  urgent  matters. 


Our  School  tries  to  provide  another 
type  of  service  to  the  community.  One  of 
our  faculty  members  served  as  consul- 
tant in  Epidemiology  to  the  State  Board  of 
Healtn  during  the  recent  polio  epidemic. 
Two  of  them  divide  their  time  between 
the  School  and  the  State  Board  of  Health, 
tnus  providing  a close  liaison  between 
them.  Many  of  our  students  spent  their 
summer  vacations  as  acting  County  Health 
Officers  in  areas  where  no  regular  ones 
were  located.  I am  told  that  they  did  a 
splendid  job.  One  student  was  supplied  to 
a doctor,  at  his  urgent  request  for  aid,  to 
help  him  out  when  he  was  swamped  with 
polio  cases.  One  of  our  faculty  members 
devotes  one  afternoon  a week  to  local  in- 
dustrial plants,  advising  in  regard  to  per- 
sonnel problems  from  a medical  viewpoint. 
He  does  this  without  additional  remunera- 
tion. Members  of  the  faculty  have  given 
ireely  of  their  time  and  their  talents  in 
such  activities  as  charitable  fund-raising 
campaigns,  as  in  the  recent  one  for  Our 
uady  of  Peace  Hospital.  Others  contribute 
valuable  time  and  talents,  without  pay, 
to  the  Red  Cross  Blood  Bank.  In  these  and 
other  ways,  our  School  has  striven  to  be- 
come an  integral  part  of  community  life, 
to  make  its  contribution  to  it,  and  to  avoid 
the  cloistered  existence  that  would  tend 
to  be  its  lot,  if  it  considered  that  teaching 
of  students  were  its  one  and  only  purpose. 

And  so,  our  Medical  Bchool  is  trying  to 
fill  its  particular  niche.  It  is  insistent  on 
maintaining  the  highest  possible  stand- 
ards in  choosing  its  students,  while  at  the 
same  time  recognizing  its  obligations  to 
the  State  by  accepting  mostly  Kentuck- 
ians, so  long  as  they  have  the  necessary 
qualifications.  It  is  attempting  to  do  the 
best  possible  job  of  teaching  those  students 
and  so  to  maintain  the  enviable  reputa- 
tion it  has  enjoyed  for  so  long.  It  is  doing 
everything  it  can  to  provide  the  rural 
areas  of  Kentucky  with  good  general 
practitioners.  It  is  trying  to  extend  its  aid 
to  those  students,  and  to  those  of  other 
years  and  other  schools  as  well — after  they 
become  doctors  and  have  become  busy 
practitioners,  by  providing  the  facilities 
for  continuing  their  post-graduation  edu- 
cation. And  it  is  trying  to  fill  a broader 
place  in  the  affairs  and  life  of  the  com- 
munity by  engaging  in  other  activities 
which  are  properly  in  its  domain.  We 
recognize  many  faults  and  deficiencies, 
but  our  awareness  of  them  is  in  itself  an 
indication  of  our  desire  to  correct  them  if 
we  can.  We  shall  constantly  try  to  improve 
our  methods.  We  do  not  resent  criticism, 
fbut  on  the  contrary,  we  welcome  it,  if  it 
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is  meant  for  our  School’s  good.  And  so  far 
as  I personally  am  concerned,  I can  only 
promise  to  be  receptive  to  suggestion,  to 
be  alert  for  progressive  ideas,  and  always 
to  have  as  my  objective,  that  there  shall 
be  no  school  in  the  country  better  than 
“Our  Medical  School.” 

DISCUSSION 

Clyde  S.  Sparks,  Ashland:  It  is  always  a 
pleasure  to  participate  in  a program  with  which 
Dr.  Kinsman  is  connected  and  it  is  of  particu- 
lar satisfaction  to  participate  in  a discussion 
where  the  subject  is  “Our  Medical  School.” 

It  is  hoped  that  the  honest  and  frank  sin- 
cerity with  which  D'r.  Kinsman  has  stated  the 
aims,  purposes  and  problems  of  our  Medical 
School  will  pervade  the  thinking  of  all  the 
people  of  Kentucky,  who  so  obviously  repre- 
sent Kentucky’s  greatest  resource,  as  well  as 
all  the  alumni  throughout  the  world.  If  this  can 
come  true  it  will  be  said  by  the  man  in  the 
street  that  “our  doctors  are  the  best  because 
our  School  is  the  best.” 

The  public  does  not,  too  often,  stop  to  think 
of  all  the  problems  integrally  interwoven  and 
in  the  case  of  hospitals  this  may  be  illustrated 
by  an  experience  with  a good  friend  of  mine 
recently  when  he  said,  “you  doctors  need  more 
room  at  your  hospital.”  He,  at  first,  was  a bit 
taken  back  by  this  answer,  “you  need  room 
at  the  hospital,  which  is  as  much  yours  as  it 
is  mine,  equally  as  much  or  more  so  than  I do.” 
He  feels  much  differently  as  this  line  of  reason- 
ing had  not  previously  occurred  to  him.  Such 
is  the  case  of  the  Medical  School.  It  is  not  Dr. 
Kinsman’s  school,  the  faculty’s  school,  the  Ken- 
tucky State  Medical  Association’s  school  or,  if 
you  please,  the  school  of  the  City  of  Louisville 
or  the  people  of  Kentucky.  It  belongs  to  those 
people  it  touches  or  may  touch,  in  fact,  it  is 
everyone’s  school,  therefore  it  is  ours  and  it 
must  be  of  the  best.  The  traditions  of  the  Uni- 
versity of  Louisville  School  of  Medicine  are  so 
well  known  to  all  that  they  can  be  dismissed 
readily  in  passing,  but  I cannot  refrain  from 
mentioning  one  incident,  and  I beg  your  in- 
dulgence, as  I cite  another  personal  experience. 
Upon  reporting  to  a new  station  for  duty  in 
the  recent  War  I was  very  bluntly  asked  which 
Medical  School  I was  a graduate  of.  “The  Uni- 
versity of  Louisville,  School  of  Medicine,”  was 
my  proud  answer  and  immediately  forthcom- 
ing was  a most  gratifying  statement,  “The 
Louisville  students  have  been  taught  not  only 
what  and  why,  but  how  to  do  things.”  I was 
very  proud  at  that  moment  of  our  School.  I 
was,  also,  very  proud  to  observe  the  work  of 
many  of  our  general  practitioners  in  the  service 
and  compare  their  work  with  those  of  other 
Universities.  They  need  not  be  ashamed  and 


our  School  can  well  reciprocate  with  them  in 
a bit  of  chest  swelling. 

It  is  apparent  from  Dr.  Kinsman’s  message 
that  he  is  making  a clear  plea  for  an  under- 
standing of  the  problems  of  selection  of  stu- 
dents. It  is  very  easy  for  each  of  us,  in  his 
professional  work,  to  become  to  some  degree 
in  his  thinking  rather  provincial  and  not  see 
these  problems  as  a whole.  It  will  be  wonder- 
ful if  our  School  can  operate  its  intelligently 
arrived  at  selection  system  without  too  much 
outside  interference  or  pressure. 

Dr.  Kinsman  has  made  particularly  clear  the 
"’esire  of  the  Administrative  Staff  of  our  School 
for  outside  advice  and  I feel  that  we  should 
accept  this  responsibility  offering  constructive 
ideas  concerning  the  aims  of  service  and  ad- 
ditional training  when  these  are  based  on  fac- 
tual and  well  worked  out  needs. 

Our  medical  school  administrative  staff  no 
doubt  will,  and  I think  we  should  help  with  no 
end  of  zealous  effort,  increase  funds  for  research 
which  would  be  of  infinite  value  in  keeping  our 
school  in  the  foreground  and  keeping  Kentuc- 
ky medicine  on  a high  plane  and  keep  our 
school  known  as  a great  Medical  center.  If  we 
want  these  things  research  is  the  greatest  step 
forward  we  can  take. 

It  is  a firm  conviction  of  mine  that  Dr.  Kins- 
man will  always  welcome  such  moves  and  will 
continue  to  surround  himself  with  men  who 
are  willing  to  devote  their  lives,  if  necessary, 
to  keep  the  work  of  our  School  going  forward, 
keeping  ahead  of  its  time  and  so  that  when 
asked  what  School  we  are  from  we  can  say 
with  pride,  “we  are  from  the  School  that  in- 
sists on  knowing  why  to  do  something,  what  to 
do  and  how  to  do  it,  the  University  of  Louis- 
ville School  of  Medicine.” 

E.  W.  Jackson,  Paducah:  There  has  been 

many  times  in  my  life  when  I felt  out  of  place, 
but  I do  not  believe  I can  ever  remember  a 
time  when  I felt  quite  so  much  out  of  place  as 
I do  here  today.  I have  been  out  of  medical 
school  over  thirty  years.  I have  never  had  a 
thing  in  the  world  to  do  with  the  teaching  of 
medical  students,  and  here  I find  myself  in  the 
position  where  I am  supposed  to  make  some 
comments  or  some  suggestions  on  how  a medi- 
cal school  should  be  operated.  Frankly,  it 
makes  me  feel  a little  foolish. 

There  is  one  thing  I can  say  which  I think 
we  can  all  agree,  that  is,  the  University  of 
Louisville,  the  doctors  of  the  state,  the  medical 
students  and  the  other  people  of  the  state 
should  feel  highly  congratulated  upon  the  fact 
that  we  have  such  a man  as  Dr.  Kinsman  as 
dean.  Dr.  Kinsman  is  primarily  a doctor.  He  is 
one  of  the  best  doctors  in  the  state.  He  is  one 
of  the  finest  gentlemen  in  the  state,  and  his 
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friends  feel  that  he  will  prove  to  be  one  of  the 
finest  deans  in  the  country. 

I think  we  should  note  the  fact  that  he  is 
here  today,  and  this  is  not  the  first  time.  Dr. 
Kinsman  has  been  going  to  medical  meetings 
ever  since  I have  known  him.  He  is  here  not 
only  in  the  interest  of  the  school;  he  is  here  in 
the  interest  of  medicine,  and  I think  we  will 
find  him  at  future  meetings. 

In  the  past,  of  course,  the  school  has  been  the 
property,  and  still  is,  for  that  matter  of  the  City 
of  Louisville.  They  have  had  the  sole  responsi- 
bility of  operating  it.  They  have  had  to  put  up 
all  the  money,  except  what  they  received  from 
the  students.  Naturally,  they  ran  it  as  best  they 
could  with  what  they  had.  But  in  recent  years 
the  expense  has  been  so  great  that  it  has  be- 
come necessary  for  the  school  to  have  more 
money,  and  it  looks  like  the  most  logical  place 
is  from  the  state.  So,  I think  it  is  particularly 
fitting  that  we  have  a man  like  Dr.  Kinsman 
who  can  go  out  and  keep  up  a good  relationship 
with  the  people  of  the  state. 

When  it  comes  down  as  to  how  to  operate  a 
medical  school,  I do  not  know  anything  about 
it.  I can  look  back  at  the  time  I was  in  school. 
Emery  Jenkins,  whom  I see  over  here,  was  in 
the  same  class,  and  several  others  whom  I can 
see,  and  I can  think  of  ,a  lot  of  things  that 
could  be  improved  upon,  over  what  we  had. 

I think,  primarily,  that  the  test  teaching 
medical  students  can  possibly  get  is  in  the  basic 
sciences.  If  they  get  that  part  of  it,  and  if  they 
have  it  drilled  into  them,  and  they  appreciate 
and  remember  it,  they  are  going  to  make  good 
doctors,  but,  if  they  do  not  get  that  part  of  it, 
I do  not  see  how  they  are  going  to  get  very  far 
without  a tremendous  amount  of  work  in  going 
back  and  trying  to  learn  things  that  should 
have  been  taught  in  his  first  two  years.  To  me, 
that  is  probably  the  most  important  part  of  the 
school  work. 

It  is  not  only  important  that  we  have  men 
who  can  teach;  we  should  have  men  who  can 
instill  in  those  students  the  idea  that  they  have 
something  there  that  is  of  extreme  importance. 

Ordinarily,  I think  medical  students  go  in 
and  just  try  to  get  rid  of  anatomy  and  physio- 
logy and  pathology  the  easiest  way  they  can, 
but  if  they  can  have  teachers  in  the  school  who 
have  gone  through  it  all,  men  in  whom  they 
have  confidence  who  will  go  back  and  talk  to 


them  once  in  a while  and  show  them  what  they 
are  into  and  how  important  that  part  of  it  is, 
how  much  it  is  going  to  influence  their  work 
in  the  future,  and  sell  them  on  the  idea  that 
they  are  right  there  in  the  best  part  of  medi- 
cine, I think  it  will  be  one  of  the  best  things 
that  can  be  done  in  the  education  of  medical 
students. 

It  has  improved  a great  deal  over  what  it  was 
in  my  day,  but  it  seems  to  me  that  too  much 
has  been  left  to  the  Ph.D’s.  Those  men  know 
their  subjects  and  they  know  what  they  are 
teaching,  but  they  do  not  usually  go  to  the 
trouble  of  trying  to  show  the  medical  students 
why  it  is  necessary  for  them  to  know  what  they 
are  trying  to  teach  them.  They  tell  the  students 
it  is  necessary  for  them  to  get  it,  if  they  expect 
to  graduate. 

What  they  need  is  somebody  to  go  in  and 
tell  them  it  is  necessary  to  get  it,  if  they  ex- 
pect to  make  good  doctors.  As  far  as  I can  see, 
that  is  one  of  the  most  important  things  in 
teaching  medicine. 

If  the  school  could  maintain  facilities  for  a 
limited  amount  of  postgraduate  study,  it  would 
be  a great  help  to  the  physicians  of  the  state. 
Many  physicians  have  problems  which  they 
are  unable  to  work  out  by  themselves,  but 
which  could  be  solved  with  the  benefit  of  a lit- 
tle outside  help.  Short  courses  of  instruction  for 
which  the  physicians  could  pay  a fee  and  get 
the  help  needed  to  get  them  over  their  diffi- 
culties, would  be  worth  a great  deal  to  many 
physicians  who  are  unable  to  take  long  post- 
graduate courses  away  from  home.  This  might 
possibly  be  done  in  the  university  during  the 
summer  months. 

I have  enjoyed  hearing  Dr.  Kinsman  make 
the  report  on  the  school.  Again  I want  to  say 
I think  we  should  be  congratulated  on  having 
him.  I thank  you. 

J.  Murray  Kinsman,  (In  closing):  I wish  to 
thank  Dr.  Jackson  and  Dr.  Sparks  for  the  very, 
very  kind  words  that  they  had  to  say,  and  to 
repeat  what  I said  a while  ago  that,  so  long 
as  I have  anything  to  do  with  the  school,  I real- 
ly mean  it  when  I say  we  welcome  criticism, 
if  it  is  constructive,  as  Dr.  Sparks  said  and 
suggested. 

What  Dr.  Jackson  had  to  say  was  just  ex- 
actly the  sort  of  thing  I have  in  mind,  because 
I think  what  he  mentioned  is  something  that 
we  can  do  something  about. 
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The  correct  diagnosis  and  treatment 
of  chronic  occlusive  arterial  disease  is  be- 
coming increasingly  more  important  be- 
cause a greater  number  of  people  now  live 
to  the  age  to  acquire  this  malady.  Periph- 
eral arterial  deficiency  may  be  seen  in  any 
period  of  life;  however,  it  becomes  much 
more  frequent  after  the  fifth  decade. 

This  paper  will  discuss  some  of  the 
manifestations  of  arterial  insufficiency; 
the  differential  diagnosis  of  chronic  oc- 
clusive arterial  diseases;  the  degree  of  in- 
sufficiency due  to  snasm  and  the  degree 
due  to  organic  pathology  of  the  vessels.  In 
conclusion  a few  of  the  problems  of  ther- 
apy will  be  reviewed. 

Function  of  Circulation 

There  are  two  important  functions  of 
circulation  to  the  extremities.  One  is 
nourishment  of  the  tissue.  Materials  neces- 
sary for  metabolism  are  transported  to 
the  tissue  and  end-products  of  metabolism 
removed.  The  second  function  of  circula- 
tion is  that  of  heat  regulation  of  the  body, 
the  conservation  or  dissipation  of  body 
heat. 

When  arterial  circulation  becomes  im- 
paired and  these  physiologic  functions 
cannot  be  satisfactorily  performed,  symp- 
toms appear. 

The  extremities  at  rest  make  little  de- 
mand on  the  circulation,  but  because  of 
increase  in  metabolism  of  muscles  at  ex- 
ercise, the  demand  becomes  great;  hence, 
the  first  symptom  of  arterial  insufficiency 
is  the  decreased  ability  for  sustained  ef- 
fort at  speed.  When  the  deficiency  becomes 
greater,  the  intermittent  limp  or  claudica- 
tion appears.  The  arterial  flow  is  sufficient 
to  supply  resting  muscles,  but  during  ex- 
ercise, the  blood  supply  is  inadequate,  and 
the  characteristic  painful  limp  will  appear. 
This  claudication  appears  earlier  and  more 
severe  as  the  circulation  becomes  less 
adequate. 

Carry  this  insufficiency  farther,  and  the 
tissues  become  chronically  starved.  Ische- 
mic neuritis  may  result,  and  in  such  cases 
pain  is  present  even  at  rest.  Should  this 
chronic  insufficiency  increase  or  be  com- 
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bined  with  minor  injury  or  infection,  the 
extremity  will  become  gangrenous. 

The  second  function  of  circulation  is 
that  of  heat  regulation.  Conservation  and 
dissipation  of  body  heat,  for  a large  part, 
take  place  in  the  extremities.  When  the 
external  environment  is  warm  the  vessels 
of  the  skin  dilate.  The  skin  temperature 
rises  above  the  external  temperature,  and 
body  heat  is  dissipated.  In  cold  surround- 
ings the  vessels  contract;  blood  flow  to 
the  skin  is  decreased,  and  body  heat  is 
conserved. 

In  diseased  states,  when  the  vessels  can- 
not dilate  and  contract  freely,  the  limbs 
tend  to  take  on  the  temperature  of  the  ex- 
ternal environment  rather  than  the  deep 
temperature  of  the  body. 

On  the  other  hand,  abnormally  irritable 
arteries  may  respond  too  readily  to  stimuli. 
A little  cooling,  excitement  or  fear  may 
cause  sufficient  spasm  to  make  circulation 
deficient. 

Deficient  Circulation 

Patients  with  deficient  circulation  fre- 
quently complain  of  difficulty  in  warm- 
ing their  extremities,  or  pain  or  numbness 
when  the  limbs  are  cooled.  Another  com- 
plaint encountered  is  that  of  excessive  per- 
spiration. The  sympathetic  nerves,  as  well 
as  carrying  vasoconstrictor  stimuli  to  the 
vessels,  carry  secretory  impulses  to  the 
sweat  glands;  hence,  in  those  conditions 
where  there  is  an  increased  sympathetic 
outflow,  hyperhidrosis  is  associated  with 
the  vasoconstriction. 

Symptoms 

In  brief,  the  usual  symptoms  of  chronic 
peripheral  arterial  occlusion  are:  Pain — 
This  may  be  manifested  in  either  intermit- 
tent claudication  or.  in  advanced  cases, 
pain  with  rest  as  well  as  exercise;  coldness 
of,  or  difficulty  in  warming  the  extremi- 
ties; pain,  coldness,  or  increased  perspira- 
tion with  nervousness,  excitement  or  ex- 
posure to  cool  surroundings;  trophic 
changes  of  the  skin  or  actual  necrosis  and 
gangrene. 

Some  of  the  more  common  findings  at 
examination  will  now  be  reviewed. 
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The  general  physical  having  been  done, 
the  extremities  can  be  carefully  examined. 
No  special  equipment  is  necessary;  how- 
ever, an  oscillometer  and  some  type  of 
skin  thermometer  are  helpful. 

Occlusive  Arterial  Disease 

In  occlusive  arterial  disease  the  contour 
of  the  extremity  is  usually  normal,  in 
contradistinction  to  lesions  causing  venous 
or  lymphatic  obstruction.  In  advanced 
cases  of  arterial  insufficiency,  atrophy 
may  be  present.  Peripheral  aneurysms,  if 
large,  may  cause  a localized  and  usually 
pulsating  mass. 

The  color,  other  than  pallor,  rubor,  or 
cyanosis,  is  again  usually  normal,  where- 
as in  chronic  venous  obstructive  diseases 
there  may  be  a brownish  discoloration  es- 
pecially of  the  lower  third  of  the  leg. 

Edema 

Edema  is  usually  a manifestation  of 
lymphatic  and/or  venous  obstruction  and 
is  not  frequently  associated  with  arterial 
obstruction;  however,  it  may  be  present, 
especially  if  there  is  infection  in  the  ex- 
tremity, or  in  post-traumatic  states. 

Diagnosis 

The  tint  of  the  skin  is  valuable  in  the 
diagnosis  and  also  gives  rough  evidence 
of  the  degree  of  vascular  occlusion.  The 
normal  skin  is  warm  and  pale  pink.  Warm, 
deeply  reddened  skin  is  a sign  of'  marked 
vaso-dilatation  due  either  to  inflamma- 
tion or  other  causes.  Warm  cyanosed  skin 
is  most  frequently  the  result  of  some  sys- 
temic condition  where  the  hemoglobin  is 
altered. 

When  the  extremity  is  cool  and  a deep 
cyanosis  is  present,  it  is  an  indication  that 
circulation  in  the  skin  is  very  slow  and 
has  been  failing  for  a long  time. 

Cold  pallid  or  cold  pale  cyanosed  skin, 
especially  if  the  cyanosis  is  reticulated, 
means  that  circulation  has  been  arrested 
in  it  for  many  minutes. 

Perspiration  in  a large  part  is  dependent 
on  atmospheric  temperature  and  pressure. 
However,  when  the  patient  is  exposed  to 
the  same  environment  as  the  examiner 
and  the  extremities  are  more  moist  than 
the  examiner’s,  or  one  limb  is  more  moist 
than  its  mate,  then  an  increased  sympa- 
thetic outflow  is  present.  Further,  testing 
for  perspiration  following  sympathectomy 
or  sympathetic  block  to  an  extremity  is  of 
importance.  The  sympathectomized  ex- 
tremity should  be  dry.  Even  though  the 
vessels  are  too  rigid  to  dilate,  or  there  is 


complete  occlusion  of  a major  artery  and 
skin  temperature  fails  to  rise,  a dry  ex- 
tremity is  indicative  of  sympathetic  inter- 
ruption. 

The  simplest  way  to  test  for  perspira- 
tion is  by  drying  the  dorsum  of  the  fingers 
and  then  running  them  lightly  over  the 
extremity  being  examined.  The  amount  of 
drag  is  dependent  on  the  amount  of  per- 
spiration, there  being  little  drag  present 
on  the  dry  extremity.  More  exact  meth- 
ods are  by  use  of  cobalt  chloride  paper  or 
the  starch-iodine  test. 

Trophic  changes  and  atrophy  are  noted. 
The  skin  in  chronic  occlusive  diseases  will 
frequently  be  thin,  shiny  and  atrophic. 
The  pads  of  the  distal  ends  of  the  fingers 
and  toes  will  be  firm  and  shrunken.  The 
nails  may  be  thick  and  discolored. 

Ulceration  of  the  toes,  feet  or  legs  may 
be  present.  The  ulcers  have  no  typical  ap- 
pearance, and  only  with  corroborating 
evidence  can  be  said  to  be  due  to  arterial 
insufficiency.  Ulceration,  due  to  arterial 
insufficiency,  other  than  dry  gangrene  of 
the  tips  of  the  fingers,  is  rare  on  the  up- 
per extremities. 

Gangrene  of  the  toes,  feet  or  fingers, 
other  than  that  which  occurs  with  certain 
anaerobic  infections  is  pathognomonic  of 
advanced  arterial  insufficiency. 

Thrombosis  or  thrombophlebitis  of 
superficial  veins  should  be  searched  for, 
as  their  presence  is  helpful  in  the  differen- 
tial diagnosis. 

Pulsation  of  major  arteries  should  be 
determined.  The  femoral  artery  is  most 
easily  palpated  at  the  level  of  the  inguinal 
ligament.  The  popliteal  is  best  felt  with  the 
patient  in  the  prone  position  and  the  knee 
flexed  at  a right  angle.  This  vessel  is  deep- 
ly seated  and  is  often  difficult  to  feel.  The 
dorsalis  pedis  and  posterior  tibial  can  then 
be  palpated,  and  the  presence  or  absence 
of  pulsation  in  these  vessels  determined. 
Absence  or  diminution  of  pulsation  in  any 
of  these  vessels  is  of  significance. 

Use  of  Oscillometer 

An  oscillometer,  which  is  a type  of 
plethysmograph,  although  not  necessary, 
is  helpful  in  giving  more  accurate  infor- 
mation of  the  amount  of  lateral  expansion 
of  major  arteries,  and  with  it  the  level  of 
complete  or  partial  occlusion  can  often  be 
dete;  mined. 

The  determination  of  skin  temperature 
should  be  done  late  in  the  examination. 
The  patient  should  be  with  limbs  exposed 
in  a room  of  relatively  constant  tempera- 
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ture  for  at  least  45  minutes  [before  at- 
tempting skin  temperatures.  If  done  sooner, 
the  results  cannot  be  relied  upon. 

Again,  no  special  instruments  are  neces- 
sary. The  examiner  with  a little  experience 
can  detect  the  difference  of  a degree  or 
two  by  using  the  dorsal  aspects  of  the 
fingers. 

Environmental  Temperature 

Environmental  temperature  is  impor- 
tant when  determining  temperature  of 
the  skin.  Exposed  to  a cool  surrounding, 
68°F.  (20°C)  or  below,  normal  hands  and 
feet  tend  to  be  cool,  to  feel  cool  to  the  ob- 
servers touch,  and  have  an  actual  tempera- 
ture of  about  70°F.,  rarely  much  higher, 
and  never  more  than  a few  degrees  lower. 
In  such  surroundings,  the  temperature  of 
the  skin  of  the  extremity  is  cooler  at  its 
distal  end,  and  the  temperature  gradually 
increases  proximally.  This  is  known  as 
the  vasoconstrictor  gradient.  In  warm 
surroundings,  78°F.,  or  above,  the  tempera- 
ture of  the  fingers  and  toes  is  usually  90° 
to  94°  F.  The  tips  of  the  fingers  and  toes 
show  the  most  striking  change,  and  the 
vasoconstrictor  gradient  is  flat  or  slightly 
reversed. 

For  more  accurate  determinations  of 
skin  temperature,  a special  skin  thermome- 
ter or,  better,  a dermatherm  may  be  used. 

Differeniial  Diagnosis 

Another  test  helpful  in  arriving  at  a 
diagnosis  is  venous  filling  time.  This  test 
can  be  done  by  elevating  the  extremity 
until  the  veins  are  emptied,  then,  rapidly 
inflating  a blood  pressure  cuff  above  ve- 
nous pressure.  The  extremity  is  lowered, 
and  the  rapidity  of  venous  filling  observ- 
ed. Normally  this  should  require  10  to  15 
seconds.  Any  delay  is  evidence  of  arterial 
disease.  Other  tests,  such  as  histamine 
flares,  reactive  hyperemia,  Moschowitz 
saline  test,  etc.  usually  give  little  addi- 
tional information  and  are  rarely  neces- 
sary to  establish  a diagnosis. 

If,  after  the  history  and  physical  exami- 
nation, the  patient  is  found  to  have  chronic 
arterial  insufficiency,  then  a differential 
diagnosis  should  be  made  to  determine 
from  which  of  the  occlusive  diseases  the 
patient  is  suffering. 

It  is  impossible  in  the  time  allotted  to 
go  through  a complete  differential  diag- 
nosis. Only  the  more  common  diseases  will 
be  considered  and  only  the  salient  points 
in  the  differential  diagnosis  will  be  men- 
tioned. 


Arteriosclerosis  obliterans,  thrombo-an- 
giitis  obliterans  (Buerger’s  disease),  Ray- 
naud’s disease  and  chronic  vasospasm  sec- 
ondary to  trauma  are  the  more  common 
members  of  this  group  of  diseases. 

Age  of  onset  is  usually  helpful  in  the 
differential  diagnosis.  Arteriosclerosis  is  a 
disease  of  old  age  and  rarely  gives  rise  to 
symptoms  before  the  age  of  45.  The  dia- 
betic may  show  signs  of  advanced  arterio- 
sclerosis earlier  than  the  individual  with- 
out diabetes,  but  still  it  is  rare  to  see  it 
before  middle  age.  Buerger’s  disease,  on 
the  other  hand,  is  a disease  of  early  adult 
life,  usually  first  appearing  between  the 
ages  of  25  and  35.  Raynaud’s  is  a disease 
which  has  its  onset  early  in  life,  and  fre- 
quently may  be  found  to  appear  during  or 
just  following  adolescence.  Post-  traumatic 
vasospasms  and  minor  causalgias  may  ap- 
pear at  any  age. 

Predomination  of  Sexes 

There  is  no  predomination  in  the  sexes 
in  obliterating  arteriosclerosis  or  post- 
traumatic  vasospasm,  but  thrombo-angiitis 
obliterans  is  much  more  frequent  in  the 
male  than  in  the  female,  while  the  reverse 
is  true  in  Raynaud’s  disease.  All  of  these 
diseases  are  universal;  however,  Buerger’s 
disease  has  a greater  prevalence  in  Russian 
Jewish  males  than  in  any  other  group. 
Raynaud’s  disease,  although  it  may  affect 
the  low  extremities,  is  much  more  fre- 
quent in  the  upper  extremities,  while  the 
manifestations  of  thrombo-angiitis  and 
arteriosclerosis  are  more  prominent  in 
the  lower  extremities. 

Migratory  phlebitis  is  seen  in  approxi- 
mately 30%  of  the  cases  of  Buerger’s  dis- 
ease and  is  not  present  in  the  others 
named. 

To  make  a diagnosis  of  Raynaud’s  dis- 
ease, the  lesion  must  be  symmetrical,  and 
there  must  be  the  typical  phasic  color 
changes.  In  the  absence  of  these  two  find- 
ings, the  diagnosis  is  not  correct,  and 
must  be  classified  as  a Raynaud’s-like 
syndrome. 

Many  have  attempted  to  use  pain,  its 
type  and  severity,  as  a differential  point, 
but  this  may  often  be  misleading.  Ray- 
naud’s disease  is  associated  with  relative- 
ly little  pain  until  there  is  actually  gan- 
grene. Arteriosclerosis,  once  ischemic  neu- 
ritis is  present,  becomes  very  painful,  but 
because  of  the  perivascular  exudate  in 
Buerger’s  disease,  which  wraps  the  artery, 
vein  and  nerve  into  a fibrous  bundle,  it  is 
felt  that  pain  in  this  condition  is  greater 
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than  the  former.  Pain  of  post-traumatic 
dystrophies  or  minor  causalgias  is  usually 
throbbing  in  nature  and  may  become  very 
severe. 

X-Ray  Studies 

X-ray  studies  of  the  extremities  may 
help  in  the  differential  diagnosis.  In  ar- 
teriosclerosis obliterans  with  medial  de- 
generation and  calcification,  soft  tissue 
films  of  the  limbs  will  often  show  calcifi- 
cation of  the  vessel  walls  while  in  Buer- 
ger’s this  is  absent.  In  advanced  Raynaud’s 
disease  there  may  be  necrosis  of  the  distal 
phalanges  seen  on  X-ray,  while  in  post- 
traumatic  vasospasm,  if  untreated,  there 
will  be  a typical  moth  eaten  atrophy  of  the 
bones  which  was  described  by  Sudeck. 

Gangrene  is  rarely  seen  in  the  post-trau- 
matic vasospasms;  is  usually  dry  when 
present  in  Raynaud’s.  It  is  more  frequent 
in  Buerger’s  than  in  arteriosclerosis,  and 
in  either  it  may  be  dry  or  wet  in  nature. 

These  are  the  most  important  of'  the  dif- 
ferential points.  Next  the  degree  of  vaso- 
spasm existing  in  each  disease  should  be 
determined. 

With  the  possible  exception  of  post- 
traumatic  vasospastic  states,  arterial  oc- 
clusion of  the  other  three  diseases  is  a 
combination  of  vasospasm  and  organic 
thickening  of  the  vessel  wall  with  subse- 
quent narrowing  of  the  lumen.  The  degree 
of  vasospasm  varies  considerably  in  the 
three.  In  Raynaud’s,  early  in  the  disease, 
the  spastic  element  is  nearly  100%.  Gross 
and  microscopic  examination  of  digital 
vessels  at  the  onset  will  show  no  patho- 
logic changes.  Late,  however,  there  is  a 
definite  endarteritis.  Early  in  Buerger’s 
disease  there  is  a high  degree  of  vasospasm. 
Organic  changes  are  usually  segmental, 
and  areas  between  may  be  unaffected.  As 
the  disease  progresses,  and  progression  is 
usually  by  exacerbations  and  remissions, 
organm  changes  increase. 

Vasospasm 

Vasospasm  is  at  a minimum  in  arterio- 
sclerosis obliterans;  however,  early  in  the 
disease  it  may  be  significant  and  even  in 
advanced  cases  may  be  severe  enough  that 
relief  will  definitely  improve  the  progno- 
sis. 

The  degree  of  vasospasm  can  be  deter- 
mined by  interrupting  the  sympathetic 
outflow  to  the  extremity.  This  may  be 
done  by  a blockade  of  the  sympathetic 
nerves  with  such  drugs  as  tetraethyl  am- 
monium chloride  or  Priscoline.  However, 


the  best  method  is  by  anesthetizing  the 
ganglia  through  which  the  sympathetic 
fibers  to  the  extremity  flow.  The  amount 
of  increased  circulation  resulting  from  such 
procedures  determined  by  exercise  toler- 
ance, increase  in  skin  temperature,  in- 
crease in  oscillometric  index,  relief  of 
pain,  etc.  will  reveal  the  amount  of  vaso- 
spasm which  has  been  present. 

The  degree  of  occlusion  due  to  vaso- 
spasm is  important  both  in  therapy  and 
in  ultimate  prognosis,  and  as  a rule,  the 
greater  the  percentage  of  vasospasm  the 
better  the  prognosis. 

Therapy 

In  the  remaining  portion  of  this  paper, 
the  therapy  of  peripheral  vascular  occlu- 
sions will  be  briefly  outlined. 

1.  Hygienic  care  of  the  extremities. 

Because  of  the  decrease  in  circulation, 

these  patients  are  highly  susceptible  to 
gangrene  and  infection.  Minor  injuries 
may  lead  to  loss  of  limb  or  life.  Each  pa- 
tient must  be  instructed  to  wash  the  feet 
daily  and  dry  them  gently.  Wear  clean 
socks  at  all  times,  even  though  it  may 
mean  changing  them  several  times  during 
the  day.  They  should  be  taught  to  trim 
toenails  correctly  and  to  treat  or  attempt 
to  prevent  fungus  infections  of  the  toes. 
Corns  should  be  trimmed  by  a physician 
or  good  chiropodist  who  has  been  warned 
that  the  patient  has  vascular  occlusion. 
Above  all,  the  patients  must  be  warned 
against  use  of  acids  or  other  drugs  for  the 
cure  of  corns  and  ingrown  toenails. 

2.  Prevention  of  vasospasm. 

These  patients  must  know  that  they 
cannot  smoke.  They  should  not  be  told  to 
decrease  their  smoking  but  must  abstain 
completely.  Young  people  suffering  from 
post-traumatic  vasospasm  may  again 
smoke  when  the  condition  has  been  per- 
manently relieved. 

Older  patients  suffering  from  arterio- 
sclerosis not  associated  with  vasospasm 
and  who  have  been  smoking  for  a num- 
ber of  years  may  be  permitted  to  continue, 
but  this  is  not  without  risk,  and  they 
should  be  urged  to  abstain. 

Patients  suffering  from  Buerger’s  or 
Raynaud’s  disease  must  abstain  com- 
pletely, and  if  they  do  not,  other  therapy 
is  useless. 

Patients  must  be  instructed  to  keep 
their  extremities  and  bodies  warm  at  all 
times.  They  should  wear  woolen  socks  and 
bed  socks.  However,  they  should  be  care- 
fully warned  against  use  of  external  heat 
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as  they  may  burn  themselves,  and  also 
heat  will  increase  local  metabolism  which 
will  demand  increased  blood  supply. 

3.  The  release  of  vasospasm. 

This  may  be  done  by  medical  or  surgi- 
cal means.  In  patients  where  there  is  a 
moderate  to  high  degree  of  vasospasm, 
interruption  of  the  sympathetic  nerves  is 
of  great  benefit.  In  many  cases  of  post-trau- 
matic dystrophy,  one  or  repeated  blocks 
with  novocain  will  cure  the  patient.  If, 
however,  symptoms  recur,  then  surgical 
interruption  is  indicated.  In  Raynaud’s 
disease,  before  organic  changes  are  ad- 
vanced, sympathectomy  gives  good  re- 
sults. Recently,  good  results  with  the  use 
of  tetraethylammonium  chloride  and 
Priscoline  have  been  reported.  My  per- 
sonal experience  with  the  former  has  not 
been  satisfactory,  but  with  Priscoline  it 
has  been  encouraging  in  this  disease. 

Sympathectomy  is  of  value  in  Buerger’s 
disease.  In  spite  of  this  treatment  the  dis- 
ease progresses,  but  the  vasoconstrictor 
element  is  eliminated  and  collateral  circu- 
lation increases. 

The  use  of  sympathectomy  in  arterio- 
sclerosis obliterans  has  been  widely  dis- 
cussed. I feel  that  if  following  diagnostic 
sympathetic  interruption  there  is  2°  to  5° 
rise  in  skin  temperature  of  the  digits,  or 
there  is  at  least  a doubling  of  exercise  tol- 
erance, or  marked  subjective  relief  of 
symptoms,  then  operation  is  indicated.  In 
cases  where  this  is  not  present,  or  only 
one  of  the  three  is  present,  then  surgical 
interruption  is  contraindicated. 

4.  Attempt  to  build  up  collateral  circu- 
lation. 

A number  of  methods  and  treatments 
have  been  reported  to  increase  collateral 
circulation.  Some  are  attempts  at  releas- 
ing vasospasm;  others  are  physical  means. 

Alcohol  is  a good  vasodilator  and  can  be 
given  in  the  form  of  whiskey,  wine  or 
beer;  the  latter  being  the  least  desirable, 
but  occasionally,  especially  at  mid  day, 
may  prove  beneficial. 

Nicotinic  acid  helps  in  vasodilatation 
and  is  of  some  value. 

Histidine  with  ascorbic  acid  and  alpha 
tocopherol,  I have  found  to  have  no  value. 

Intravenous  ether,  in  a few  cases,  has 
been  of  some  help. 

With  the  discussion  of  general  vasodila- 
tors, it  is  well  to  bring  forward  the  work 
of  Dr.  Michael  DeBakey  on  what  he  terms 
hemometakinesia.  He  has  shown  that 
when  a general  vasodilator,  such  as  Eta- 


mon,  is  used  in  a patient  with  marked  or- 
ganic changes  of  arteries  of  the  extremi- 
ties, which  cannot  dilate,  the  blood  is 
shunted  to  areas  where  the  vessels  are 
still  able  to  expand.  Arterial  pressure 
decreases,  and  actually  less  blood  reaches 
the  diseased  part  than  before.  This  may 
have  a deleterious  effect  and  precipitate 
gangrene. 

Buerger’s  exercises  taken  three  or  four 
times  a day  in  many  patients  gives  grati- 
fying results  and  should  be  used  along 
with  other  therapy. 

Intermittent  venous  occlusion,  the  oscil- 
lating bed  and  the  Pavex  boot  have  all  been 
shown  of  value  in  building  collateral  cir- 
culation. 

One  could  spend  hours  listing  various 
drugs,  apparatuses  and  methods  to  im- 
prove circulation  in  patients  with  chronic 
occlusive  arterial  disease.  The  mere  fact 
that  there  are  so  many  is  evidence  that 
none  is  completely  satisfactory. 

DISCUSSION 

John  B.  Floyd,  Jr.,  Lexington:  Dr.  Ortner’s 
paper  could  well  be  expanded  into  a mono- 
graph on  the  subject,  for  it  incorporates  funda- 
mental facts  well  applied  to  the  care  of  the 
clinical  condition.  He  demonstrates  a back- 
ground of  knowledge  and  understanding  of 
his  subject  which  is  not  often  seen.  It  is  a 
contribution  to  the  association  which  deserves 
the  congratulations  of  all  of  us. 

The  diagnosis  can  be  made  easily  and  the 
status  evaluated  without  elaborate  oscillagraphs 
or  skin  temperature  gradients.  As  he  empha- 
sizes, these  have  been  useful  to  establish  cer- 
tain basic  facts  in  the  laboratory  for  correla- 
tion with  signs  and  symptoms. 

A detailed  history  of  the  complaints  must 
be  .analyzed.  The  patient  must  be  treated  as  a 
whole.  Vascular  disease  is  usually  generalized. 
The  object  of  every  type  of  treatment  is  to 
furnish  more  oxygen  to  the  tissue.  Dr.  Ort- 
ner  points  out  a rational  plan.  Intermittent 
claudication  is  most  common  in  these  condi- 
tions, and  a clinical  response  of  increased  ex- 
ercise tolerance  to  a regional  sympathetic  pro- 
caine block  is  sufficient  indication  for  a sym- 
pathectomy in  arteriosclerosis  obliterans.  The 
diagnosis  alone  of  thrombo-angiitis  obliterans, 
is  enough  to  consider  a regional  sympathec- 
tomy of  the  affected  limb,  only  if  the  patient 
stops  the  use  of  tobacco.  If  the  patient  has 
never  used  tobacco,  thrombo-angiitis  obliter- 
ans can  be  ruled  out  for  all  practical  purposes. 

Regional  procaine  sympathetic  blocks,  prop- 
erly done,  are  relatively  painless  and  safe,  and 
much  more  effective  than  the  routine  use  of 


268 


The  Journal  of  the  Kentucky  State  Medical  Association  [June,  1950 


spinal  anesthesia  as  ,a  test.  Under  spinal  an- 
esthesia, following  a lumbar  sympathectomy  on 
one  side,  the  denervated  limb  is  again  much 
warmer  than  the  unaffected  anesthetized  limb. 
This  demonstrates  that  a spinal  anesthetic 
does  not  knock  out  all  of  the  vaso-constrictor 
fibers  which  pass  through  the  lumbar  chain 
from  higher  up.  Dr.  Alton  Ochsner  feels  that 
mecholyl,  tetra-ethyl  chloride,  and  priscol,  and 
anticoagulants  such  as  heparin  and  dicumarol 
have  no  place  in  the  treatment  of  chronic  ar- 
terial occlusion.  He  wrote  that  he  continues 
to  appreciate  more  and  more  the  value  of  sym- 
pathectomy as  a selective  vasodilator. 

The  proper  use  of  vaso-dilating  influences 
and  habits  in  correctly  evaluated  patients  adds 
greatly  to  the  comfort  and  well  being  of  the 
older  age  group,  increasing  in  numbers,  who 
pay  the  price  of  chronic  occlusive  vascular 
disease  for  the  privilege  of  living  out  a longer 
life  span. 

Joseph  E.  Hamilton,  Louisville:  I was  par- 
ticularly interested  in  the  fact  that  Dr.  Ort- 
ner,  in  addition  to  bringing  us  up  to  date  on 
the  modern  therapy  of  this  condition,  has  had 
time  to  interject  some  interesting  details  such 
as  the  fact  that  the  hands  and  feet  at  a room 
temperature  of  60  degrees  will  normally  regis- 
ter a temperature  of  70  degrees,  whereas  if 
the  temperature  of  the  room  is  raised  to  78 
degrees,  the  hand  and  foot  temperature  will 
be  up  to  90  to  94.  I wonder  how  many  of  us 
knew  that  before. 

I will  just  add  a few  points  which  the  oth- 
ers have  not  had  time,  due  to  the  shortness  of 
the  interval,  to  touch  on. 

I think  we  should  not  forget  that  one  of 
the  pain  equivalents  that  sufferers  with  artifi- 
cial insufficiency  will  present  at  times  is  so- 
called  foot  trouble,  arch  strain,  or  such  condi- 
tion, and  they  will  frequently  go  to  a chiro- 
podist or  even  to  a physician  for  the  treatment 
of  that,  and  the  main  and  underlying  sinister 
condition  is  all  too  easily  forgotten. 

One  interesting  differential  between  Buer- 
ger’s disease  and  arteriosclerosis,  which  I 
once  heard  Dr.  McKittrick  give,  is  that  dia- 
betes is  present  not  infrequently  in  patients 
that  have  senile  arteriosclerosis.  This  condi- 
tion is  never  present  in  a patient  with  Buer- 
ger’s disease.  I have  watched  for  exceptions 
to  this  and  have  never  found  any. 

We,  also,  at  Nichols  General  Hospital  have 
tried  to  evaluate  the  effect  of  these  various 
drugs  which  Dr.  Ortner  and  Dr.  Floyd  both 
mentioned,  such  as  alpha  tocopherol,  intra- 
venous ether,  ascorbic  acid  and  histidine,  and 
recently  we  are  trying  some  of  the  priscoline, 
but  I must  say  we  have  found  very  little  bene- 


fit that  we  could  ascribe  to  these  drugs,  other 
than  what  they  might  have  shown  anyway  by 
'bed  rest  and  ideal  hygienic  conditions. 

I thought,  although  it  is  a depressing  part 
of  this  whole  discussion,  we  might  mention  a 
few  of  the  indications  for  amputation,  espe- 
cially in  arteriosclerosis  and  Buerger’s  dis- 
tast.  We  might  also  add  that  it  is  of  little 
value  to  the  patient  or  to  the  hospital  beds  if 
the  doctor  delays  unduly  long  in  coming  to 
amputation  and  submits  the  patient  to  a long 
siege  of  pain,  night  suffering,  only  eventually 
to  have  to  carry  out  an  amputation. 

In  Buerger’s  disease,  of  course,  the  obvious 
indication  is  uncontrolled  pain,  that  is  pain 
that  is  uncontrolled  by  the  best  medical  re- 
gime or  especially  by  the  use  of  sympathec- 
tomy. Likewise  the  presence  of  gangrene  or 
infection,  or  both,  that  is  advancing  on  that 
foot,  in  spite  of  what  you  can  do.  If  that  is 
the  case,  amputation  of  some  sort  must  be  re- 
sorted to.  Fortunately,  in  Buerger’s  disease, 
one  can  usually  get  by  with  amputation  of 
a toe,  minor  amputation,  possibly  forefoot  am- 
putation or  lower  leg  amputation. 

In  arteriosclerotic  arterial  insufficiency,  one 
must  also  bring  into  consideration  of  when  to 
amputate,  the  realization  that  a man  who  re- 
quires amputation  for  arteriosclerotic  arterial 
insufficiency  will  probably  not  have  much 
over  five  years  of  life,  after  amputation. 
Therefore,  one  should  not  take  undue  time 
from  his  remaining  life  expectancy  in  a strug- 
gle for  a limb. 

In  general,  again,  uncontrolled  pain,  rest 
pain,  the  kind  of  pain  that  keeps  a patient 
awake  at  night,  makes  him  suffer,  in  spite 
of  our  efforts  at  conservatism,  if  persisting  for 
three  to  six  weeks,  is  usually  an  indication 
that  an  amputation  should  be  carried  out.  Also, 
the  presence  or  advance  of  gangrene,  with  or 
without  infection,  to  involve  one  or  more  toes, 
and  especially  if  it  advances  upon  the  foot  and 
when  no  pulsation  can  be  made  out  in  the 
foot. 

Again,  if  so  much  of  the  foot  is  involved  by 
suppuration  or  gangrene,  that  either  an  un- 
due amount  of  the  patient’s  remaining  life 
expectancy  will  be  consumed  in  bringing 
about  healing,  or  if  the  situation  be  such  that, 
even  when  healed,  the  foot  will  probably  be 
functionally  useless,  there,  again,  amputation 
should  probably  be  carried  out. 

Then  one  last  indication,  namely  repeated 
episodes  bringing  the  patient  back  to  the  doc- 
tor or  into  the  hospital,  of  ulceration  or  infec- 
tion in  a foot  which  incapacitates  the  patient, 
that,  again,  is  usually  an  indication  for  am- 
putation. 
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I bring  these  indications  up  with  some  de- 
gree of  hesitancy.  I know  not  everybody  will 
agree  with  them,  but  we  have  found  them  use- 
ful in  .applying  them  to  patients,  and  trying 
to  prevent  an  unduly  long  struggle  for  a use- 
less foot  or  leg. 

D.  Woolfolk  Barrow,  Lexington:  I have  en- 
joyed Dr.  Ortner’s  paper  and  would  like  to 
congratulate  him  on  his  emphasis  of  simple 
and  conservative  measures  in  the  treatment  of 
these  patients. 

Certainly,  hygiene  combined  with  Buerger’s 
exercises  faithfully  performed  by  the  patient 
will  do  much  to  eliminate  the  necessity  of  ma- 
jor operations  and  do  much  to  prolong  reason- 
able and  comfortable  function  for  the  patient. 

I personally  am  a little  bit  more  liberal  in 
indications  of  sympathectomy  than  I infer  Dr. 
Ortner  was.  To  my  mind,  there  are  three  very 
definite  contraindications  to  sympathectomy  in 
these  patients:  first,  people  who  have  rapid 
blanching  of  their  foot  on  el^yation;  patients 
who  have  skeletization  of  the  extremity,  where 
there  is  very  little  soft  tissue,  and  patients 
in  whom  such  a procedure  would  be  contrain- 
dicated by  the  general  condition  of  the  pa- 
tients. 

One  valuable  procedure  which  has  not  been 
mentioned  is  that  of  peripheral  nerve  crush- 
ing in  patients  who  have  intractable  pain,  par- 
ticularly associated  with  Buerger’s  disease. 

If  I may  respectfully  disagree  with  Dr.  Ham- 
ilton, I believe  intractable  pain  in  Buerger’s 
disease  is  an  indication  for  nerve  crushing  and 
not  for  amputation  at  that  point.  That  does 
not  mean  amputation  will  not  be  necessary, 
but  I think  nerve  crushing  is  frequently  suffi- 
cient to  tide  a patient  over  until  he  can  him- 
self be  relieved. 

There  is  one  other  minor  point  in  the  surgical 
treatment  of  these  patients,  going  back  to  the 
unhappy  thought  of  amputation,  and  that  is 
that  any  patient  with  peripheral  insufficiency, 
who  comes  to  .amputation,  should  not  have  a 
tourniquet.  We  have  seen  patients  develop 
gangrene,  which  is  an  unnecessary  and  un- 
fortunate accident. 

Alvin  B.  Ortner,  (In  closing):  I would  like 
to  thank  the  discussants  and  make  some  con- 
cluding remarks.  I am  glad  Dr.  Floyd  men- 


tioned his  communication  with  Dr.  Ochsner. 
In  the  last  six  months  to  .a  year  I have  had  a 
number  of  patients  referred  to  me  who  have 
been  treated  with  iPriscoline  and  or  tetra- 
ethyl in  chronic  occlusive  disease.  I believe, 
in  most  cases,  it  has  done  more  harm  than 
good.  I would  like  to  emphasize  this  point. 
I think  it  is  worth  while  for  men  seeing  those 
to  look  over  Dr.  DeBakey’s  work  which  was 
very  scientifically  performed  and  shows  the 
deleterious  effect  of  the  strong  vasodilator  in 
organically  fixed  vessels. 

In  regard  to  what  Dr.  Hamilton  said  con- 
cerning pain  and  the  undue  postponement  of 
amputation  in  patients  with  intractable  pain, 
I agree.  In  talking  to  Dr.  Louis  Herrmann,  he 
mentioned  that  in  patients  who  have  intrac- 
table pain,  if  you  continue  to  postpone  .ampu- 
tation, the  patient  is  more  likely  to  have  a 
phantom  limb  than  one  who  is  .amputated  soon 
after  the  onset  of  pain. 

At  the  General  Hospital  we  have  been  try- 
ing to  lower  our  level  of  amputation  in  our 
ajrteriosclerotics  to  below  the  knee.  In  select- 
ed cases,  with  sympathectomy,  we  have  in 
some  instances  been  successful. 

However,  most  of  our  cases  who  have  had 
amputation  below  the  knee,  for  arteriosclerotic 
gangrene,  re-amputation  has  been  necessary. 
I think,  in  most  instances,  the  thigh  ampu- 
tation is  thb  most  serviceable. 

I would  like  to  thank  Dr.  Barrow  for  bring- 
ing up  the  point  on  nerve  crushing.  I did  not 
have  time  to  include  it. 

I do  feel  it  is  of  definite  value  in  Buerger’s 
disease.  I believe  Smithwick  and  White  first 
reported  in  1930  on  peripheral  nerve  crush- 
ing. Several  cases  I have  had  the  opportunity 
to  do  it  on  have  been  very  satisfactory. 

However,  I would  like  to  warn  again  that 
the  operation  should  not  be  used  in  .arterio- 
sclerotic patients.  Recently  I did  one  and 
both  the  patient  and  I were  very  unhappy  as 
the  wounds  failed  to  heal,  and  the  patient 
came  to  amputation. 

In  Buerger’s  disease  I believe  it  can  be 
successful  in  .a  number  of  cases,  and  often  the 
patient  will  live  a much  more  comfortable 
life. 


Egypt  and  Israel  see  eye-to-eye  on  one 

thing,  their  urgent  desire  to  control  human  ra- 
bies, resulting  from  the  bite  of  a mad  dog.  In 
February  the  World  Health  Organization’s 
doctors  and  researchers  began  experiments  in 
both  countries  with  a new  concentrated  hyper- 


immune serum  for  human  beings.  It  had  been 
tried  only  on  animals  in  the  United  States,  but 
was  found  to  give  these  a longer  and  higher 
immunity  from  rabies  than  the  old  vaccine,  the 
effect  of  which  lasted  only  for  a year. 

U.  N.  W.,  March,  1950. 
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RADIOLOGY  IN  THE  RURAL  PRACTICE 
Joseph  C.  Bell,  M.  D. 

LOUISVILLE 


In  December,  1895  William  Conrad 
Roentgen  announced  the  discovery  of  a 
new  kind  of  highly  penetrating  ray  which 
he  termed  the  X-Ray,  later  to  be  known 
as  the  roentgen  ray.  The  entire  medical 
world  promptly  recognized  the  value  and 
importance  of  his  discovery  in  diagnosis 
of  many  diseases  affecting  man,  and  later 
its  value  in  medical  therapy.  The  use  of 
the  roentgen  ray,  or  as  is  commonly  known 
the  x-ray,  in  diagnosis  and  treatment  has 
spread  rapidly  throughout  the  world,  par- 
ticularly during  and  since  the  recent  wars. 

Early  x-ray  machines  were  relatively 
simple  but  crude  in  construction  and  were 
difficult,  unreliable  and  at  times  danger- 
ous in  operation.  Today  the  machines 
have  been  greatly  improved,  their  capac- 
ity greatly  increased,  they  have  become 
reliable  and  consistent  and  their  operation 
is  relatively  simple. 

Early  History 

Very  early  departments  <yf  radiology 
were  established  in  a few  of  the  leading 
hospitals  in  several  medical  centers  in 
this  country  and  abroad.  This  movement 
spread  rapidly  until  today  no  hospital 
that  is  worthy  of  the  name  is  without  a de- 
partment of  diagnostic  radiology  and  usu- 
ally includes  a therapeutic  department  as 
well.  Departments  of  radiology,  likewise, 
have  been  established  in  clinics,  diagnostic 
centers,  offices  of  physicians  specializing 
in  radiology  and  in  the  offices  of  some 
physicians  practicing  general  medicine  or 
one  of  the  specialties  other  than  radiology. 

Shortly  after  Roentgen’s  discovery  cer- 
tain physicians,  physicists  and  other  scien- 
tists in  our  nation  and  abroad  began  to 
devote  their  entire  time  to  the  study  and 
use  of  this  new  instrument.  These  con- 
stituted the  early  pioneers  in  radiology 
many  of  whom  sacrificed  their  lives  not 
recognizing  the  danger  inherent  in  the 
new  ray  with  which  they  were  working. 
Fortunately  the  dangers  inherent  in  the 
use  of  the  roentgen  ray  are  now  quite 
generally  understood  and  to  a large  extent 
have  been  controlled,  although  they  are 
still  present. 

Read  before  the  Kentucky  State  Medical  Association 
Owensboro  6-8,  1949. 


American  Board  of  Radiology 

Until  the  establishment  of  the  American 
Board  of  Radiology  in  1934  there  were, 
in  this  country,  no  universal  standards 
for  training  physicians  desiring  to  become 
specialists  in  radiology  although  there 
were  departments  offering  excellent  train- 
ing in  a few  of  the  large  medical  centers. 
Since  the  Board  of  Radiology  began  func- 
tioning the  number  of  training  centers 
has  increased  greatly  and  the  quality  of 
training  has  improved.  Many  adequate 
trained  physicians,  certified  by  the  Ameri- 
can Board  of  Radiology,  are  entering 
medical  practice  as  specialists  in  radiol- 
ogy but  the  supply  still  falls  far  short  of 
needs  and  demands. 

Adequate  Service 

Adequate  radiological  service  directed 
by  trained  radiologists  is  available  in  all 
of  the  larger  cities  and  many  smaller  ones 
in  this  country  but  it  is  the  Rural  Com- 
munities, communities  where  there  are 
no  towns  or  cities  of  more  than  twenty 
thousand  persons  where  the  need  is  equal- 
ly great  except  in  volume,  but  in  many 
instances,  is  unsatisfied.  The  spread  of 
hospitals  into  Rural  Communities,  espe- 
cially since  the  Hill-Burton  Act  has  begun 
to  operate,  makes  this  problem  even  more 
acute. 

American  College  of  Radiology 

The  American  College  of  Radiology 
realizing  the  need  for  better  radiological 
service  in  rural  communities  appointed 
a special  committee  for  the  study  and 
recommended  solution  of  this  problem, 
consisting  of  Dr.  Samuel  Donaldson,  Ann 
Arbor,  Michigan,  Dr.  Lyle  Kinney,  Los 
Angeles,  California,  Dr.  F.  H.  Rodenbaugh, 
San  Francisco,  California,  Dr.  Hugh  Hare, 
Boston,  Massachusetts,  Dr.  Leo  Rigler, 
Minneapolis,  Minnesota  and  your  speaker 
as  Chairman.  Our  Committee  plans  to 
present  its  recommendations  during  the 
February  1950  meeting  of  the  College  in 
Chicago. 

Conference  on  Rural  Radiology 

A conference  on  Rural  Radiology  was 
held  as  a part  of  the  program  of  the  An- 
nual Meeting  of  The  American  College 
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of  Radiology  in  Chicago  last  February. 
The  following  were  the  speakers  and  the 
subjects  discussed  by  them. 

Purpose  of  Conference:  Leo.  G.  Rigler, 
M.  D.,  Chairman,  Commission  on  Public 
Health,  American  College  of  Radiology, 
Minneapolis. 

Distribution  of  Radiologists  in  USA: 
S.  W.  Donaldson,  M.D.,  Director,  Profes- 
sional Bureau,  American  College  of  Radiol- 
ogy, Ann  Arbor. 

Local  Solutions  to  Problem:  Forrest 
B.  Ames,  M.D.,  F.A.C.R.,  President,  Maine 
Medical  Association,  Bangor,  Maine.  Vin- 
cent W.  Archer,  M.D.,  F.A.C.R.,  Professor 
of  Radiology,  University  of  Virginia, 
Charlottesville.  Jacob  Gershon-Cohen,  M. 
D.,  F.A.C.R.,  Assistant  Professor  of  Radiol- 
ogy, Graduate  School,  University  of  Penn- 
sylvania, Philadelphia. 

Effect  of  Hill-Burton  Act  on  Radio- 
logical Service  for  the  Rural  Popula- 
tion: Vane  M.  Hodge,  M.D.,  Medical  Di- 
rector, Chief,  Division  of  Hospital  Facili- 
ties, U.  S.  Public  Health  Service,  Wash- 
ington, D.  C. 

The  Kellogg  Foundation  and  Radiolog- 
ical Service  for  the  Rural  Community: 
Graham  L.  Davis,  Director,  Kellogg  Foun- 
dation; Past  President,  American  Hospi- 
tal Association,  Battle  Creek,  Michigan. 
Charles  F.  Wilkinson,  M.D.,  Associate  Di- 
rector, Division  of  Medicine,  Kellogg 
Foundation,  Battle  Creek. 

Medical  School  Efforts  to  Implement 
the  Distribution  of  Radiological  Serv- 
ices to  Rural  Areas:  Maxwell  E.  Lapham, 
M.D.,  Dean,  Tulane  University  School  of 
Medicine,  New  Orleans,  Louisiana. 

Health  Programs  of  the  National  Farm 
Organization:  Joseph  W.  Fichter,  Master, 
Ohio  State  Grange,  Columbus. 

What  the  Rural  Physician  Wants 
from  the  Radiologist:  D.  G.  Miller,  Jr., 
M.D.,  Morgantown. 

The  Rural  Health  Program  of  The 
American  Medical  Association:  F.  S. 

Crockett,  M.D.,  Chairman,  Committee  on 
Rural  Health,  American  Medical  Associa- 
tion, Lafayette,  Indiana. 

It  is  with  pride  and  real  pleasure  that 
I report  that  one  of  the  most,  and  quite 
likely  the  most  thought  provoking  presen- 
tation, was  by  the  Kentucky  representa- 
tive, Dr.  D.  G.  Miller,  Morgantown. 

The  ideas  expressed  during  the  Confer- 
ence together  with  information  contained 
in  letters  from  the  Councillors  of  The 
American  College  of  Radiology  of  some 
thirty-six  of  our  states  indicate: 


1.  There  is  a generally  recognized  need 
for  better  radiological  service  in  Rural 
Communities. 

2.  Full  time  service  by  a trained  and 
preferably  certified  specialist  in  radiology, 
where  the  volume  of  work  justifies,  is  the 
goal  toward  which  we  should  aim. 

3.  Part  time  coverage  by  a trained 
radiologist  serving  two  or  more  localities 
at  regular  specified  times  during  each 
week  is  most  valuable  and  effective  where 
full  time  coverage  is  not  possible.  The 
time  allotted  for  each  visit  must  be  suf- 
ficient to  permit  instruction  of  technicians, 
personal  examination  of  patients  where 
indicated,  consultation  with  referring 
physicians  and,  when  at  all  feasible,  at- 
tendance at  staff  or  other  local  medical 
meetings. 

4.  Consultation  with  referring  physicians 
by  mail  or  otherwise  after  examination 
of  films  made  in  the  office  of  the  referring 
physician  or  at  a hospital  is  the  least  de- 
sirable method  but  in  some  places  the 
only  practical  one.  The  consensus  of  opin- 
ions of  the  nonradiologists  during  the  con- 
ference was  that  a fee  should  be  charged 
for  the  above  type  of  consultation  other- 
wise the  referring  physician  would  not 
feel  free  to  call  on  any  one  consultant  for 
aid  repeatedly. 

Other  Less  Well  Defined  Ideas 

1.  Medical  schools  should  give  students 
more  and  better  training  in  radiology. 

2.  Conferences  should  be  held  in  Rural 
Communities  by  trained  radiologists  open 
to  general  practitioners  and  all  other  phy- 
sicians and  technicians  interested  in  radiol- 
ogy where  the  value,  limitations  and 
technique  of  various  radiological  exami- 
nations are  presented. 

3.  Annual  Post-Graduate  seminars 
should  be  held  in  state  medical  centers 
each  year,  of  the  type  above  outlined,  es- 
pecially in  those  states  where  conferences 
in  local  communities  are  not  feasible. 

We  all  know  that  trained  radiologists 
adequate  to  satisfy  the  above  demands 
and  plans  are  not  available  at  this  time 
but  many  physicians  are  in  training  and 
more  and  more  of  these  are  going  into  the 
smaller  communities  to  practice  their 
chosen  specialty  where  they  are  able  to 
lead  happy  useful  lives. 

Training  Requirements 

It  is  obvious  to  all  of  us  that  it  is  im,- 
possible  to  make  a trained  radiologist  of 
a student  during  the  undergraduate  teach- 
ing period  or  during  a one  or  two  year 
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general  internship.  Our  teaching  how- 
ever, can  and  I believe  will  be  improved. 
The  student  or  intern  who  anticipates  en- 
tering practice  in  a rural  community 
where  he  may  do  some  radiology  can  do 
much  to  supplement  his  training.  He  can 
spend  any  free  time  in  the  Department  of 
Radiology  observing  technique  and  inter- 
pretation and  in  some  institutions  may 
serve  as  a technician  doing  the  technical 
work  at  night  and  on  holidays.  We  have 
used  3rd  and  4th  year  students  for  the 
latter  purpose  at  the  Norton  Memorial 
Infirmary  for  many  years.  The  students 
have  rapidly  become  very  excellent  tech- 
nicians and,  at  the  time  of  graduation, 
have  exhibitied  a general  knowledge  of 
racLology  far  above  the  average. 

X-Ray  Machines 

X-Ray  machines  vary  greatly  in  their 
operating  characteristics  depending  upon 
tne  electric  supply,  variations  in  line  volt- 
age, etc.,  so  that  no  technique  can  be  set 
up  that  will  be  applicable  to  all  machines 
even  those  of  the  same  make  and  type. 
There  are,  however,  general  principles 
that  apply  to  all  machines  and  these  are 
outlined  in  most  texts  on  technique.  In- 
dividual machine  characteristics  and  vari- 
ations can  be  worked  out  by  the  physi- 
cian in  charge,  aided  by  a representative 
of  the  equipment  company  manufactur- 
ing or  selling  the  machine,  or  in  conjunc- 
tion with  a consulting  radiologist. 

Radiation  Therapy 

Radiation  therapy  whether  it  be  what 
is  known  as  superficial  X-Ray  therapy  or 
deep  X-ray  or  radium  therapy  is  exceed- 
ingly dangerous  in  the  hands  of  one  not 
adequately  trained  and  experienced  in  its 
use  and  it  should  not  be  employed  by  such 
individuals.  The  latitude  between  safe  and 
dangerous  dosage  is  much  less  for  super- 
ficial than  deep  therapy  and  in  many  ways 
the  former  is  the  more  dangerous  of  the 
two. 

Solution  of  Problem 

The  solution  of  the  entire  problem 
throughout  our  nation  will  require  time 
but  you  and  I are  most  interested  in  what 
can  be  done  here  in  Kentucky  now.  Initi- 
ally Dr.  Everett  Pirkey,  the  director  of 
the  department  of  radiology  in  the  Louis- 
ville General  Hospital  and  Associate  Pro- 
fessor of  Radiology  in  the  University  of 
Louisville  School  of  Medicine,  plans  to 
offer  an  elective  course  in  X-Ray  tech- 
nique in  which  basic  principles,  methods 
of  examination,  dark  room  technique, 


etc.,  will  be  given  detailed  consideration. 

If  sufficient  interest  is  manifest,  it  is  al- 
ready provisionally  arranged  for  the  Uni- 
versity of  Louisville  School  of  Medicine 
working  in  conjunction  with  the  Louisville 
Radiological  Society  to  send  radiologists 
into  Rural  Communities  to  discuss  meth- 
ods, techniques,  limitations,  etc.  of  the 
many  diagnostic  x-ray  examinations.  The 
membership  of  the  Louisville  Radiological 
Society  is  composed  only  of  full  time 
radiologists  from  all  parts  of  the  State  of 
Kentucky,  all  of  whom  are  certified  by 
the  American  Board  of  Radiology,  or  of 
physicians  in  training  for  certification. 
Tentative  plans  for  such  conferences  call 
for  one  day  sessions  conducted  by  two 
radiologists  alternating  at  approximately 
hourly  intervals  from  about  2:00  until 
6:00  p.  m.,  a supper  recess,  after  which 
the  meeting  will  continue  from  7:00  until 
10:00  p.  m.  Other  training  plans  can  Ibe 
initiated  if  and  when  they  seem  desirable. 

Method  of  Improvement 

Radiology  in  Rural  Communities  can  be 
improved  by  proper  training  methods  but 
individual  effort  on  the  part  of  the  exami- 
ner will  always  be  the  most  important 
consideration.  No  amount  of  didactic 
teaching  will  ever  supplant  individual 
and  continued  study.  We  must  ever  be 
ready  to  request  help  from  our  more  high- 
ly trained  and  widely  experienced  col- 
leagues when  this  seems  advisable.  When 
supervised  by  a trained  radiologist  the  X- 
ray  department  of  a community  hospital  in 
a rural  or  any  other  area  can  be  made  an 
invaluable  teaching  and  consultation  cen- 
ter, stimulating  study,  increasing  medical 
knowledge  and  aiding  immeasurably  in 
accurate  diagnosis. 

It  behooves  each  physician  constantly 
to  remind  himself  that  he  assumes  a se- 
rious responsibility  for  the  patient’s  health 
and  well  being  when  he  undertakes  any 
diagnostic  or  therapeutic  procedure,  radio- 
logical, or  otherwise.  Likewise  the  patient 
has  every  reason  to  assume  and  demand 
that  the  physician  have  at  least  a mini- 
mum basic  knowledge  of  the  work  to  be 
undertaken. 

DISCUSSION 

D.  G.  Miller,  Jr.,  Morgantown:  I feel  peculiar- 
ly honored  in  being  asked  to  open  the  discus- 
sion on  Dr.  Bell’s  paper  because  Dr.  Bell  re- 
quested that  I do  so,  knowing  that  I am  in  dis- 
agreement with  him  and  with  the  College  of 
Radiology  on  some  of  the  points  that  he  has 
mentioned. 

I agree  with  Dr.  Bell  in  most  of  the  things 
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that  he  has  said  and  congratulate  the  College 
of  Radiology  upon  being  one  of  the  first  spe- 
cialist groups  to  recognize  the  need  of  the  rural 
general  practitioners  and  communities  for 
more  and  better  medical  services,  particularly 
by  the  specialists.  I will  differ  with  him  about 
his  definition  of  a rural  community  in  which 
we  consider  a community  of  20,000  as  being  ur- 
ban and  towns  of  2,000  or  3,000  or  under  as 
being  rural.  The  points  which  Dr.  Bell  sum- 
marizes as  a result  of  the  Conference  of  Radiol- 
ogists and  varied  groups,  both  lay  and  pro- 
fessional, who  represent  the  rural  people, 
should  be  restated:  (1)  there  is  a generally 
recognized  need  for  better  radiological  service 
in  rural  communities;  (2)  this  service  is  best 
given  by  a trained,  preferably  certified  full- 
time radiologist;  (3)  part-time  service  by  a 
trained  radiologist  is  next  best;  (4)  and  consul- 
tation service  by  phone  or  mail  should  be  pro- 
vided to  supplement  part-time  radiologists  and 
give  service  in  areas  not  served  by  a radiolo- 
gist. 

The  General  Electric  X-Ray  News,  although 
a trade  publication,  in  its  July-August  1949  is- 
sue describes  what  is  known  as  the  Bingham 
Plan.  This  plan  has  the  New  England  medical 
center  in  Boston  as  its  hub  and  reaches  out  to 
30  small  hospitals  and  all  rural  areas  of  Maine 
and  Western  Massachusetts.  I quote  as  follows 
from  the  report:  “Upon  the  highway,  from  local 
to  regional  to  center,  moves  a stream  of  pa- 
tients, doctors’  queries  and  specimens  for  lab- 
oratory analysis;  at  the  center,  the  patients’  ail- 
ments are  diagnosed,  and  doctors  receive  gui- 
dance concerning  treatment.  In  the  opposite  di- 
rection, from  the  teaching  center  outward  to 
GP’s  in  remote  areas,  flows  a refreshing  cur- 
rent of  training  and  medical  knowledge.  When 
the  Bingham  Plan  was  started,  scarcely  any  of 
the  community  hospitals  now  affiliated  with 
it  had  x-ray  equipment.” 

I contended  quite  vigorously  at  the  confer- 
ence, to  which  Dr.  Bell  refers,  that  the  medical 
schools  should  give  their  students  more  and 
better  training  in  radiology,  especially  the  tech- 
nic of  film-making.  My  thesis  is  that,  if  a 
radiologist  could  train  a high  school  graduate 
to  become  a technician,  he  surely  could  train 
medical  students  to  make  satisfactory  films.  I 
heartily  endorse  the  conferences  to  be  held  in 
rural  communities  by  radiologists  and  open  to 
all  physicians  and  technicians  interested.  The 
Academy  of  General  Practice  will  lay  the 
groundwork  for  these.  In  addition  to  the  type 
of  thing  that  Dr.  Bell  refers  to,  we  also  want 
the  privilege  of  requesting  conferences  on  a 
particular  subject,  for  example,  the  one  that  is 
proposed  by  Dr.  Pirkey,  at  our  request,  on  the 
diagnosis  of  heart  disease  by  radiology.  I feel 
that  mail  and  phone  consultation  with  the 


radiologists  should  be  available  to  the  rural 
physicians  and  that  a fee  should  be  charged 
for  the  interpretation  and  criticism  of  the  radio- 
graph made  by  the  rural  physician.  I would 
feel  freer  to  ask  for  this  service  if  we  paid  for 
it.  We  rural  physicians  will  make  better  x-ray 
films  if  our  work  is  criticized  by  a competent 
radiologist.  I am  elated  at  the  organization  and 
teaching  of  the  course  in  the  medical  school 
by  Dr.  Pirkey  and  of  the  plan  for  conferences 
to  be  inaugurated  by  the  Louisville  Radiologi- 
cal Society.  Interested  physicians  should  con- 
tact Dr.  Bell,  Dr.  Pirkey,  or  the  Kentucky  Aca- 
demy of  General  Practice. 

I purposely  saved  the  point  on  which  I must 
take  issue  with  Dr.  Bell,  for  the  last.  That  is 
that  a certain  amount  of  therapy  must  be  done 
by  the  rural  physician.  I am  very  hopeful  that 
it  will  be  possible  to  arrange  with  the  College 
of  Radiology  or  the  Louisville  Radiological  So- 
ciety in  connection  with  the  American  Cancer 
Society,  for  conferences  with  certified  radiolo- 
gists so  that  those  of  us  in  rural  areas  may  bet- 
ter treat  such  patients  if  they  are  unwilling  or 
unable  to  attend  a cancer  clinic  or  go  to  the 
city  for  the  services  of  a certified  radiologist. 
I treat  a number  of  patients  who  would  not  be 
treated  if  they  had  to  go  to  a cancer  clinic,  and 
there  is  one  only  thirty-two  miles  away  at 
Greenville,  or  twenty-five  miles  away  in  Bowl- 
ing Green.  I acknowledge  my  limitations,  but 
I feel  that  these  patients  are  better  treated 
than  untreated. 

Again  I congratulate  Dr.  Bell  upon  this  pres- 
entation of  his  and  the  College  of  Radiology’s 
view. 

John  L.  Dixon,  Owensboro:  After  the  cover- 
age by  Dr.  Bell  and  Dr.  Miller,  I find  I have 
little  to  say.  I think  that  they  are  both  talking 
about  the  same  thing  but  using  different  words. 
You  can  agree  with  both  of  them. 

Installation  of  x-ray  equipment  in  rural  com- 
munities should  be  encouraged,  if  only  for  the 
welfare  of  the  patient,  as  regards  the  time,  cost, 
and  inconvenience  of  travel.  If  a patient  has  to 
go  thirty,  forty,  or  fifty  miles  to  be  x-rayed  it 
takes  considerable  time.  It  is  expensive,  and 
the  doctor  who  sends  the  patient  in  frequent- 
ly has  to  refer  him  to  another  physician  for 
treatment.  Such  things  as  simple  fractures,  and 
so  on,  can  be  as  easily  treated  in  the  small 
town  as  in  the  large  town. 

Installation  of  x-ray  equipment  increased 
the  prestige  of  the  doctor  in  his  local  commu- 
nity, but  he  must  accept  the  responsibility 
which  its  use  imposes.  That  was  the  thing  I 
think  Dr.  Bell  emphasized  very  well.  I believe, 
as  knowledge  of  the  inherent  dangers  of  x-ray, 
particularly  fluoroscopy,  becomes  known  to  the 
physician,  he  becomes,  as  a general  practitioner, 
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less  anxious  to  use  it. 

We  frequently  see  films,  and  I know  that 
the  same  thing  holds  true  for  Louisville,  Cov- 
ington, Hopkinsville,  and  in  Paducah,  which 
are  not  readable,  and  the  consultant  radiologist 
as  a rule  is  a bit  loath  to  criticize  those  films. 
I do  not  think  that  the  payment  of  a fee  would 
make  him  feel  any  easier  about  the  criticism. 
I think  it  would  probably  have  the  opposite  ef- 
fect. 

Good  pictures  are  not  hard  to  make.  It  does 
not  take  a great  deal  of  time  to  learn,  and  I 
think  that  the  program  Dr.  Bell  has  outlined 
for  you  this  morning  would  furnish  the  quick- 
est help  to  the  rural  communities. 

We  get  films  from  doctors  that  are  having 
difficulty  in  interpreting,  and  we,  in  turn, 
sometimes  have  difficulty  in  interpreting  those 
same  films,  so  we  must  ship  them  on  up,  you 
might  say,  to  a higher  echelon.  I think  that 
freedom  of  consultation  is  an  important  thing. 
Whether  or  not  there  is  remuneration  will  vary 
with  the  community. 

All  radiologists  have  friends  that  send  films 
to  them.  The  practice  here  is  that  we  usually 
do  not  make  a,  charge;  we  are  glad  to  do  it.  It 
makes  us  feel  like  big  people  assisting  the  phy- 
sician in  interpreting  the  more  difficult  films, 
heavier  work,  such  as  gastro-intestinal,  is  usu- 
ally referred  to  us. 

I do  think,  if  you  have  a community  hospi- 
tal, a rural  hospital,  where  relatively  large 
numbers  of  films  are  daily  made,  some  fee 
should  be  charged. 

J.  B.  Lukins,  Louisville:  I think  perhaps,  this 
is  one  of  the  most  practical  and  helpful  papers 
to  the  profession  at  large  that  will  be  present- 
ed at  this  meeting. 

When  we  remember  that  about  65  per  cent 
of  all  the  malpractice  suits  in  Kentucky  come 
as  a result  of  bad  results  in  injuries  to  the 
bone  joints,  we  can  see  how  important  it  is  that 
a proper  x-ray  picture  be  taken  of  that  injury. 
Now,  suppose  it  is  just  a sprained  ankle  or  torn 
ligament  at  the  knee-joint,  we  have  not  done 
any  harm  if  an  x-ray  picture  is  taken. 

The  courts  have  decided  more  than  once  in 
Kentucky  that,  if  we  use  every  available  means 
to  give  this  patient  the  very  best  technical 
medical  skill,  then  we  are  not  at  fault  legally. 

I would  have  you  remember  that. 

I would  love  to  see  an  x-ray  machine,  the 
proper  kind  of  x-r,ay  machine,  properly  hand- 
led, in  every  county  in  the  state  of  Kentucky, 
but  so  far  we  have  begun  at  the  wrong  end. 
The  x-ray  salesmen  have  been  much  more  a- 
lert  than  those  who  arrange  the  curriculum  in 
the  medical  schools. 

About  twenty  years  ago,  or  more,  I advocat- 
ed putting  such  a course  in  medical  school,  as 


Dr.  Bell  now  advocates.  I think  if  the  radiolo- 
gists had  all  been  as  broad-minded  and  tried 
to  help  as  Dr.  Bell  does  in  this  respect,  we 
would  have  had  that  in  Kentucky  many  years 
ago. 

It  is  a very  bad  thing  for  a man  in  any  loca- 
tion, city  or  country  town,  to  have  a strong  x- 
ray  machine  and  not  know  properly  how  to  op- 
erate it,  or  how  it  should  be  operated,  or  not 
have  a proper  technician,  well  trained  person. 
So,  I am  delighted  to  know  that  our  medical 
school  will,  in  the  future,  give  such  a course. 
It  will  render  much  better  service  to  the  pa- 
tients. We  will  have  fewer  cripples  in  the  state, 
and  the  doctor  will  feel  that  he  has  done  his 
full  duty  by  the  patient. 

I urge  that  the  use  of  x-ray  machines  be  not 
attempted  until  there  is  a proper  person  at 
hand  to  make  a first  class  picture. 

Guthrie  Y.  Graves,  Bowling  Green:  I do  not 
know  just  where  to  classify  myself.  Dr.  Bell 
says  I am  a rural  practitioner,  and  Dr.  Miller 
says  I am  a city  doctor.  (Laughter)  Bowling 
Green  is,  perhaps,  a midpoint,  but  it  occurs  to 
me  that  a solution  that  we  have  found  has 
worked  very  well  for  us,  might  answer  a lot 
of  these  problems. 

We  have  felt  the  need  for  better  x-ray  work 
in  our  community.  We  talked  to  the  University 
of  Louisville;  we  talked  to  Vanderbilt.  Vander- 
bilt was  a little  bit  more  sympathetic,  and  we 
got  what  we  wanted.  We  needed  a man  part 
time  to  do  our  gastro-enterological  fluoroscopic 
work  and  to  read  our  films,  to  direct  our  treat- 
ment and  give  consultation  upon  all  forms. 

Vanderbilt  had  a very  brilliant  young  man 
who  was  having  to  leave  the  University  be- 
cause his  salary  was  not  enough  to  sustain  him; 
he  could  get  a much  better  position  that  would 
pay  him  more  at  some  other  place.  He  liked 
university  work,  and  he  wanted  to  stay  with 
it.  We  made  an  arrangement  with  Vanderbilt 
whereby  he  comes  up  to  our  clinic  twice  a 
week,  reads  all  of  our  films,  does  all  of  our 
fluoroscopic  work,  directs  our  treatment,  and 
we  are  very  well  satisfied  with  him.  The  school 
is  able  to  retain  a man  that  would  have  other- 
wise been  lost  to  it,  and  we  were  able  to  have 
satisfactory  x-ray  service,  the  man  had  suffi- 
cient salary  to  stay  with  the  school. 

I would  like  to  recommend  this  as  one  ap- 
proach to  the  problem.  I believe  the  University 
of  Louisville,  which  is  our  medical  school, 
should  consider  that  men  who  might  stay  one 
or  two  years  and  then  have  to  go  out  to  prac- 
tice, insufficiently  trained,  because  of  financial 
reasons,  would  stay  a year  or  so  longer  if  the 
school  would  be  willing  to  share  them  with 
some  of  the  smaller  hospitals  and  let  the  hos- 
pital pay  part  of  the  burden. 
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Medical  urology  has  virtually  lost  its 
identity  in  our  present  era  of  surgical  en- 
thusiasm. However,  in  actual  practice  the 
demands  of  medical  urology  are  exacting 
and  therapeutic  specificity  in  some  con- 
ditions during  the  past  ten  years  has  be- 
come an  actuality.  It  is  to  be  recognized 
that  each  surgical  patient  in  the  field  of 
urology  presents  postoperatively  a prob- 
lem of  medical  urology  which  often  may 
be  more  complex  than  the  initial  surgical 
condition.  Therefore,  a sound  fundamen- 
tal knowledge  of  medical  urology  is  essen- 
tial and  can  be  of  inestimable  value  to  the 
practitioner.  In  this  discussion  we  will 
limit  ourselves  to  the  diagnostic  and 
therapeutic  problems  that  constitute  the 
more  common  urological  office  problems. 

Pyelonephritis 

Probably  the  most  common  urological 
condition  that  every  practitioner  and  urol- 
ogist sees  is  the  patient  with  “pyelitis” 
with  or  without  cystitis.  Cystitis  may  oc- 
cur without  renal  involvement  and  though 
it  is  not  the  rule  it  must  be  so  differen- 
tiated to  effect  intelligent  and  effective 
therapy. 

We  all  know  the  symptoms  of  “pyelitis” 
or  pyelonephritis  with  its  unilateral  or  bi- 
lateral back  pain  and  tenderness  with  or 
without  fever  and,  when  the  bladder  is  in- 
volved, the  discomfort  that  invariably 
brings  the  patient  to  the  physician.  The 
urine  is  loaded  with  pus  and  there  may 
be  some  blood.  If  there  is  a previous  his- 
tory of  these  troubles  with  or  without  re- 
lief, the  patient  should  have  a complete 
and  thorough  urological  study.  All  too  of- 
ten the  patient  with  a persistent  recurrent 
pyelitis  or  cystitis  is  found  finally  to  have 
bilateral  renal  tuberculosis  with  bladder 
involvement  and  their  lot  is  one  of  endless 
pain  and  discomfort.  If  the  patient  has 
never  had  an  attack  before  one  should  then 
undertake  to  clear  the  situation  with  medi- 
cation after  the  diagnosis  is  established 
with  a careful  microscopic  urine  examina- 
tion. May  I emphasize  the  importance  of 
microscopic  urine  examination  on  every 
patient.  It  is  a simple  task  that  affords 
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much  information.  After  the  urine  abnor- 
malities are  grossly  visible  therapeutic 
success  may  be  precluded. 

The  great  bulk  of  urinary  tract  infec- 
tions are  of  the  gram  negative  bacillary 
type  and  thus  our  initial  medication 
should  be  directed  toward  this  group.  The 
most  common  organism  responsible  for 
urinary  tract  infections  is  Escherichia 
coli.  The  sulfonamides  are  very  active  a- 
gainst  the  coliform  group  and  they  have 
the  advantage  that  when  taken  with  an 
alkali  they  afford  an  alkaline  urine  which 
is  soothing  to  the  inflamed  bladder  and 
urethral  mucosa.  The  sulfonamides  with 
alkali  have  then,  both  bacteriologically 
and  subjectively,  a very  useful  medicinal 
property.  In  the  face  of  sulfonamide  sen- 
sitivity we  may  turn  to  mandelic  acid.  A 
preparation  that  we  have  found  particular- 
ly effective  is  that  of  mandelic  acid  com- 
bined with  methenamine  and  sold  under 
the  trade  name  of  “Mandelamine.”  It  has 
the  serious  disadvantages  of  being  thera- 
peutically effective  in  a highly  acid  urine 
and  thus  subjectively  it  is  not  well  tolerat- 
ed by  some  patients  with  severe  cystitis. 
It  has  been  our  experience  that  the  Man- 
delamine dosage  should  be  at  least  12 
tablets  daily  and  must  be  continued  well 
after  the  urine  is  microscopically  normal 
in  order  to  prevent  a recurrence  of  the  in- 
fection. Streptomycin  may  be  used,  but 
we  prefer  to  limit  this  drug  to  infections 
of  such  severity  that  its  use,  due  to  po- 
tential toxicity,  can  be  justified  in  the 
event  that  the  patient  develops  an  irrever- 
sible complication.  Aureomycin  and  Chlo- 
romycetin too  have  been  reserved  for  the 
more  seriously  afflicted  patients.  Aure- 
omycin and  Chloromycetin  seem  to  have 
the  advantage  that  bacteria  do  not  seem 
to  develop  any  particular  resistance  to 
these  drugs  so  that  they  can  be  used  re- 
peatedly. Penicillin  is  therapeutically 
valueless  in  this  group  of  organisms  so 
that  penicillin  has,  bacteriologically  speak- 
ing, no  place  in  the  treatment  of  pyelone- 
phritis except  in  the  rare  instance  of 
coccal  infection. 

Insofar  as  sulfonamide  medication  is 
concerned  it  has  been  our  practice  to  em- 
ploy a mixture  of  Sulfacetimide  and  Sul- 
fadiazine. The  ideal  sulfonamide  should 
have  the  following  characteristics: 
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1.  It  should  be  a non  N-heterocyclic 
compound  since  it  is  the  N-heterocyclic 
group  that  favor  urinary  precipitation  and 
thus  renal  disturbance  of  urinary  obstruc- 
tion due  to  crystalline  impactions. 

2.  It  should  have  a high  level  of  bacterio- 
cidal or  bacteriostatic  activity. 

3.  It  should  have  a high  level  of  urinary 
solubility. 

4.  It  should  be  able  to  effect  a high  uri- 
nary concentration. 

Sulfacetimide  affords  these  qualifica- 
tions better  than  any  other  sulfonamide. 
Since  the  Sulfacetimide  possesses  the  a- 
bove  attributes  it  was  felt  that  a sulfona- 
mide with  a high  blood  concentration 
would  make  an  extremely  valuable  sup- 
plementary sulfonamide.  Hence,  Sulface- 
timide plus  Sulfadiazine  has  in  our  exper- 
ience been  a most  effective  sulfonamide 
combination. 

It  is  to  be  mentioned  and  emphasized 
that  Methenamine  is  a most  useful  urinary 
antiseptic  when  employed  in  a highly  acid 
urine.  If  the  urine  pH  does  not  fall  below 
5.00  with  the  use  of  Methenamine  along 
with  sodium  acid  phospate,  we  supple- 
ment with  enteric  coated  tablets  of  am- 
monium chloride  to  effect  the  desired 
acidity  and  the  effectiveness  of  Methena- 
mine when  used  according  to  its  original 
description  is  quite  amazing. 

The  accompanying  table  suggests  an 
adequate  dosage  of  the  various  antisep- 
tics. 


The  practical  management  of  urinary 
tract  infections  then  may  be  briefly  sum- 
marized by  stating  that  Methenamine, 
Mandelamine,  Penicillin,  Aureomycin  and 
Chloromycetin  attain  their  greatest  effi- 
ciency in  an  acid  urine  while  the  Sulfona- 
mides and  Streptomycin  demand  an  alka- 
line urine.  Since  more  than  70  per  cent  of 
all  urinary  tract  infections  are  due  to  or- 
ganisms of  the  coliform  group  any  of  the 
above  antiseptics  except  Penicillin  may 
be  used  and  if  the  infections  do  not  clear 
promptly  in  the  face  of  adequate  medica- 
tion Mandelamine  may  be  used  which 
should  clear  a Streptococcus  fecalis  infec- 
tion which  does  occur  on  occasion.  If  how- 
ever after  a trial  period  of  10  days  medi- 
cation the  results  are  not  satisfactory  and 
the  patient  is  subjectively  and  objectively 
not  improved,  the  need  for  complete  uro- 
logical, cultural  and  sensitivity  studies  is 
imperative  to  rule  out  urinary  tract  ab- 
normalities, calculous  disease  with  super- 
imposed infection,  or  some  other  resistant 
infection  including  tuberculosis. 

Prostatitis 

Non-specific  prostatitis  is  one  of  the 
most  common  and  probably  the  least  un- 
derstood urological  conditions.  It  is  essen- 
tial that  prostatitis  be  differentiated  into 
two  groups:  acute  prostatitis  and  chronic 
prostatitis.  In  the  former,  one  is  dealing 
with  an  infection  primarily  while  in  the 
latter  an  active  infection  is  not  necessar- 
ily present  but  a situation  of  inadequate 


Drug 

Methenamine  + 

adequate  acidification 
to  pH  5 or  less 

Sulfacetimide  + 
Sulfadiazine 
Triple  sulfonamides 

Gantrisin 

Penicillin 


Streptomycin 


Aureomycin 


Chloromycetin 


Dosage 


Bacterial  Specificity 


1 gram  Q.  I.  D. 


Colon  group  primarily 


1 gram  Q.  I.  D.  for  2 days;  Colon  group  primarily 

0.5  gram  Q.  I.  D.  for  at  least  7 days 


100,000  units  q 4 h or  600,000  units  Coccal  groups  of  infection 

of  slowly  soluble  forms.  Urine  either  primary  or  second- 

must  be  pH  6 or  less.  .ary  invaders. 


2.0  grams  daily  for  2 days;  1.0 
gram  daily  thereafter  for  at  least 
7 days.  In  tuberculosis  must  be 
kept  up  for  90  days.  (Urine  must 
be  highly  alkaline). 


Tuberculosis,  abacterial 
pyuria,  gram  negative  in- 
fection without  the  com- 
plication of  an  obstruc- 
tive uropathy. 


1 or  2 capsules  Q.  I.  D.  for  Z days  Gram  negative  and  gram 

and  1 capsule  T.  I.  D.  thereafter  positive  organisms, 

for  at  least  7 days.  Abacterial  pyuria. 


June,  1950]  The  Journal  of  the  Kentucky  State  Medical  Association 


277 


prostatic  drainage  is  the  chief  factor.  This 
situation  is  most  clearly  demonstrated  in 
studying  the  pathological  picture  of  these 
two  conditions.  In  the  acute  form  there 
are  many  pus  cells  in  the  interstitial  tis- 
sue of  the  prostate  and  the  acini  are  not 
necessarily  enlarged.  In  the  chronic  form 
of  prostatitis  one  may  see  a variable  de- 
gree of  leukocytic  infiltration  but  the  most 
striking  finding  is  that  of  greatly  enlarged 
acini  filled  with  desquamated  material, 
prostatic  secretion  and  leukocytes  in  va- 
rious degrees  of  degeneration.  In  other 
words,  we  are  dealing  here  with  poor  or 
inadequate  drainage  of  the  prostatic  acini 
either  of  the  whole  gland  or  a portion  of 
it.  Therapy  must  then  be  directed  toward 
initiating  and  maintaining  drainage  and 
the  infection  will  most  often  spontaneous- 
ly disappear. 

Subjectively  the  patient  with  chronic- 
congestive  prostatitis  presents  the  charac- 
teristic low  back  pain  which  is  more  in- 
tense in  the  morning  and  that  soon  wears 
off  as  the  day  progresses.  This  backache 
is  in  sharp  contrast  to  the  usual  orthope- 
dic disturbance  that  is  intensified  as  the 
day  wears  on.  Examination  per  rectum 
demonstrates  a prostate  of  variable  en- 
largement and  tenderness  which  may  or 
may  not  reveal  the  seminal  vesicles  to  be 
two  sausage  like  tense  tender  tubes  pro- 
jecting latero-cephalad  from  the  base  of  the 
prostate.  The  prostatic  secretion  obtained 
upon  massage  of  such  a prostate  and  semi- 
nal vesicles  will  reveal  a variable  degree 
of  pus  and  pus  clumps  on  a methylene 
blue  stained  slide.  Seldom  are  bacteria  in 
evidence. 

The  successful  therapy  of  chronic  pros- 
tatitis depends  upon  drainage  of  the  ob- 
structed prostatic  alveolae.  This  can  be  ac- 
complished most  readily  by  prostatic  mas- 
sage at  intervals  of  7 days  and  the  impor- 
tant consideration  is  that  this  be  continu- 
ed until  good  spontaneous  drainage  is  ac- 
complished irrespective  of  the  time  or 
number  of  massages  involved.  It  may  re- 
quire prostatic  massage  for  several  months 
before  the  gland  shows  palpable  evidence 
of  softening  and  return  to  normal  consis- 
tency. It  is  true  that  often  it  is  difficult  to 
maintain  the  patient’s  interest  in  this  pro- 
longed procedure  particularly  since  sub- 
jectively for  long  periods  the  patient  ex- 
periences so  little  obvious  improvement. 
Secondary  measures  that  are  useful  are 
hot  sitz  baths  and  the  use  of  organic  dyes 
(azo)  such  as  Serenium  or  Pyridium  to 
afford  relief  of  posterior  urethral  dis- 
comfort. 


It  can  be  seen  from  the  above  that 
chronic  prostatitis  is  not  generally  an  in- 
fection, but  primarily  inadequate  pros- 
tatic drainage  with  the  resultant  acini  dis- 
tension and  secondary  irritation  which  ac- 
counts for  the  pus  found  in  the  prostatic 
secretion.  It  is  for  this  reason  that  chemi- 
cal or  antibiotic  therapy  is  valueless  in 
this  condition  and  drainage  alone  can  es- 
tablish relief  from  this  situation.  The  pros- 
tatic acini  assume  the  role  of  a stagnant 
pool  with  the  accompanying  decadence. 
If  the  latter  fact  can  be  kept  in  mind  the 
treatment  and  adequate  results  will  !be  ob- 
tained. 

Seminal  Vesiculitis 

An  acute  obstructive  seminal  vesiculitis 
is  not  an  uncommon  condition  which  is 
often  confused  with  acute  appendicitis 
and  the  surgeon  following  the  appendec- 
tomy is  embarrassed  by  the  patient’s  per- 
sistent complaints  of  intermittent  right 
lower  quadrant  pain.  The  differential  diag- 
nosis is  a relatively  simple  matter  and  de- 
pends only  upon  a careful  history  and 
prostatic  examination. 

This  condition  most  commonly  follows 
a period  of  sexual  excess  with  sudden  ab- 
stinence. The  patient  is  usually  struck 
suddenly  with  a right  lower  quad- 
rant pain  of  varying  intensity,  and  often 
it  is  of  sufficient  severity  to  actually  cause 
collapse.  The  patient  usually  gives  the 
history  that  he  was  struck  with  this  se- 
vere pain  in  the  right  lower  quadrant 
which  did  not  radiate  and  was  followed 
by  vomiting  in  contradistinction  to  the 
pre-nausea  pain  and  initial  paraumbilical 
pain  of  acute  appendicitis. 

Physical  examination  demonstrates  at 
most  only  voluntary  muscle  guarding 
over  the  right  abdominal  quadrant,  absent 
or  at  best  pseudo-rebound  tenderness  and 
the  patient  does  not  assume  the  state  of 
quiet  that  is  so  often  associated  with  ap- 
pendicitis. The  patient  with  an  acute  ob- 
structive seminal  vesiculitis  usually  at- 
tempts to  find  a comfortable  position 
while  complaining  of  intense  discomfort, 
however  his  activity  does  not  approach  the 
activity  of  an  individual  suffering  an  a- 
cute  renal  colic.  Upon  rectal  examination 
the  prostate  may  or  may  not  be  congested 
and  tender,  but  the  involved  seminal  vesi- 
cle is  excruciatingly  tender  and  is  palpa- 
ble as  an  edematous  cord  projecting 
cephalad  from  the  prostate.  The  right 
seminal  vesicle  is  involved  most  frequent- 
ly, but  there  is  apparently  no  obvious  ex- 
planation for  this  unilateral  inequality. 
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The  treatment  consists  in  treating  the 
pain  which  is  most  often  controlled  by  a 
1/4  grain  of  morphine  or  1/16  grain  of 
Dilaudid.  Demerol  has  not  Ibeen  found 
valuable  in  our  hands.  The  use  of  atro- 
pine along  with  the  opiate  is  practiced  by 
some.  The  intramuscular  use  of  some  bar- 
bital in  addition  to  the  opiate  is  also  use- 
ful and  is  recommended.  The  following 
day  gentle  massage  of  the  affected  vesicle 
can  usually  be  started  and  if  another  se- 
vere attack  is  initiated  additional  opiate 
may  be  necessary.  As  an  acute  attack  sub- 
sides anti-spasmodics  are  often  useful.  As 
previously  mentioned,  extremely  gentle 
daily  massage  is  started  as  soon  as  the  a- 
cute  phase  is  passed  and  this  therapy  is 
supplemented  by  hot  sitz  baths.  Usually 
these  patients  are  completely  relieved  of 
the  acute  phase  within  24  hours  of  onset 
though  continued  observation  is  essen- 
tial to  prevent  recurrence  and  the 
massage  interval  should  gradually  be 
lengthened  as  the  seminal  vesicle  begins 
draining.  Seminal  vesicle  and  prostatic 
massage  is  not  to  be  discontinued  until  the 
prostatic  secretion  and  the  vesicles  are 
normal.  It  is  to  be  mentioned  further  that 
regular  intercourse  in  moderation  is  bene- 
ficial in  establishing  prostatic  and  semi- 
nal vesicle  drainage. 

Ureteral  Colic  Secondary  Seminal 
Vesiculitis 

On  occasion  a patient  demonstrates  all 
subjective  and  objective  signs  of  an  acute 
ureteral  obstruction  and  one  finds  the  x- 
ray  evidence  not  to  confirm  the  clinical 
diagnosis  of  nephrolithiasis.  It  is  for  this 
reason  that  a thorough  prostatic  exami- 
nation should  always  be  done  to  rule  out 
the  possibility  of  a seminal  vesiculitis 
which  secondarily  causes  ureteral  irrita- 
tion with  resultant  ureteral  spasm  and  ob- 
struction. The  point  of  ureteral  obstruc- 
tion is  in  the  lower  3 centimeters  of  the 
ureter  which  lies  extremely  close  to  the 
seminal  vesicles. 

These  patients  may  or  may  not  respond 
to  the  treatment  outlined  previously  for 
seminal  vesiculitis.  If  immediate  relief  is 
not  obtained,  it  is  necessary  to  introduce 
a ureteral  catheter  through  the  point  of 
ureteral  spasm  and  drain  the  renal  pelvis. 
It  is  not  unusual  in  these  instances  to  find 
an  acute  hydronephrosis  which  after  com- 
plete decompression  does  not  recur.  It  is 
wise  in  these  patients  to  administer  some 
urinary  antiseptics  for  a period  of  several 
days  in  spite  of  the  fact  that  there  is  no 
evidence  of  urinary  tract  infection  at  the 


time  of  the  acute  obstruction.  In  our  ex- 
perience Methenamine  along  with  acid 
sodium  phosphate  is  a very  effective  a- 
gent  particularly  where  there  is  no  evi- 
dent urinary  tract  infection  at  the  onset. 

Non-specific  Urelhriiis 

Specific  urethritis  or  gonorrheal  ure- 
thritis has  become  in  these  days  of  anti- 
biotics a most  benign  infection.  I do  not 
feel  that  it  should  be  regarded  as  such, 
but  when  its  treatment  to-day  is  consid- 
ered in  the  light  of  the  days  of  perman- 
ganate irrigations  one  is  impressed  with 
simplicity  and  ease  of  complete  and  per- 
manent cure.  We  still  have  the  seemingly 
more  prevalent  patient  with  non-specific 
urethritis  which  affords  all  the  trials  and 
tribulations  of  the  specific  infection  of  the 
days  gone  by. 

A patient  with  a urethral  discharge  that 
does  not  present  any  evidence  of  specific 
infection  by  smear  should  be  thoroughly 
studied.  The  first  step  after  demonstrat- 
ing the  non-specificity  of  the  infection  is 
to  observe  the  size  of  the  urethral  meatus. 
Size  alone  is  not  important  but  the  pres- 
ence or  absence  of  a deep  fossa  navicularis 
is  the  significant  finding.  One  of  the  most 
common  causes  of  urethral  discharge  is 
that  urethral  secretions  collect  in  a poor- 
ly draining  fossa  navicularis  and  this  ma- 
terial over-flows  retrograde  to  re-infect 
the  urethra.  The  urethral  discharge  is 
thus  continued  indefinitely  in  spite  of  ac- 
tive therapy.  This  situation  can  be  dra- 
matically corrected  by  a simple  meato- 
tomy.  In  other  words,  under  local  anes- 
thesia the  meatus  is  opened  to  effect  ade- 
quate drainage  of  the  fossa  navicularis. 

Another  not  uncommon  cause  of  con- 
tinued urethral  discharge  is  that  of  con- 
tinued “milking”  of  the  urethra  in  an  at- 
tempt to  observe  the  amount  of  discharge. 
This  condition  needs  only  for  the  patient 
to  disregard  the  urethra  for  a period  of 
time  and  thus  permit  healing  of  the  trau- 
matized mucosal  glands.  The  urethritis 
promptly  disappears.  In  this  same  cate- 
gory comes  chemical  trauma  by  the  con- 
tinuous use  of  antiseptic  irrigation  of  the 
urethra.  It  is  not  unusual  to  discontinue 
such  therapy  and  be  rewarded  with  a 
complete  cure  and  a most  grateful  and  as- 
tounded patient. 

The  treatment  of  non-specific  urethritis 
can  follow  a distinct  pattern  and  persis- 
tence is  rewarded  in  the  vast  majority  of 
instances  with  a cure.  First,  the  diagnosis 
of  non-specific  urethritis  must  be  estab- 
lished with  a urethral  smear.  Subjectively 
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the  non-specific  urethritis  most  often  does 
not  have  a yellowish  discharge  and  sel- 
dom is  it  associated  with  urethral  itching 
and  meatal  inflammation.  A two  glass  test 
is  then  obtained  to  demonstrate  that  the 
urethra  is  inflamed  as,  characteristically 
one  finds  a cloudy  urine  in  the  first  glass 
but  a clear  second.  Voiding  thus  clears  the 
urethra  of  the  products  of  inflammation 
and  this  permits  the  prostatic  massage 
specimen  to  be  collected  at  the  urinary 
meatus  without  urethral  contamination. 
If  the  prostatic  massage  specimen  is  filled 
with  pus  it  demonstrates  the  possibility 
that  the  urethritis  may  well  be  secondary 
to  the  prostatitis  and  thus  therapy  must 
be  directed  not  only  to  the  urethra,  but 
to  the  prostate  as  well.  In  other  words  un- 
less the  prostate  is  cleared  the  urethra 
will  continually  be  re-infected  and  the 
urethritis  continue. 

The  urethral  meatus  must  now  be  in- 
spected for  the  possibility  of  stricture  and 
retained  secretions  in  the  fossa  navicula- 
ris.  If  this  is  found  meatotomy  is  the  first 
step  toward  establishing  adequate  drain- 
age. The  residual  urethritis  can  now  be 
treated  by  local  injection  using  any  one 
of  the  various  antiseptics.  We  employ  0.5 
per  cent  Protargol  and  if  this  causes  dis- 
comfort in  the  urethra  the  patient  is  di- 
rected to  dilute  the  solution  to  0.25  per 
cent  strength.  This  therapy  is  practiced 
by  the  patient  twice  daily  and  permitting 
the  medication  to  be  held  in  the  urethra 
for  five  minutes  each  time. 

Prostatitis  is  treated  by  the  method  pre- 
viously mentioned  and  it  is  continued  until 
the  gland  is  palpably  normal  and  the  pros- 
tatic massage  specimen  demonstrates  less 
than  10  pus  cells  per  high  power  field. 
Normal  prostatic  fluid  contains  0 to  5 pus 
cells  per  high  power  field,  but  after  in- 
fection this  count  usually  remains  from 
5 to  10  cells. 

If  after  the  prostate  returns  to  normal 
and  the  urethritis  continues  the  most  com- 
mon cause  is  an  infected  poorly  or  inter- 
mittently draining  urethral  gland  provid- 
ed the  possibility  of  a urethral  stricture 
has  been  eliminated.  An  actual  localized 
urethritis  requires  urethroscopy  with 
visualization  of  the  affected  glands  and 
their  complete  destruction  by  either  chem- 
ical or  electrical  cauterization.  This  thera- 
peutic procedure  is  accomplished  under 
Pentothal  anesthesia  at  one  time  or  dur- 
ing a series  of  treatments  depending  upon 
the  extent  and  number  of  urethral  glands 
involved.  The  possibility  of  a postopera- 
tive stricture  must  be  kept  in  mind  and 


the  urethra  calibrated  at  intervals  of  three 
months  for  at  least  one  year. 

Chronic  Urethritis  and  Local  Cystitis 
in  the  Female 

This  condition  is  characterized  by  a vari- 
able degree  of  urinary  urgency,  frequency, 
dysuria  and  tenesmus.  The  incidence  is 
most  frequent  between  the  ages  of  40  and 
55  years  or  after  surgical  sterilization. 
These  observations  as  to  the  incidence 
would  suggest  that  the  condition  has  a 
hormonal  basis,  but  it  must  be  recalled 
too  that  it  is  at  this  age  that  often  there 
is  an  associated  cervical  disturbance  most 
commonly  of  an  inflammatory  nature. 
These  patients  are  entitled  to  an  exacting 
cervical  examination  as  well  as  a careful 
and  painstaking  vesical  and  urine  study. 

This  group  of  patients  often  tax  the  phy- 
sicians’ patience  because  of  their  fleeting 
complaints  and  their  attitude  of  amarity. 
This  bitterness  is  more  often  than  not 
warranted  for  they  have  been  socially  in- 
capacitated for  variable  periods  of  time, 
have  spent  much  without  either  relief  or 
sympathy  and  have  now  assumed  the  of- 
fensive in  a final  hope  of  useful  therapeu- 
tic accomplishment.  The  physician  exam- 
ines the  urine  because  their  symptoms 
point  to  the  urinary  tract  and  finding  a 
normal  urine  proceeds  to  relate  either 
directly  or  indirectly  that  the  patient  is 
suffering  with  a menopausal  syndrome 
and  that  the  complaints  are  more  imagi- 
nary than  real.  This  is  not  a new  experi- 
ence for  the  patient  and  she  continues 
with  her  burden  of  vesical  agony  coupled 
with  additional  disrespect  and  loud  con- 
demnation of  the  physician  if  not  the  en- 
tire medical  profession.  It  is  imperative 
then  that  these  patients  need  first  a sym- 
pathetic ear,  sympathetic  understanding 
and  a visible  sympathy  for  the  patient  and 
her  problem.  These  patients  have  a real 
incapacitating  complaint  which  more  often 
than  not  has  organic  basis  and  only  on  oc- 
casion is  it  a psychic  syndrome. 

Upon  cystoscopic  examination  using  the 
retrograde  lens  for  adequate  visualization 
of  the  vesical  neck  the  most  common  find- 
ing is  hyperplasia  or  pseudo-leukoplakia 
of  the  vesical  neck  extending  for  a vari- 
able distance  into  the  proximal  urethra 
and  trigone.  In  other  instances  the  lesion 
consists  primarily  of  a cystic  degenera- 
tion of  similar  distribution.  Then  again 
one  may  find  only  moderate  injection  with 
extension  over  the  entire  trigone  and  vesi- 
cal neck.  In  every  instance  the  urine  is 
microscopically  and  chemically  normal. 
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In  other  instances  the  entire  vesical  neck 
may  appear  to  be  much  thickened  so  that 
it  appears  actually  to  encroach  upon  the 
lumen  of  the  urethra  and  this  finding  of 
an  apparent  vesical  neck  obstruction  is 
further  substantiated  by  finding  trabe- 
culation  throughout  the  bladder.  In  this 
instance  there  is  in  existence  a true  vesi- 
cal neck  obstruction  which  behaves  pre- 
cisely as  the  obstructing  prostate  in  the 
male  and  for  this  reason  named  the  “fe- 
male prostate.”  This  problem  affords  a 
simple  solution,  once  the  diagnosis  is 
made,  by  merely  resecting  with  a resecto- 
scope  as  is  used  in  the  male  the  entire 
vesical  neck  obstruction.  The  relief  ob- 
tained by  these  patients  is  spectacular  and 
most  gratifying.  It  might  be  said  further 
that  this  is  not  a rare  condition  when  it  is 
diligently  sought  with  painstaking  and 
accurate  visualization  of  the  vesical  neck. 

Cystic  degeneration  and  pseudo-leuko- 
plakia of  the  female  bladder  neck  afford 
less  therapeutic  specificity.  It  is  important 
first  to  inspect  the  cervix  and  eradicate 
all  evidence  of  infection  in  this  structure. 
The  cervix  is  directly  connected  with  the 
vesical  neck  by  lymphatic  channels  and 
any  infection  of  the  cervix  may  keep  alive 
a constant  infection  and  irritation  of  the 
vesical  neck  and  trigone.  Often  after  the 
cervix  is  cleared  of  infection  the  bladder 
infection  disappears  spontaneously.  If  af- 
ter cervical  clearance  the  vesical  condi- 
tion persists  the  patient  must  be  treated 
with  understanding  sympathy  and  encour- 
agement and  the  bladder  with  constantly 
increasing  concentrations  of  silver  nitrate 
lavage.  The  initial  solution  we  use  is 
1:15,000  silver  nitrate  and  give  the  lavage 
using  500  cc.  for  each  lavage  at  weekly  in- 
tervals. The  concentration  of  silver  nitrate 
is  increased  in  concentration  in  multiples 
of  5000  until  the  patient  complains  of 
bladder  burning  either  during  or  after  the 
bladder  wash.  When  this  symptom  is  in- 
troduced into  the  picture  the  increase  in 
concentration  is  reduced  to  a point  of  com- 


fort and  the  gradual  increase  in  concentra- 
tion is  continued  more  gradually.  This  is 
continued  until  the  patient  can  stand 
without  severe  discomfort  either  0.5  or  1.0 
per  cent  silver  nitrate  irrigations  of  the 
bladder.  We  dilate  the  urethra  at  each 
bladder  lavage  so  that  a 30  F.  sound  can 
be  introduced  into  the  bladder  without 
noticeable  discomfort.  This  condition  may 
recur  or  it  may  be  exceedingly  refractory 
to  therapy,  but  in  any  event  all  this 
should  be  discussed  with  the  patient  ini- 
tially for  the  gain  in  confidence  of  this 
often  disappointed  and  disillusioned  pa- 
tient means  much  in  the  final  solution  of 
her  problem.  We  employ  with  benefit  a 
moderate  amount  of  sedation  during  this 
period  of  therapy  in  order  to  afford  the 
patient  every  opportunity  of  comfort  and 
assistance. 

On  occasion  the  silver  nitrate  lavage 
seems  not  to  be  effective  or  the  patient  is 
impatient  and  for  this  group  we  offer  ful- 
guration  of  the  lesion  or  lesions  as  an  ini- 
tial adjunct  in  the  treatment  of  this  most 
perplexing  and  exasperating  condition. 

Summary 

A brief  review  of  the  more  common  as- 
pects of  medical  urological  problems  is 
presented  with  the  purpose  of  outlining 
the  more  common  methods  of  therapy 
which  are  available  to  the  general  practi- 
tioner and  which  will  be  of  inestimable 
value  to  him  and  his  patients  where  urolog- 
ical consultation  and  treatment  are  not 
readily  available  and  where  the  more  com- 
plex, costly  and  time  consuming  diagnos- 
tic procedures  are  not  readily  obtainable. 
It  is  to  be  emphasized  again  that  probably 
more  so  in  urology  than  in  any  other  field 
of  medicine  must  one  treat  not  only  the 
diseased  area  but  more  important  the  in- 
dividual who  still  often  times  carries  over 
the  thought  fhat  there  is  a definitely  un- 
desirable or  social  stigma  connected  with 
a urological  complaint  and  lesion. 


Scarlel  fever  inoculalion  may  also  be  given 

without  fear  of  the  severe  reaction  encoun- 
tered a few  years  ago  when  we  gave  five 
weekly  injections  of  Dick’s  toxin.  Anytime  af- 
ter 18  months,  probably  at  about  4 years  of 
age,  three  intradermal  injections  of  tannic 
acid  precipitated  streptococcus  toxin  of  750, 
3,000  and  10,000  units  may  be  given  at  two  or 
three  week  intervals.  Considerable  protection 
is  given  by  these  inoculations,  and  epidemics 
can  be  checked  by  their  general  use  in  a com- 
munity. (Iowa  State  Medical  Journal). 


Malaria,  smallpox,  tuberculosis,  venereal 

disease,  diphtheria,  many  others,  could  all  be 
got  rid  of — from  the  whole  world,  without  any 
further  knowledge  or  research,  if  we  had 
mental  health  and  social  health  in  the  people 
of  the  world,  if  enough  people  in  enough 
places  could  think  in  factual  terms  and  had 
good  mental  health.  Nothing  keeps  the  dis- 
eases alive  except  ignorance  and  shortsighted 
self-interest.  Longsightedness  would  get  rid  of 
those  things  quickly.  Brock  Chisholm,  M.  D., 
Mental  Hygiene,  July,  1948. 
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"MIDDLEGROUND"— A WINNER  AND  A LOSER 


Middleground  won  the  76th  running  of 
the  Kentucky  Derby.  The  apprentice 
jockey  who  rode  him  to  victory  was  in  a 
rather  unusual  position,  and  those  who  bet 
on  Middleground  to  win  must  have  done 
so  in  spite  of  his  name. 

The  word  “middle-ground”  is  not  us- 
ually associated  with  a winner.  When 
those  who  stand  on  the  “middle-ground” 
of  an  issue  emerge  as  winners,  they  have 
usually  done  so  by  hanging  to  the  coat- 
tails of  those  leaders  who  have  carried 
the  brunt  of  the  fight. 

There  is  no  “middle-ground”  for  physi- 
cians in  the  fight  against  compulsory 
health  insurance.  The  issue  is  clear  and  the 
battle  lines  are  sharply  defined.  Any  phy- 
sician who  is  not  actively  supporting  vol- 
untary health  insurance  is  passively  aid- 
ing Oscar  Ewing  in  his  effort  to  socialize 
medicine. 


Perhaps  these  seem  to  be  “hard  words” 
but  they  are  nevertheless  true.  The  day 
is  past  and  gone,  perhaps  forever,  when 
one  can  logically  argue  the  question  of  the 
need  for  health  insurance. 

The  people  must  have  prepaid  medical 
care,  and  the  rate  at  which  they  are  buy- 
ing it  throughout  the  Nation  is  an  indica- 
tion of  their  determination  to  budget 
medical  expenses.  It  also  demonstrates 
their  satisfaction  with  voluntary  health 
insurance. 

Americans  have  always  solved  their 
problems  in  an  American  way.  It  is  typi- 
cal for  Americans  to  apply  the  principles 
of  insurance  to  any  insurable  risk.  The 
costs  of  medical  care  have  definitely  prov- 
ed to  be  insurable. 

When  voluntary  health  plans  meet  the 
needs  of  the  people,  all  threat  of  sociali- 
zation will  disappear.  If  they  fail,  sociali- 
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zation  is  practically  certain.  If  they  are 
to  succeed  they  must  have  the  wholeheart- 
ed support  of  physicians.  By  support,  we 
do  not  refer  to  the  establishment  of  a 
Blue  Shield  plan  that  has  the  casual  bless- 
ing of  the  State  Medical  Association.  We 
mean  the  zealous  development  of  a contin- 
ually broadening  coverage  of  the  costs  of 
medical  care  that  realistically  enables  the 
patient  to  solve  this  economic  problem. 
This  cannot  be  accomplished  without  the 
militant  cooperation  of  the  practicing  phy- 
sician. 

The  dividends  that  accrue  from  the  suc- 
cess of  voluntary  plans  are  shared  by  the 
patient  and  the  physician.  The  patient  is 
in  the  fortunate  position  of  security  so  far 
as  medical  expenses  are  concerned.  He 
knows  that  he  need  not  fear  his  ability  to 
provide  good  medical  care  for  his  family. 

The  physician  not  only  gains  security  of 
opportunity  to  practice  in  a free  profes- 
sion, but  he  knows  that  his  patients  who 
are  protected  by  enrollment  in  a Blue 
Shield  plan,  or  hold  a good  commercial 
policy,  will  be  able  to  pay  for  services. 

In  order  for  a Blue  Shield  plan  to  be 


truly  successful,  it  must  meet  several 
rather  rigid  specifications.  It  must,  first 
of  all,  'be  cheap  enough  that  it  is  financial- 
ly available  to  practically  all  employed 
persons.  Its  enrollment  regulations  must 
provide  accessibility  to  the  employed 
group.  The  coverage  must  be  wide.  The 
benefits  must  be  generous  enough  to  pro- 
vide complete  coverage  of  costs  of  hospi- 
talized illnesses  of  approximately  85%  of 
the  subscribers.  It  must  have  provisions  to 
take  care  of  the  truly  catastrophic  illnesses. 

The  nracticability  of  this  type  of  cover- 
age is  being  proved  in  many  states.  While 
it  cannot  be  accomplished  at  once  by  the 
newer  plans,  such  as  ours,  the  older  plans 
are  rapidly  converting  to  service  contracts 
with  greatly  increased  satisfaction  of  sub- 
scribers as  well  as  their  physicians.  Our 
indemnity  plan  is  growing,  and  is  success- 
fully operating  with  an  excellent  financial 
experience.  Its  benefits  should  be,  and  no 
doubt  will  be,  broadened  as  rapidly  as  pos- 
sible. 

Remember — don’t  bet  on  “middle- 
ground”  to  win  the  race  against  compul- 
sory health  insurance. 


HOSPITALS  AND  THE  PRACTICE  OF  MEDICINE 


For  a number  of  years  there  has  been 
evident  a trend  toward  hospitals  provid- 
ing professional  services  to  patients.  This 
unhealthy  course  of  affairs  has  been  of 
great  concern  to  many  thinking  physi- 
cians who,  anticipating  the  logical  con- 
clusion, foresee  institutions  employing  a 
complete  staff  and  providing  all  types  of 
medical  care. 

There  are  many  objections  to  such  a pro- 
cedure. Not  the  least  is  the  fact  that  an 
employed  profession  is  not  a free  profes- 
sion. It  is  not  free  to  practice  as  indivi- 
duals, using  individual  professional  judg- 
ment in  the  care  of  the  patient.  A com- 
mercialized profession  is  no  longer  a pro- 
fession. Commercialized  supervision  and 
management  which  injects  the  profit  mo- 
tive into  the  rendering  of  professional 
services  reduces  the  status  of  the  practi- 
tioner to  that  of  a skilled  technician.  A 
definite  lowering  of  the  quality  of  medi- 
cal care  would  result  as  inevitably  under 
this  system  as  it  would  under  a socialistic 
governmentally  dominated  profession. 

Progress  in  medicine  must  always  come 
through  the  right  of  an  individual  doctor 
to  be  a trail-blazer,  and  he  must  be  free 


to  sail  on  unchartered  seas  on  occasion. 

Interest  has  recently  been  focused  on 
this  problem  because  of  proposed  national 
Blue  Cross  coverage  of  corporations  hav- 
ing employees  in  many  states.  The  propos- 
ed U.  S.  Steel  national  contract  is  an  ex- 
ample. Under  this  contract  which  has  been 
adopted  by  Blue  Cross  plans  in  40  states, 
claims  for  certain  professional  services 
such  as  those  of  pathologists,  radiologists 
and  anesthesiologists  are  to  be  paid  when 
they  are  furnished  by  the  hospital  and 
are  included  in  the  hospital  bill. 

Permission  for  Kentucky’s  Blue  Cross 
plan  to  cover  employees  in  Kentucky  re- 
quired approval  of  the  State  Board  of 
Health,  under  existing  laws.  The  State 
Board  of  Health  requested  a recommen- 
dation from  the  Council  of  the  Kentucky 
State  Medical  Association. 

While  unequivocally  opposed  to  hospi- 
tals practicing  medicine  the  Council  recom- 
mended that  the  State  Board  of  Health 
grant  such  approval  for  the  following  rea- 
sons: 

1.  The  question  involved  in  this  contract 
is  not  whether  hospitals  should  or  should 
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not  practice  medicine  (but  as  to  who  shall 
pay  the  bill  when  hospitals  do  render  such 
services.  The  hospital  would  be  paid  by 
the  patient  if  his  insurance  policy  did  not 
cover  the  charge. 

2.  Arrangements  have  been  made  for  the 
Pittsburgh  plan  to  cover  all  U.  S.  Steel 
employees  in  states  not  accepting  the  pro- 
posed contract.  In  any  case  the  hospitals 
providing  these  services  would  receive 
payment  from  one  source  or  another. 

3.  The  Council  felt  that  under  the  cir- 
cumstances denying  the  Kentucky  Blue 
Cross  plan  the  right  to  participate  in  cov- 
ering these  national  groups  would  not  al- 
ter the  situation  and  is  not  the  proper 
place  to  oppose  hospitals  engaging  in  the 
practice  of  medicine. 

4.  Since  Blue  Cross  would  be  required 
to  pay  claims  for  these  services  when  in- 
cluded in  the  hospital  bill  and  would  not 
pay  such  claims  when  rendered  separately 


PROGRAM  FOR  IMPROVING 

The  first  step  in  what  promises  to  be  an 
increasingly  valuable  part  of  a sound 
long-range  Public  Relations  program  was 
taken  May  4,  1950  when  a Press-Radio- 
Medical  Conference  was  held  at  the  Seel- 
bach  Hotel,  Louisville. 

This  meeting,  arranged  by  the  Educa- 
tional Committee,  and  well  attended  by 
officers  and  directors  of  the  Kentucky 
Press  Association  and  the  Kentucky 
Broadcasters  Association  was  designed  to 
clear  up  any  misunderstandings  which 
may  exist  between  any  of  these  groups. 
Specifically,  as  authorized  by  the  Coun- 
cil at  its  December  and  April  meetings, 
the  Educational  Committee  desired  the 
reaction  of  the  press  and  radio  associations 
to  a proposed  Code  of  Cooperation,  such 
as  is  being  successfully  used  by  the  Colo- 
rado State  Medical  Society. 

Such  a Code  of  Cooperation  contem- 
plates the  naming  of  several  physicians  on 
a State  level  and  at  least  one  from  each 
county  medical  society,  who  would  be 
authorized  to  release,  upon  call  from  the 
press  or  radio  association,  information  re- 
garding illness,  accidents  and  health  mat- 
ters in  general.  It  goes  without  saying 
that  these  individuals  would  be  carefully 
chosen  as  being  physicians  who  command 
the  respect  and  full  confidence  of  their 
medical  society.  A complete  list  of  these 


by  individuals,  the  Company  could  not 
logically  be  expected  to  encourage  hos- 
pitals to  provide  the  services. 

5.  Since  coverage  of  as  many  people  as 
possible  under  voluntary  health  insurance 
plans  is  so  vital  in  the  profession’s  fight 
against  socialized  medicine,  the  Council 
felt  that  it  should  encourage  enrollment 
so  far  as  possible.  Opposition  to  hospitals 
or  corporations  practicing  medicine  lies 
in  other  fields  of  activity. 

The  profession  must  find  a way  to  stop 
the  encroachment  of  hospitals  upon  medi- 
cal practice.  Hospital  and  medical  services 
must  be  closely  defined  and  completely 
separated. 

Hospitals  cannot  practice  medicine  per 
se.  The  cooperation  of  physicians  willing 
to  sacrifice  basic  ethical  principles  is  re- 
quired. Therein  may  lie  the  key  to  con- 
trolling the  situation,  at  least  to  some  de- 
gree. 


MEDICAL  PRESS  RELATIONS 

representatives  would  be  listed  with  their 
office  and  residence  addresses  and  tele- 
phone numbers  on  a card,  a copy  of  which 
would  be  placed  in  the  office  of  every 
managing  editor  and  radio  station  manager 
in  the  State  to  facilitate  his  obtaining  ac- 
curate, factual  and  non-garbled  news  re- 
leases concerning  medical  matters. 

Colorado  physicians  have  found  that 
such  sincere,  honest  cooperation  with  the 
press  and  radio  in  the  fulfillment  of  their 
responsibilities  to  the  public,  inevitably 
leads  to  the  press  and  radio  feeling  more 
kindly  toward  the  individual  physician 
and  medical  organizations. 

The  possibility  of  an  annual  one  day 
Press-Radio-Medical  Conference  was  also 
discussed  at  this  meeting  with  a program 
to  include  two  forums,  one  with  a panel 
of  press  and  radio  people  and  another 
with  a panel  of  physicians,  each  to  ans- 
wer and  discuss  all  questions  from  the 
floor.  The  idea  of  such  an  annual  confer- 
ence was  received  with  considerable  en- 
thusiasm by  those  present  and  plans  were 
made  by  both  Kentucky  Press  Association 
and  Kentucky  Broadcasters  Association 
to  take  both  of  these  proposals  to  their 
membership  and  to  secure  individual  con- 
sideration and  vote. 

R.  Haynes  Barr,  M.  D.,  Chairman 

Committee  for  Educational  Campaign 
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DR.  GUY  AUD  HONORED  BY  AMERICAN 
CANCER  SOCIETY 


Guy  Aud,  M.D.,  Louisville,  past  president 
of  Kentucky  State  Medical  Association 
and  of  the  Jefferson  County  Medical  So- 
ciety, clinical  professor  of  surgery,  Uni- 
versity of  Louisville  School  of  Medicine, 
and  an  indefatigable  worker  in  behalf  of 
organized  medicine  and  of  the  many  pro- 
fessional organizations  of  which  he  is  a 
member,  is  the  recipient  of  a medallion 
for  distinguished  service  in  cancer  con- 
trol. 

Dr.  Elmer  L.  Henderson,  a life-long 
friend  of  Dr.  Aud,  who  will  this  month 
assume  the  presidency  of  the  American 
Medical  Association,  made  the  presenta- 
tion for  the  American  Cancer  Society  at 
radio  station  WHAS.  The  ceremony  was 
broadcast  and  televised  on  April  5th. 

In  speaking  of  the  cancer  control  pro- 
gram in  our  State,  Kentuckians  can  proud- 
ly say  that  this  is  one  field  of  endeavor 
that  finds  our  Commonwealth  at  the  top 
of  the  list  rather  than  at  the  bottom, 
which  is  too  often  the  case. 

Kentucky’s  fortunate  position  in  this 
field  is  in  great  measure  due  to  the  more 
than  twelve  years  of  wise  lealership  and 
hard  work  that  Dr.  Aud  has  given  to  the 
program. 

The  honor  that  has  come  to  Dr.  Aud  in 
recognition  of  his  service  is  of  the  high- 
est order.  The  American  Cancer  Society 
makes  only  one  award  each  year  to  a phy- 
sician or  surgeon  who  is  chosen  because  of 
unusual  leadership  and  interest  in  the 
field  of  cancer. 

Dr.  Aud  is  presently  serving  as  medical 
director  of  eleven  Southeastern  states  and 
Puerto  Rico  for  the  Society  and  is  a mem- 
ber of  its  national  board  of  directors.  Un- 
til last  January,  he  was  chairman  of  the 
board  of  the  Society’s  Kentucky  division. 
Upon  his  resignation  from  that  position, 
Dr.  Aud  was  succeeded  by  Dr.  J.  Duffy 
Hancock,  Louisville. 


GUY  AUD,  M.  D. 


Cancer  research;  an  outstanding  cancer 
educational  program;  eighteen  diagnostic 
and  therapeutic  cancer  clinics,  one  of 
which  is  the  only  such  clinic  in  a mental 
institution;  the  world’s  only  mobile  cancer 
unit;  organization  of  each  of  Kentucky’s 
counties  for  the  advancement  of  the  cancer 
control  program  and  an  annual  sympo- 
sium on  cancer  attended  by  physicians 
from  Kentucky  and  surrounding  states  are 
some  of  the  accomplishments  achieved 
during  the  years  that  Dr.  Aud  has  been  as- 
sociated with  the  Kentucky  Division  of 
the  Society. 

In  accepting  the  honor  which  has  come 
to  Kentucky  for  the  first  time,  Dr.  Aud 
characteristically  shared  his  laurels  with 
many  others  by  stating,  “The  American 
Cancer  Society  is  honoring  not  me  alone 
but  every  citizen  of  Kentucky  who  has 
contributed  in  any  way  toward  the  suc- 
cess of  cancer  control.” 


“ The  A.  M.  A.  cannot  support  or 

oppose  candidates  for  public  office.  That 
is  not  the  province  of  the  A.M.A.  or  of 
State  and  county  medical  societies.  But 
every  doctor,  in  his  own  community,  if  he 
believes  in  sound  medical  practice,  and  if 


he  believes  in  maintaining  American  free- 
dom, not  only  has  the  right  to  support 
candidates  who  square  with  his  convic- 
tions but  he  has  a sacred  obligation  to  do 
so.” — Coordinating  Committee,  A.M.A. 
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COOPERATION  WITH  EXHIBITORS  IMPORTANT 


Many  of  us  do  not  realize  that  our  com- 
mercial exhibitors  pay  anywhere  from 
$125.00  to  $175.00  rental  per  booth  space 
in  the  exhibit  hall  at  our  annual  meeting 
for  the  privilege  of  exhibiting  their  pro- 
ducts or  service.  Nearly  fifty  exhibitors 
had  signed  up  when  this  was  written.  In 
addition,  these  companies  must  pay 
freight  and  drayage  on  transporting  the 
booth  equipment  and  exhibit  material. 
Salaries  and  expense  of  the  men  who  man 
the  booth  during  the  convention  must  be 
met. 

Perhaps  you  are  interested  in  what  the 
Association  does  with  this  money  collect- 
ed from  the  exhibitors.  Here  are  some  of 
the  items  the  money  goes  for:  Rent  on  the 
convention  hall;  expenses  of  the  guest 
speakers;  expenses  of  scientific  exhibits 
at  rate  of  $2.50  a front  foot;  pay  cost  of 
public  stenographer  at  rate  of  $1.25  a page; 
utilities  for  exhibits  ($5.00  per  booth) ; 
costs  of  such  items  as  curtains,  “backing,” 
registration  equipment;  badges,  honora- 
riums for  the  Association  employees;  and 
night  watchman  expenses. 


There  are  sound,  practical  reasons  why 
we  should  call  this  to  your  attention,  why 
we  should  urge  you  to  go  by  each  technical 
booth  at  our  next  convention,  meet  the  at- 
tendants and  register  with  them.  If  we 
did  not  have  these  exhibitors,  we  would 
have  to  pay  an  individual  registration  fee 
of  $12.00  to  $15.00  in  order  to  finance  a 
convention  comparable  to  the  one  we  are 
going  to  have,  and  then  we  would  be  with- 
out the  educational  aspects  and  helpful 
hints  that  we  derive  from  our  technical 
exhibits. 

It  is  not  a matter  of  letting  the  exhibitors 
enjoy  a few  crumbs  from  our  “time-table” 
at  the  convention.  It  is  a matter  of  mutual 
cooperation  on  a high  plane,  with  the  pro- 
duct of  our  cooperation  being  mutually 
advantageous  to  both  member  and  exhib- 
itor. If  we  do  not  support  the  commercial 
exhibition  and  go  by  and  sign  up  with 
them,  then  we  cannot  expect  them  to  sup- 
port us.  They  cannot  afford  to  come  back. 

Technical  Exhibits  Committee 

Carlisle  R.  Petty,  M.D.,  Chairman 


TREATMENT  OF  PARATHION  POISONING 


Parathion,  a relatively  new  and  poison- 
ous fruit  spray,  is  expected  to  be  used  in 
considerable  quantities  by  Kentucky  fruit 
growers  during  the  coming  season. 

Each  purchaser  of  Parathion  is  provid- 
ed with  a warning  statement  explaining 
its  safe  use.  It  advises  the  user  to  request 
from  his  physician  a prescription  of  atro- 
pine, grains  1/120,  to  be  kept  on  hand  as  an 
emergency  antidote.  If  the  user  experien- 
ces symptoms  of  poisoning  which  include 
headache,  blurred  vision,  weakness,  nausea, 
cramps,  diarrhea  and  discomfort  in  the 
chest,  while  spraying,  the  warning  in- 
structs him  to  quit  immediately,  take  two 
atropine  tablets  and  go  to  a doctor. 

Mr.  W.  A.  Price,  State  Entomologist  and 
Head  of  the  Department  of  Entomology 
and  Botany  of  the  University  of  Kentuc- 
ky, has  forwarded  us  the  following  “Note 
To  Physicians,”  prepared  by  the  American 
Cyanamid  Company,  manufacturers  of 
Parathion  with  the  request  that  the  infor- 
mation be  disseminated  to  physicians. 

Since  some  physicians  may  not  be  famil- 
iar with  the  treatment  of  Parathion  poi- 
son, it  is  presented  in  full: 


“Parathion  inactivates  the  cholineste- 
rase enzymes  of  the  blood  and  tissues  and, 
therefore,  the  signs  and  symptoms  result- 
ing from  excessive  absorption  are  primar- 
ily those  of  marked  parasympathetic  stimu- 
lation. Hyperhidrosis,  miosis,  lachryma- 
tion  and  salivation  may  be  noted  in  addi- 
tion to  signs  and  symptoms  noted  above. 
If  the  patient  has  already  taken  atropine, 
as  indicated  above,  the  physician  should 
administer  additional  doses  of  grains  1/60 
to  1/S0  (one  or  two  mg.)  of  atropine  every 
hour  up  to  ten  or  20  mg.  in  a day  if  neces- 
sary to  control  the  respiratory  symptoms 
and  keep  the  patient  fully  atropinized. 
The  intravenous  route  is  the  most  rapid. 
It  will  be  noted  that  the  dosage  of  atropine 
here  is  in  excess  of  amounts  conventionally 
employed,  but  within  safe  limits.  For 
mild  poisoning  this  treatment  alone  is  suf- 
ficient. 

“Do  not  give  morphine.  If  pulmonary 
secretions  have  accumulated  before  atro- 
pine has  become  effective,  the  patient 
must  be  turned  upside  down  to  cough  out 
mucus.  The  parasympathetic  effect  on  the 
heart  and  lungs  is  blocked  by  atropine. 


286 


The  Journal  of  the  Kentucky  State  Medical  Association  [June,  1950 


Weakness  and  muscular  twitching  are  not 
controlled  by  this  antidote.  Even  with 
very  serious  poisoning,  atropine  can  com- 
pletely protect  the  airway,  but  muscular 
weakness  may  become  so  extreme  that  ar- 
tificial respiration  is  required.  Insert  a 
trachea  tube.  Suck  mucus  from  bronchi 
with  a catheter.  Empty  stomach  with  Le- 
vine tube.  Complete  recovery  may  be  ex- 
pected even  after  a very  severe  acute 
poisoning  and  many  hours  of  artificial 
respiration.  Administration  of  oxygen  is 
indicated  provided  that  adequate  attention 
to  the  airway  has  been  given.  The  acute 


emergency  lasts  24  to  48  hours;  patient 
must  be  watched  continuously  during  this 
interval.  Following  exposure  heavy  e- 
nough  to  produce  symptoms,  further  or- 
ganic phosphate  insecticide  exposure 
should  be  avoided.  The  patient  remains 
susceptible  to  relatively  small  exposures 
of  parathion  until  regeneration  of  blood 
and  tissue  cholinesterase  is  nearly  com- 
plete. Other  organic  phosphate  insecticides 
also  inactivate  cholinesterase.  Persons  ex- 

; posed  to  these  become  susceptible  to  para- 
thion and  vica  versa.” 

-0- 


EDITORIAL  COMMENTS 


The  Kentucky  Congress  of  Parent 
Teachers  passed  a resolution  opposing 
compulsory  health  insurance  during  the 
annual  convention  in  Owensboro  on  April 
25th. 

The  action  of  the  State  group  followed 
shortly  a similar  resolution  adopted  by 
the  Second  District  Meeting  in  Hopkins- 
ville. 

This  expression  of  disapproval  of  so- 
cialized medicine,  representing  113,208 
Kentucky  parents  and  teachers,  is  the 
fifth  one  obtained  in  the  nation.  West  Vir- 
ginia, Georgia,  Arkansas  and  Indiana  are 
the  only  states  to  precede  Kentucky’s 
P.  T.  A.  in  this  action. 

This  highly  coveted  document  did  not 
fall  into  the  eager  hands  of  the  Chairman 
of  the  Education  Campaign  Committee 
without  effort.  The  serious-minded  lead- 
ers of  P.  T.  A.  did  not  take  such  a step 
without  thorough  understanding  of  the  is- 
sue. They  are  keenly  interested  in  having 
the  highest  type  of  medical  care  for  the 
children  under  their  care  and  Dr.  Haynes 
Barr,  assisted  by  the  Woman’s  Auxiliary, 
was  able  to  show  them  that  government 
medicine  is  bad  medicine. 

The  Journal  extends  its  appreciation  to 
the  membership  of  the  Kentucky  Con- 
gress of  Parent  Teachers  for  its  splendid 
cooperation  in  the  preservation  of  the 
American  Way  and  its  compliments  to  Dr. 
Barr. 


The  term  “doctor”  has  just  about  lost 
the  definite  connotation  of  a doctor  of 
medicine.  While  it  never  served  to  distin- 
guish a medical  practitioner  from  those 
who  attained  legitimate  academic  docto- 
rates, it  is  now  being  prostituted  by  var- 


ious and  sundry  charlatans  engaged  in 
dubious  healing  arts  who  call  themselves 
“doctor.”  It  is  here  that  the  danger  lies  to 
patients  seeking  medical  care. 

The  right  to  the  use  of  the  title  of  “doc- 
tor” should  be  legally  limited  to  those 
who  have  met  the  accepted  academic 
standards  in  the  various  fields.  For  the 
protection  of  the  public,  it  should  be  il- 
legal for  any  person  to  use  the  title  who 
has  less  educational  background. 

Until  that  day  comes,  doctors  of  medi- 
cine should  encourage  the  use  of  the  term 
“physician”  so  far  as  possible. 


An  announcement  of  all  courses  present- 
ed by  Michael  Reese  Postgraduate  School 
during  the  year  together  with  detailed 
schedules  of  several  courses  to  be  offered 
in  the  near  future  has  been  received  in  the 
office  of  the  Editor.  Information  concern- 
ing the  course  will  be  furnished  by  the 
Editor  upon  request. 


In  the  New  England  Journal  of  Medi- 
cine, 242:19,  (January  5)  1950,  Talkor, 
Ropes  and  Bauer  report  the  use  of  enteric- 
coated  aspirin  in  32  patients.  Maximal 
dosage  over  long  periods  in  the  treatment 
of  certain  rheumatic  disorders  was  better 
tolerated  without  the  effects  of  local  irri- 
tation of  the  gastric  mucosa  such  as  heart- 
burn, nausea,  epigastric  'fullness  and  pain, 
anorexia,  vomiting  and  hematemesis, 
which  occasionally  occurs. 

Control  tests  showed  only  slight  delay 
in  absorption  and  the  analgesic  effect  was 
generally  apparent  in  20  to  40  minutes. 

20  patients  who  showed  varying  degrees 
of  intolerance  to  the  ingestion  of  common 
aspirin  were  able  to  take  considerably 
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larger  doses  with  greater  relief  of  pain 
with  complete  freedom  from  gastric  symp- 
toms. 

The  authors  also  recommend  aspirin 
with  the  enteric-coat  in  cases  of  peptic- 
ulcer  who  are  frequently  unable  to  take 
the  usual  form  without  increased  gastric 
distress. 


The  House,  by  a one-vote  margin,  voted 
against  supplying  government  funds  to 
Federal  Security  Agency  Administrator 
Oscar  Ewing  and  his  staff  to  finance  lec- 
ture tours  and  other  trips  for  the  purpose 
of  propagandizing  compulsory  health  in- 
surance. 

Action  was  instigated  by  Representative 
Kenneth  Keating,  New  York  Republican, 

who  told  the  House,  “ (Mr.  Ewing) 

and  others  in  his  administration  have  been 
engaged  in  going  about  the  country  spre  ad- 
ing the  doctrine  of  socialized  medicine  and 
compulsory  health  insurance.  Whatever 
our  views  be  on  socialized  medicine,  there 
should  be  no  difference  of  opinion  among 
us  about  the  impropriety  of  spending  the 
taxpayer’s  dollar  to  propagandize  for  any 
legislation.” 

It  is  unfortunate  that  the  outcome  of  an 
issue  as  clear  cut  as  this  would  hinge  on  a 
margin  of  only  one  vote. 


The  House  Appropriations  Committee 
has  restored  the  75  million  dollars  in  con- 
tract authorization  which  had  represented 
a 50%  slash  in  the  150  million  Hill  Burton 
hospital  program.  If  the  full  House  and 
Senate  sustains  the  committee  action,  the 
program  will  continue  at  its  present  rate 
for  another  year,  at  least. 

Kentucky  needs  this  hospital  program 
and  if  action  has  not  been  taken  by  the 
time  this  issue  of  The  Journal  leaves  the 
press,  legislators  should  be  contacted  and 
their  support  of  the  program  enlisted. 


It  remains  a problem  to  us  to  determine 
just  who  it  is  that  wants  compulsory 
health  insurance  other  than  the  govern- 
ment planners  and  certain  socialistically- 
minded  individuals  who  are  continually 
crusading  for  one  hair-brained  scheme  or 
another. 

We  have  yet  to  see  a fair  sampling  poll 
of  the  people  that  indicates  a public  de- 
mand. 

A poll,  nation-wide  in  scope,  was  recent- 
ly made  by  the  Psychological  Corporation 


of  New  York  City.  This  is  an  old,  ex- 
perienced opinion-sampling  organization 
noted  for  its  accuracy. 

The  survey  showed  65%  of  the  people 
favor  the  present  medical  service;  26% 
favored  government  medicine;  9%  were 
uncertain. 

It  remains  the  duty  of  the  profession  to 
demonstrate  the  evils  of  government  domi- 
nated medicine  and  the  desirability  of 
maintaining  freedom  in  the  practice  of 
medicine. 

If  the  American  people  decide  they 
want  federal  medicine,  they  will  get  it. 


The  tuberculosis  mortality  rate  in  the 
United  States  declined  10  per  cent  in  1948, 
according  to  a survey  by  Public  Health 
Service  (Reports,  Vol.  65,  No.  14.)  Al- 
though the  trend  of  mortality  has  been 
down  for  more  than  30  years,  the  10  per 
cent  decline  is  the  best  ever  recorded. 
The  report  notes  that  although  almost  all 
age  groups  have  shared  in  the  decline  in 
respiratory  tuberculosis  mortality,  the 
largest  percentage  decrease  has  taken 
place  among  children  under  15  years  of 
age.  At  the  same  time,  the  survey  indi- 
cates that  tuberculosis  is  becoming  a rela- 
tively more  important  cause  of  death  in 
the  young  adult  ages.  One  other  conclu- 
sion is  that  in  general  the  death  rate  for 
non-respiratory  tuberculosis  has  declined 
more  rapidly  than  the  rate  for  respiratory 
forms. 


Dr.  Ross  T.  Mclntire  has  been  named 
Chairman  of  the  Committee  on  Medical 
Policies  and  Procedures,  National  Blood 
Program  of  the  Red  Cross.  This  is  an  in- 
dependent committee,  which  will  handle 
policy-making  for  the  blood  program. 

Dr.  Louis  K.  Diamond  of  Harvard  Medi- 
cal School,  who  on  May  11th  visited  Ken- 
tucky and  spoke  to  a group  of  physicians 
of  Louisville  and  surrounding  counties,  is 
medical  director  of  the  blood  program. 


The  lead  editorial  in  the  April  issue  of 
the  Journal  of  the  Arkansas  Medical  So- 
ciety consists  of  one  sentence,  “The  prob- 
lem is  no  longer  socialized  medicine  but 
socialism  in  all  phases  of  American  Life.” 


An  excellent  symposium  on  the  present 
status  of  Cortisone  and  ACTH  composes 
the  entire  April  issue  of  the  Bulletin  of 
the  New  York  Academy  of  Medicine. 
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ORGANIZATION  SECTION 


Henderson,  Cooper  and  Guest  Essayists 
Featured  On  Annual  Program 

'Four  outstanding  guest  speakers  will  be 
featured  on  the  balanced  and  carefully  planned 
Scientific  Program  to  be  given  at  the  Annual 
Meeting  in  Louisville  Tuesday,  Wednesday 
and  Thursday,  September  26,  27  and  28,  Sam 
A.  Overstreet,  M.  D.,  Chairman  of  the  Com- 
mittee on  Scientific  Assembly  and  President- 
Elect  of  the  Association,  has  announced. 

For  the  first  time,  all  the  scientific  sessions, 
scientific  exhibits,  technical  exhibits,  registra- 
tion and  the  last  meeting  of  the  House  of  Del- 
egates will  be  housed  in  the  Columbia  Audi- 
torium, a little  more  than  a block  south  of 
the  Brown  Hotel  on  Fourth  Street.  The  ample 
facilities  of  the  Auditorium  will  permit  ex- 
pansion and  improvement  of  the  technical  and 
scientific  exhibits  and  a better  organization 
of  the  meeting  in  general. 

Listing  them  in  the  order  they  will  appear 
on  the  program,  the  guest  essayists  include: 
Edward  C.  Holmbald,  M.  D.,  of  Chicago,  who 
will  talk  Tuesday  morning  on  Industrial  Medi- 
cine and  Surgery;  Osier  A.  Abott,  M.  D.,  At- 
lanta, on  Thoracic  Surgery,  Tuesday  after- 
noon; Joseph  Vincent  Meigs,  M.  D.,  Boston, 
Endometriosis,  Wednesday  morning;  and  Wal- 
ter L.  Palmer,  M.  D.,  Chicago,  Therapy  of  Pep- 
tic Ulcer,  Thursday  morning. 

The  Oration  in  Medicine  will  be  presented 
by  Horace  Harrison,  M.  D.,  Owensboro,  Tues- 
day noon.  The  Oration  in  Surgery  will  be 
given  by  C.  Melvin  Bernhard,  M.  'D.,  Louisville, 
Wednesday  noon.  Members  from  various  parts 
of  the  state  will  complete  the  program  which 
deals  with  subjects  of  broad  appeal. 

Elmer  L.  Henderson,  M.  D.,  Louisville,  who 
will  be  President  of  the  A.M.A.,  will  be  the 
featured  speaker  at  the  Annual  Public  Meet- 
ing, which  will  be  held  in  the  Crystal  Ball 
Room,  Brown  Hotel,  Tuesday  night.  The  two 
K.S.M.A.  awards,  the  Distinguished  Service 
Award  and  the  J.  Watt  Stovall  Award,  will 
be  presented  at  this  meeting. 

John  Sherman  Cooper,  Somerset,  Delegate 
to  the  United  Nations,  will  be  the  guest  speak- 
er for  the  Annual  Subscription  Dinner  Wed- 
nesday night,  in  the  Crystal  Ball  Room. 

On  September  25,  the  first  House  of  Delegates 
meeting  will  be  a dinner  affair,  with  wives  in- 
vited for  the  dinner,  in  the  Crystal  Ball  Room. 


Members  Urged  To  Nominate  Colleagues 
For  K.  S.  M.  A.  Annual  Awards 

One  of  the  high  lights  of  the  public  meeting 
on  Tuesday  night  of  the  Annual  Convention 
is  the  presentation  of  the  two  K.  S.  M.  A. 
Awards — the  Distinguished  Service  Award 
and  the  J.  Watts  Stovall  Award.  This  year 
the  public  meeting  will  fall  on  September  23 
and  will  be  in  Louisville  at  the  Crystal  Ball- 
room of  the  Brown  Hotel. 

In  our  State  Association  there  are  many 
fine,  eligible  and  deserving  men,  colleagues  of 
yours,  who  should  be  nominated  for  these 
awards.  Do  these  men  the  honor  of  having 
your  county  society  certify  their  nominations 
of  your  candidates,  and  having  the  county 
society  secretaries  forward  the  nominations  to 
the  Headquarters  Office. 

The  oldest  of  the  two  honors  is  the  Distin- 
guished Service  Award,  presented  annually  to 
the  doctor  adjudged,  “The  most  outstanding 
member  of  the  Association.”  In  1944,  J.  B. 
Lukins,  M.  D1.,  Councilor  from  the  Fifth  Dis- 
trict at  that  time,  now  A.M.A.  Delegate  from 
Kentucky,  presented  the  recommendation 
which  was  accepted  by  the  Council. 

C.  C.  Howard,  M.  D.,  Glasgow,  current 
Council  Chairman,  received  the  first  Distin- 
guished Service  Award  in  1945.  Other  winners 
were:  Smithfield  Keffer,  M.  D.,  Grayson;  J. 
Garland  Sherrill,  M.  D.,  Louisville;  J.  Sam 
Brown,  M.  D.,  Ghent;  and  John  Walker  Moore, 
M.  D.,  Louisville. 

Any  member  of  the  Kentucky  State  Medical 
Association  is  eligible  to  nominate  any  other 
member  as  an  applicant  for  this  award.  The 
medal  is  awarded  on  the  basis  of  the  follow- 
ing points: 

1.  Contribution  to  organized  medicine  (in- 
cluding membership  in  county  society,  attend- 
ance county  and  state,  service  on  committees, 
as  an  officer,  etc.) 

2.  Individual  Medical  Service 

3.  Community  Health  Education  and  Civic 
Betterment 

4.  Medical  Research 

5.  Medical  Teaching 

6.  Active  Military  Service 

The  applicant  may  qualify  on  any  one,  all, 
or  any  combination  of  these  points.  The  rea- 
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son  for  the  nominations  should  toe  clearly  stat- 
ed. 

The  J.  Watt  Stovall  Award  was  presented 
for  the  first  time  at  the  Owensboro  meeting 
in  1949.  The  purpose  of  the  Award  is  to  honor 
the  member  as  the  outstanding  general  prac- 
titioner of  the  year,  and  is  presented  by  J. 
Watt  Stovall,  M.  D.,  Grayson,  Past  President 
of  the  Association.  The  winner  of  this  award 
is  eligible  to  compete  on  a national  basis  for 
the  A.M.A.  award.  -Last  year,  Andy  Hall, 
M.  D.,  of  Illinois,  won  the  A.M.A.  honor. 

The  first  doctor  to  win  the  Stovall  recogni- 
tion was  John  M.  Clayton,  M.  D.,  of  West 
Louisville,  Kentucky. 


Committee  on  Scientific  Exhibits 
Plans  for  Annual  Meeting 

The  Scientific  Exhibits  Committee  and  its 
Chairman,  Charles  F.  Wood,  M.  D.,  Louisville, 
are  looking  forward  to  having  an  interesting 
and  highly  profitable  exhibit  for  the  1950  An- 
nual Meeting  September  26-28  at  the  Columbia 
Auditorium,  Louisville. 

Dr.  Wood  suggests  that  individuals  -or  groups 
who  wish  to  have  a scientific  exhibit  at  the 
Annual  Meeting  should  contact  the  Headquar- 
ters Office,  620  South  Third  Street,  Louisville, 
at  an  early  date.  The  Scientific  Exhibits  Com- 
mittee should  be  given  a description  of  the 
plans  for  the  proposed  exhibit.  As  space  may 
be  limited,  it  would  be  helpful  to  know  the 
approximate  minimum  length  in  footage  that 
the  exhibit  will  occupy. 

The  Committee  will  appreciate  the  exhibit- 
or’s promptness  and  cooperation  in  submitting 
this  information. 

Other  members  of  the  Committee  are:  David 
W.  Barrow,  M.  0.,  Lexington;  Harold  Gordon, 
M.  D'.,  Louisville;  E.  L.  Pirkey,  M.  D.,  Louis- 
ville; and  Rankin  Blount,  M.  D.,  Lexington. 


States  Ask  About  Grievance  Group 

The  growing  desire  on  the  part  of  the  State 
Medical  Associations  to  improve  those  cases 
of  strained  doctor-patient  relationship  is  be- 
ing reflected  by  the  number  of  inquiries  the 
Headquarters  Office  is  receiving  relative  to 
the  organization  and  operation  of  our  State 
Grievance  Committee. 

One  state  was  concerned  about  the  reaction 
of  the  public.  Another  state  seemed  appre- 
hensive of  the  impact  on  the  profession.  Still 
another  feared  the  establishment  of  such  a 
committee  would  tend  to  increase  the  inci- 
dence of  malpractice  actions.  There  is  noth- 


ing in  the  record  to  support  this  apprehension, 
that  we  have  found.  About  ten  states  now 
have  these  committees. 

Our  Grievance  Committee  was  authorized 
by  the  Council  at  its  December  29,  1949,  meet- 
ing. It  was  organized  February  17,  and  has  been 
functioning  since.  Charles  A.  Vance,  M.  D., 
Lexington,  is  its  Chairman. 


A.  M.  A.  Official  Visits  State 

Larry  Rember,  Public  Relations  Director  of 
the  American  Medical  Association,  visited  the 
Headquarters  Office  recently  as  he  started  a 
swing  through  the  southern  states.  While  in 
Louisville,  he  held  conferences  with  various 
officials  of  the  State  Association  and  the  Auxil- 
iaries. 


Bell,  Boyle  and  Madison  Counties 
Set  up  Grievance  Committees 

There  are  now  three  counties  in  the  Kentuc- 
ky State  Medical  Association  that  have  or- 
ganized County  Society  Grievance  Commit- 
tees, the  records  of  this  department  show. 

Early  in  March,  the  -Bell  County  Society 
took  the  first  step  in  this  direction.  It  voted 
to  establish  a one-man  committee,  to  be  elect- 
ed each  year,  who  would  serve  as  moderator 
in  disagreements  between  doctors  -and  patients. 

As  reported  in  the  May  Journal,  early  in 
April  the  Boyle  County  Society  voted  to  have 
the  President,  Vice-President  and  Secretary- 
Treasurer  of  the  County  Society  make  up  the 
Grievance  Committee  each  year. 

Late  in  April,  Madison  County  voted  to  set 
up  a Grievance  Committee.  The  Madison 
County  plan  provides  that  the  three  immediate 
Past  Presidents  of  the  Society  will  compose 
the  Committee,  with  the  retiring  President 
automatically  becomes  chairman. 


Nelson  County  Society  Host  to  the 
Fourth  District  Meeting  June  8 

Councilor  J.  I.  Greenwell  has  arranged  a 
meeting  for  the  Fourth  District  at  the  Old 
Kentucky  Home  Country  Club,  Bardstown, 
Thursday,  June  8.  The  Nelson  County  Medical 
Society  will  act  as  host. 

Members  of  Dr.  Greenwell’s  district  will  en- 
joy an  Old  Country  Ham  dinner  and  an  ex- 
cellent program.  The  doctors  should  plan  to 
arrive  at  5 p .m.  (C.D.S.T.)  for  the  social  hour. 
Wives  of  the  physicians  are  invited. 

Following  the  welcome  by  Keith  -Crume, 
M.  D1.,  Bardstown,  and  greetings  from  the  As- 
sociation by  Secretary  Bruce  Underwood, 
brief  talks  will  be  given  by  Malcolm  Barnes, 
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M.  D.,  Louisville,  on  “Huggins  Tests  on  Early 
Diagnosis  and  Treatment  of  Carcinoma”  and 
Sam  A.  Overstreet,  M.  D.,  Louisville,  on 
“Treatment  of  Arthritis  with  Compound  E.” 
“Are  Doctors  Good  Citizens”  will  be  dis- 
cussed by  R.  Haynes  Barr,  M.  D.,  Owensboro, 
and  Woodford  B.  Troutman,  M.  D.,  Louisville, 
will  read  a paper  on  “Discussion  of  Hyper- 
tension; Especially  Other  Varieties  Than  The 
Essential  Type.” 


First  District  to  Have  Second  1950 
Meeting,  June  6,  at  Murray 

Councilor  J.  Vernon  Pace  has  announced  a 
second  meeting  for  1950  of  his  First  District 
at  Murray,  for  6:30  p.  m.,  Tuesday,  June  6, 
in  the  Murray  Woman’s  Club. 

The  Calloway  County  Medical  Society  will 
act  as  host,  and  Hugh  L.  Houston,  M.  D'.,  of 
Murray,  President  of  the  Kentucky  State  Med- 
ical Association,  is  making  the  local  arrange- 
ments. 

Following  the  dinner,  the  scientific  program 
will  be  presented.  Marion  F.  Beard,  M.  D., 
Louisville,  will  be  the  essayist,  and  will  speak 
on  “Macrocytic  Anemia.” 

The  First  District  held  its  initial  Councilor 
meeting  of  1950  at  Fulton,  on  March  28. 


Second  and  Ninth  Councilor  Districts 
Hold  Meetings  May  11 

As  we  meet  the  deadline  (May  10)  for  the 
June  “Journal”,  plans  have  been  completed 
for  two  Councilor  District  Meetings,  both  sche- 
duled for  Thursday,  May  11. 

The  Second  District,  R.  Haynes  Barr,  M.  D., 
Councilor,  was  to  meet  at  Henderson.  The 
chief  speaker  of  the  evening  was  George  W. 
Pedigo,  Jr.,  M.  D'.,  Louisville,  whose  subject 
was  “Recent  Advances  in  Management  of  Con- 
gestive Heart  Disease.”  Following  the  scien- 
tific program,  the  District  was  scheduled  to 
elect  officers  for  the  coming  year. 

Top  KSMA  officials  and  State  Auxiliary 
leaders  were  to  attend  the  meeting.  The 
wives  of  the  physicians  were  invited,  and  a 
special  program  was  arranged  for  them  fol- 
lowing the  dinner. 

The  Ninth  District,  Paul  B.  Hall,  M.  D., 
Councilor,  meeting  as  the  Eastern  Kentucky 
Medical  Association,  was  to  have  an  after- 
noon and  evening  session  at  Prestonburg.  Two 
Louisville  physicians,  Sam  A.  Overstreet,  M. 
D.  and  Charles  M.  Edelen,  M.  D.,  were  to 
speak  on  “Massive  Hemorrhage  of  the  Intesti- 
nal Tract”  and  “Surgery  of  the  Gall  Bladder,” 
respectively,  at  the  afternoon  meeting. 


Following  the  afternoon  program,  the  so- 
cial hour  and  the  dinner,  F.  A.  Scott,  M.  D., 
and  Ray  M.  Bobbitt,  M.  D.,  of  Huntington, 
West  Virginia,  were  to  speak  on  “Diagnosis 
and  Treatment  of  Backaches”  and  “Practical 
Points  in  the  Management  of  Problems  of  the 
Female  Bladder,”  respectively. 



Tennessee  Elects  Foster  to  New  Post 
of  Executive  Secretary 

The  Tennessee  State  Medical  Association,  at 
its  April  10  meeting  in  Memphis,  voted  to 
create  the  position  of  Executive  Secretary  and 
a layman,  V.  O.  Foster,  was  installed  as  the 
first  to  hold  the  office. 

R.  H.  Kampmeier,  M.  D.,  who  is  associated 
with  Vanderbilt  University  Hospital,  Nash- 
ville, was  elected  to  the  office  of  Secretary- 
Editor.  Under  the  new  organization,  Dr.  Kamp- 
meier will  serve  as  Editor-in-Chief  of  the  sci- 
entific section  of  the  State  Journal  and  Chair- 
man of  the  Program  Committee. 

The  duties  of  the  newly  created  post  of 
Executive  Secretary  are:  (a)  Director  of  Fi- 
nance and  Budgeting  (b)  Public  Relations  (c) 
Publicity  (d)  Director  of  Personnel  (e)  Man- 
aging Editor  and  Business  Manager  of  the 
Journal  and  (f)  Public  Service. 

The  Headquarters  Office  of  the  Tennessee 
State  Medical  Association  will  continue  in 
Nashville  and  will  be  located  at  504  Doctors 
Building. 

W.  M.  Hardy,  M.  D.,  Nashville,  the  retiring 
Secretary-Editor  of  our  sister  Association  to 
the  south,  will  long  be  remembered  for  his 
faithful  and  loyal  service  to  the  Tennessee 
profession. 


Fifth  District  Plans  June  15 
Meeting  at  Shelbyville 

Councilor  Richard  R.  Slucher  has  completed 
arrangements  for  the  Annual  Meeting  of  the 
Fifth  District,  Thursday,  June  15.  The  Shelby- 
Oldham  County  Medical  Seciety  will  be  the 
host  for  the  meeting  at  Shelbyville,  to  which 
the  wives  of  the  members  are  invited. 

A fried  chicken  dinner  will  be  served  in  the 
large  First  Christian  Church  dining  room  by 
the  women  of  the  Church,  who  have  an  ex- 
cellent reputation  as  cooks.  After  the  dinner, 
the  physicians’  wives  will  have  a separate 
meeting. 

Facilities  of  the  beautiful  and  sporty  golf 
course  of  the  Shelbyville  Country  Club  will 
be  available  to  the  members  who  want  to 
play.  There  will  be  trophies  for  the  low  scores. 
While  the  husbands  battle  “old  man  par”,  there 
will  be  entertainment  for  the  wives  at  the 
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Clubhouse.  All  members  are  invited  to  the 
Country  Club  for  a social  hour  at  5 P.  M. 
(CjD.S.T.).  After  the  social  hour,  the  doctors 
and  their  wives  will  move  to  the  Christian 
Church  dining  room. 

At  the  scientific  session,  Councilor  Slucher 
will  present  the  following  program:  Rankin 
C.  Blount,  M.  D„  Lexington,  who  will  speak 
on  “The  Diagnosis  and  Treatment  of  Anemia”; 
A.  J.  Whitehouse,  M.  D.,  also  of  Lexington, 
will  discuss  “Recent  Trends  in  Obstetrics”; 
and  Edward  B.  Mersch,  M.  D.,  of  Covington, 
will  present  a paper  in  the  surgical  field,  sub- 
ject to  be  announced  later. 


Sixth  and  Seventh  Districts  to  Meet 
Jointly  at  Danville,  June  15 

Following  their  custom,  Councilors  George 
McClure  and  Carl  Norfleet  of  the  Sixth  and 
Seventh  Districts,  will  hold  a combined  an- 
nual meeting.  This  year,  the  session  will  take 
place  at  the  Kentucky  State  Hospital,  Dan- 
ville, Thursday,  June  15,  with  the  Boyle  Coun- 
ty Medical  Society  acting  as  host. 

The  meeting,  which  boasts  of  having  one  of 
the  largest  attendances  of  any  of  its  kind  in 
the  Association,  will  get  under  way  with  a 
social  hour  at  5 p.  m.,  which  will  be  followed 
by  the  dinner. 

Councilor  McClure  will  then  introduce  the 
formal  program,  which  is  as  follows:  Richard 
G.  Jackson,  M.  D.,  of  the  Boyle  County  Society, 
will  welcome  the  visiting  doctors,  and  State 
Secretary  Bruce  Underwood  will  bring  greet- 
ings from  the  State  Association. 

Sam  A.  Overstreet,  M.  D.,  Louisville,  will 
then  give  a paper  on  “Massive  Hemorrhage 
from  the  Upper  Intestinal  Tract,”  which  will 
be  followed  by  a discussion  entitled  “Treat- 
ment of  Uterine  Enertia  and  Prolonged  Labor 
with  Intravenous  Pitocin,”  presented  by  Glenn 
W.  Bryant,  M.  D.,  Louisville.  The  last  paper, 
“Significance  of  Rectal  Bleeding,”  will  be  giv- 
en by  Pat  R.  Imes,  M.  D.,  Louisville. 


Response  of  Technical  Exhibitors 
to  New  Meeting  Site  Favorable 

The  response  on  the  part  of  the  commercial 
exhibitors  to  the  prospectus  for  booth  space 
in  the  Exhibit  Hall  at  the  annual  meeting  in 
the  Columbia  Auditorium  Sept.  26-28,  has 
been  very  pleasing. 

At  this  writing  (May  10)  the  Headquarters 
Office  reports  that  nearly  fifty  booth  spaces 
have  been  engaged  by  companies  and  agen- 
cies. This  is  ample  proof,  the  Technical  Ex- 


hibits Committee  feels,  of  the  acceptance  by 
the  exhibitors  of  the  new  convention  location. 

The  number  of  spaces  contracted  for  by  the 
exhibitors  at  this  point  for  the  1950  meeting, 
exceeds  by  seventy-five  percent  the  number 
sold  the  last  time  the  State  Association  met 
in  Louisville. 

Commenting  on  the  developments  for  the 
fall  session,  one  of  the  committee  members 
said,  “The  fact  that  these  people  are  willing 
to  spend  anywhere  from  $125  to  $175  a booth 
to  help  finance  our  meeting  underlines  the  ob- 
ligation of  our  members  at  the  fall  meeting 
to  show  our  appreciation  by  registering  at 
each  booth.” 


McCracken  Organizes  Call  Bureau 

The  McCracken  County  Medical  Society,  at 
its  April  26  meeting,  voted  to  establish  an 
emergency  call  bureau.  Twelve  Paducah  phy- 
sicians have  agreed  to  cooperate  in  the  time 
of  need.  The  Public  Relations  Committee  of 
the  Society  worked  out  the  arrangements. 

The  records  of  this  department  show  that  Mc- 
Cracken Society  is  the  second  in  the  state  to 
organize  an  emergency  call  bureau.  Clark 
County  put  the  plan  into  operation  early  this 
year  and  was  given  nation-wide  publicity  in 
the  A.  M.  A.  Public  Relations  letter. 


Henderson  Installation  Puts  Kentucky  in 

Lead  as  Mother  of  A.M.A.  Presidents 

When  Elmer  L.  Henderson,  M.  D.,  Louisville, 
is  installed  as  President  of  the  American  Medi- 
cal Association  at  its  annual  meeting  in  San 
Francisco  the  last  week  in  this  month,  he  will 
become  the  seventh  Kentucky  physician  to 
lead  the  national  organization. 

At  the  present,  Kentucky  and  Tennessee  are 
tied  for  the  lead  in  all  the  states  for  the  honor 
of  providing  the  most  A.M.A.  presidents.  When 
Dr.  Henderson  takes  over,  Kentucky  will  lead 
all  other  states. 

In  boasting  of  this  honor,  the  profession  in 
Kentucky  can  take  great  pride  in  its  own  or- 
ganization as  it  continues  to  produce  men  of 
such  high  caliber,  men  who  have  ability,  ener- 
gy, and  who  are  willing  to  make  the  financial 
sacrifice. 

Other  A.M.A.  presidents  from  Kentucky 
were:  Henry  Miller,  M.  D.,  1859:  D.  W.  Yandell, 
M.  D.,  1872;  J.  M.  Mathews,  M.  D.,  1899;  L.  S. 
McMurtry,  M.  D.,  1905;  Irvin  Abell,  M.  D., 
1938;  Fred  W.  Rankin,  M.  D.,  1942. 
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President’s  Page 


May 

7 

1950 

Dear  Fellow  Physicians: 

I have  to-day  received  my  May  issue  of  The  Journal  of  the  Kentucky 
State  Medical  Association,  enclosed  in  the  new  cover  which  symbolizes  the 
“new  order”  in  the  affairs  of  our  association. 

Dr.  Bruce  Underwood,  our  secretary  and  general  manager,  is  rapidly 
completing  his  headquarters  staff  and  has  laid  the  foundation  for  many 
years  of  service  to  the  doctors  of  Kentucky  and  the  people  of  our  common- 
wealth. To  him,  and  his  organizational  ability,  we  must  give  the  major 


Dr.  Underwood  is  finding  an  enthusias- 
tic and  agreeable  profession  with  which 
to  work,  because  the  doctors  of  Kentucky, 
like  the  doctors  of  America,  are  cooperat- 
ing with  doctor  administrators  in  an  effort 
to  get  away  from  lay  medical  leaders 
whose  understanding  of  medical  problems 
is  so  inadequate.  Many  of  Washington’s 
problems  to-day  would  be  less  acute  if 
professional  men,  rather  than  lay  politi- 
cians, were  planning  the  Coordinated 
Medical  Care  of  our  people.  Now  that  the 
American  Medical  Association  has  liberal- 
ized its  program  in  many  respects,  it 
seems  certain  that  the  leaders  of  American 
medicine  will  be  available  for  administra- 
tive roles  in  the  field  of  health  and  welfare. 
These  leaders  will  be  able  to  preserve 
those  aspects  of  private  medicine  that 
must  be  saved  to  insure  progress  in  medi- 
cal science  and  the  development  of  lead- 
ers in  our  profession.  At  the  same  time  it 
would  be  possible  for  them  to  accept  pub- 
lic assistance  and  the  insurance  principles  in  the  application  of  good  medi- 
cal care  to  the  general  population. 

All  members  of  the  Kentucky  State  Medical  Association  should  visit 
the  headquarters  offices  at  620  South  Third  Street,  Louisville  and  see  the 
efficient  set-up  that  has  been  developed  in  these  offices.  While  there 
be  sure  to  meet  Mr.  Raymond  Dixon,  Mr.  Joe  Sanford,  Mr.  Bob  Poisall, 
and  the  secretaries  that  so  efficiently  and  courteously  handle  the  day  to 
day  routine. 

Sincerely, 


June,  1950] 
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County  Society  Reports 


BELL 

The  regular  meeting  of  the  Bell  County 
Medical  Society  was  held  at  the  Middlesboro 
Hospital  on  Friday,  April  14,  1950,  at  7:30 
P.  M. 

The  meeting  was  called  to  order  by  Dr.  S. 
H.  Flowers  in  the  absence  of  the  President 
and  Vice-President.  The  regular  members 
present  were  Drs.  S.  H.  Flowers,  Waller  Grif- 
fing,  Ed  Wilson,  Jr.,  Ed  Wilson,  Sr.,  R.  F. 
Porter,  Arch  Carr,  H.  M.  Sturm,  C.  D.  Ca- 
wood,  C.  B.  Stacy,  and  C.  S.  Scott. 

Visitors  present  were  Dr.  Joe  Edds,  Dr. 
Weller,  Dr.  Ralph  Alford,  Dr.  Winfred  Smith, 
Sidney  Edds,  Bill  Young,  the  Superintendent 
of  Nurses  at  Red  Bird  Hospital,  and  the 
guest  speaker  for  the  evening,  Dr.  Robert 
Brashear,  of  Bagwell  and  Brashear  Clinic, 
Knoxville,  Tennessee. 

Tht  minutes  of  the  last  meeting  were  read 
and  approved. 

The  Board  of  Censors  reported  favorably 
on  the  application  of  Dr.  Winfred  Smith.  A 
decision  on  the  application  of  Dr.  Ausmus  had 
not  been  reached  and  was  returned  to  the 
board. 

Motion  was  made  and  carried  to  accept  Dr. 
Winifred  Smith  as  an  active  member.  The  mo- 
tion was  also  made  and  carried  to  exempt  her 
from  paying  dues  as  it  would  be  a hardship. 

Since  Dr.  Adam  Stacy  was  absent,  no  re- 
port was  received  from  the  Grievance  Com- 
mittee. 

A letter  of  application  for  membership  from 
Dr.  Ralph  Alford  was  read  and  referred  to  the 
Board  for  Censors.  Dr.  Weller  of  Pineville  and 
Dr.  Edds  of  Cumberland  Gap  expressed  a de- 
sire to  become  members  and  were  requested 
to  apply  in  writing. 

Dr.  Robert  Brashear,  Orthopedic  Surgeon, 
Knoxville,  gave  a thorough  review  of  Rup- 
tured Intervertebral  Disc  and  Low  Back  Pain, 
accompanied  by  a slide  review  of  the  anatomy, 
physiology,  and  mechanical  changes  brought 
about  by  the  degenerative  processes  of  this 
syndrome.  The  conservative  and  radical  (sur- 
gical) treatments  were  reviewed  and  discussed. 

The  meeting  adjourned. 

Charles  Scott,  Secretary. 


CARTER 

The  Carter  County  Medical  Society  met  in 
the  Fred  McKinney  Dining  Room  one  mile 


west  of  Grayson  at  7:00  p.  m.,  March  30,  1950. 
The  attending  members  were:  Drs.  W.  H. 

Wheeler  and  Grady  C.  Stewart,  Olive  Hill, 
Drs.  Smithfield  Keffer,  J.  Watts  Stovall,  W. 

B.  Bishop,  and  R.  G.  Townsend,  Grayson.  A 
wholesome  and  delicious  steak  dinner  was  en- 
joyed by  the  members  present. 

After  dinner  was  served,  President  Grady 

C.  Stewart  presided  over  a short  business  ses- 
sion. Dr.  J.  Watts  Stovall,  who  is  an  active 
member  of  the  Grievance  Committee  of  the 
Kentucky  State  Medical  Society,  discussed  the 
functions  of,  and  the  benefits  to  both  the  pro- 
fession and  the  laity  to  be  derived  from  this 
Committee.  Dr.  W.  H.  Wheeler  made  a mo- 
tion that  the  Carter  County  Medical  Society 
go  on  record  as  being  opposed  to  any  and  all 
forms  of  compulsory  health  insurance,  and 
that  the  following  resolutions  be  adopted: 

WHEREAS,  the  American  medical  profes- 
sion leads  the  world  in  standards  of  medical 
care  and  quality  of  medical  institutions  and 
equipment;  and, 

WHEREAS,  these  accomplishments  of  Amer- 
ican medicine  have  been  made  possible  by  the 
same  system  of  free  enterprise  which  enabled 
American  business  to  out-produce  the  world 
in  the  recent  World  War  and  rebuild  much  of 
the  civilized  world  in  the  present  postwar 
period;  and, 

WHEREAS,  under  compulsory  health  insur- 
ance the  employees  of  American  business 
would  immediately  face  a tax  of  3%  on  their 
annual  income,  rising  to  a tax  of  at  least  6% 
within  a few  years,  creating  new  financial 
burdens  which  increase  the  costs  of  necessi- 
ties of  life  and  lower  the  standard  of  living  for 
all  the  people;  and, 

WHEREAS,  a compulsory  health  insurance, 
wherever  tried,  has  led  to  a gradual  erosion 
of  free  enterprise  and  a progressive  deterior- 
ation of  medical  standards  to  the  detriment  of 
the  health  of  the  people;  and, 

WHEREAS,  every  country  having  compul- 
sory health  insurance  has  suffered  from  a 
growing  bureaucracy  of  political  medicine,  a 
constantly  mounting  tax  burden  and  a na- 
tional deficit,  NOW,  THEREFORE, 

BE  IT  RESOLVED,  That  the  Carter  County 
Medical  Society  does  hereby  go  on  record 
against  any  form  of  compulsory  health  insur- 
ance or  any  system  of  political  medicine  de- 
signed for  national  bureaucratic  control. 

That  a copy  of  this  resolution  be  forwarded 
to  each  Senator  from  the  state  of  Kentucky, 
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and  the  Representative  from  our  District,  and 
that  said  Senators  and  Representative  be  and 
are  hereby  respectfully  requested  to  use  every 
effort  at  their  command  to  prevent  the  enact- 
ment of  such  legislation. 

This  motion  was  seconded  by  Dr.  W.  B. 
Bishop,  and  unanimously  adopted  by  the  So- 
ciety. 

Dr.  J.  Watts  Stovall  made  a motion  that  the 
Society  invite  the  Kentucky  State  Cancer 
Clinic  and  the  Kentucky  State  Tuberculosis 
Clinic  to  hold  a clinic  in  Grayson,  at  their  con- 
venience, during  the  month  of  June,  1950.  It 
is  requested  that  the  Tuberculosis  Clinic  be 
held  in  both  Olive  Hill  and  Grayson.  The  Can- 
cer Clinic  is  to  be  invited  to  Grayson,  since  it 
was  held  in.  Olive  Hill  in  1949,  and  it  is  cus- 
tomary for  the  Clinic  to  be  held  in  each  town 
on  alternate  years.  This  motion  was  seconded 
by  Dr.  Smithfield  Keffer  and  unanimously 
adopted  by  the  Society. 

Dr.  W.  H.  Wheeler  made  a motion  that  each 
active  member  of  the  Society  be  equally  as- 
sessed for  the  expense  of  the  floral  offering 
for  the  Dr.  Wiley  McCleese  funeral.  This  mo- 
tion was  seconded  by  Dr.  W.  B.  Bishop  and 
unanimously  adopted  bv  the  Society. 

Dr.  J.  Watts  Stovall  made  a motion  that  the 
Society  adopt  7:00  o’clock  each  Fourth  Wed- 
nesday of  the  month  as  the  monthly  meeting 
hour  for  the  Carter  County  Medical  Society. 
This  motion  was  seconded  by  Dr.  W.  H.  Wheel- 
er and  unanimously  adopted  by  the  Society. 

Mr.  and  Mrs.  Fred  McKinney  cordially  in- 
vited the  Society  to  return  to  their  Dining 
Room  for  all  future  meetings.  At  least  some 
of  the  members  favor  doing  so,  but  no  formal 
action  was  taken  on  this. 

No  further  business  coming  before  the  So- 
ciety, the  motion  was  made  and  seconded  that 
the  meeting  be  adjourned. 

R.  G.  Townsend,  Secretary. 


JEFFERSON 

The  938th  meeting  of  the  Jefferson  County 
Medical  Society  was  held  Monday  evening, 
March  20,  1950,  at  the  Seelbach  Hotel.  Fifty- 
eight  members  were  present  for  dinner. 

The  meeting  was  called  to  order  at  8 p.  m., 
by  the  President,  Dr.  J.  A.  Bowen. 

The  President  introduced  Mr.  Carmichael, 
representing  the  Society  of  Professional  Rep- 
resentatives, who  spoke  briefly  about  the  rules 
'and  regulations  of  the  new  organization,  the 
object  of  which  is  to  promote  better  under- 
standing and  cooperation  between  its  members 
and  the  allied  medical  professions  it  serves. 

The  minutes  of  the  previous  meeting  were 


read  and  approved. 

Dr.  Robert  C.  Long,  Chairman,  Necrology 
Committee,  read  Resolution  on  the  death  of 
Dr.  Wilbur  F.  Helmus.  Members  stood  in  tri- 
bute. 

Dr.  Robertson  O.  Joplin,  Chairman,  Building 
Committee,  made  a report  and  asked  for  the 
cooperation  of  every  member  of  the  Society 
when  approached  for  donation  for  a permanent 
home  for  the  Society. 

Dr.  David  Cox,  speaking  for  the  Public  Re- 
lations Committee,  called  attention  to  a radio 
program  on  WKLO  the  following  night  on 
“Socialization”,  and  to  a pamphlet  “Challenge 
to  Socialism”. 

The  Secretary  read  a communication  from 
John  L.  Zehnder  Company  notifying  the  So- 
ciety of  available  office  space  for  doctors  in 
the  building  at  840  Barret. 

The  Secretary  read  a letter  from  Mr.  Troy 
W.  Hubbard,  Bowman  Field,  quoting  prices 
for  members  of  the  Society  to  charter  a plane 
round  trip  to  San  Francisco  for  meeting  of  the 
American  Medical  Association.  Announcement 
will  be  made  in  the  Bulletin  regarding  this. 

The  following  new  members  were  elected 
as  active  members:  Dr.  Patrick  W.  Cummings 
and  Dr.  Don  V.  Hatton.  Dr.  Everett  H.  Sanne- 
man  was  elected  associate  member. 

The  following  requests  for  transfer  of  mem- 
bership to  Emeritus  group  were  approved: 
Drs.  Chauncey  W.  Dowden  and  R.  Lindsey  Ire- 
land. 

Scientific  Program:  8:30  p.  m. 

“Fractures  of  the  Neck  of  the  Femur”  (Lan- 
tern Slides)  George  F.  Dwyer,  M.  D. 

The  meeting  adjourned  at  9:00  p.  m. 

Robert  Lich,  Jr.,  Secretary. 


MADISON 

The  Madison  County  Medical  Society  held 
its  regular  monthly  meeting  April  13,  1950  at 
Berea  College  Hospital,  Berea. 

Minutes  of  the  last  meeting  were  read  and 
approved. 

Business  Session:  The  Madison  County 

Medical  Society  went  on  record  as  being  op- 
posed to  Compulsory  Health  Insurance  and  the 
secretary  was  instructed  to  notify  the  State 
Association  of  this  action,  likewise  the  Senator 
and  Congressman. 

A Grievance  Committee  was  organized.  It 
is  composed  of  the  past  three  presidents  of 
the  Society.  The  retiring  or  outgoing  presi- 
dent automatically  becomes  chairman  of  the 
Committee.  Members  are:  Drs.  Robert  Sory, 
chairman, Robert  L.  Rice  and  Louise  F.  Hutch- 
ins. 
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Night  telephone  calls  to  be  placed  at  all  hos- 
pitals was  discussed  by  the  Society. 

Dr.  Paul  Harrison,  Berea  College  Hospital, 
who  was  program  chairman  for  the  evening, 
presented  a movie  on  “Fractures”,  which  cov- 
ered fractures  of  all  types  and  best  method  of 
reduction  and  treatment  in  each  type  of  frac- 
ture. Following  this  Dr.  John  C.  Baker,  Berea, 
presented  some  cases,  all  were  cases  of  frac- 
tured femurs.  Method  employed  was  suspen- 
sion in  younger  age  group  followed  by  appli- 
cation of  cast,  in  another  case  skin  traction 
was  employed,  thence  followed  up  with  a 
Kirshmen  pin  traction  then  a cast  application 
after  good  reduction  was  obtained.  A third 
case  of  open  reduction  in  an  eleven  year  old 
boy,  good  results.  This  was  followed  by  a 
brief,  but  interesting  discussion  on  fractures. 
It  was  pointed  out  that  open  reduction  seemed 
to  be  used  more  and  more  by  surgeons  and 
this  procedure  was  less  painful  and  the  pa- 
tients rehabilitated  sooner  than  under  older 
methods. 

Motion  was  made  and  seconded  that  the 
meeting  adjourn. 

Max  E.  Blue,  Secretary 


McCracken 

The  regular  meeting  of  the  McCracken 
County  Medical  Society  was  held  at  the  Ritz 
Hotel  April  26,  1950,  with  Dr.  Charles  Billing- 
ton  presiding.  There  were  twenty-two  mem- 
bers and  the  following  guests  present:  Drs. 
Peter  Trinca,  D.  L.  Jones,  G.  Bushart,  V.  A. 
Jackson,  George  McClain,  Harry  Wright,  A.  D. 
Butterworth,  Wm.  Wakefield,  Jacob  Mayer, 
Coles  Raymond,  John  Patton  and  Hampton. 

The  scientific  program  consisted  of  an  in- 
teresting and  timely  paper  on  “Hematuria”  by 
Dr.  John  Patton,  St.  Louis,  Missouri. 

The  minutes  of  the  March  meeting  were 
read  and  approved. 

Dr.  E.  W.  Jackson  gave  the  report  of  the 
Resolutions  Committee  on  the  death  of  Dr. 
H.  P.  Linn.  A motion  was  made,  seconded  and 
passed  that  a copy  of  the  resolutions  be  sent 
to  the  family,  a copy  be  spread  on  the  minutes, 
and  a copy  be  sent  to  the  State  Journal  for 
publication. 

The  following  bills  were  approved:  Paducah 
Press  $11.00,  Dr.  Errett  Pace  $29.25,  Dr.  Eugene 
Blake  $4.00. 

A resolution  opposing  Compulsory  Health 
Insurance  was  passed. 

A communication  from  the  American  Dia- 
betes Association  in  regard  to  a diabetes  de- 
tection drive  was  referred  to  a committee  com- 
posed of  Doctors  Reeves,  Chairman;  Sloan  and 
Petway. 


A communication  from  the  University  of 
Louisville  revealed  that  the  State  Board  of 
Health  no  longer  sponsors  the  Post  Graduate 
Instruction  Course  in  Pediatrics.  The  Univer- 
sity of  Louisville  will  offer  such  courses  if  the 
Society  desires.  Motion  was  made,  seconded 
and  passed  that  we  table  the  question. 

An  acknowledgement  of  expression  of  sym- 
pathy from  the  family  of  Dr.  H.  P.  Linn  was 
read. 

The  application  of  Dr.  Coles  W.  Raymond 
was  read  and  referred  to  the  Board  of  Censors. 
The  president  appointed  Dr.  T.  J.  Marshall  to 
act  on  the  Board  of  Censors  in  the  place  of 
Dr.  H.  P.  Linn  until  the;  Society  elected  a new 
censor. 

The  Public  Relations  Committee  announced 
that  it  was  working  on  the  details  of  some  ar- 
rangement to  have  doctors  on  duty  for  emer- 
gency calls  on  the  days  when  physicians  usual- 
ly take  off  and  are  out  of  town.  Motion  was 
made,  seconded  and  passed  that  this  commit- 
tee work  out  the  details  and  report  back  at 
the  next  meeting.  The  following  indicated  that 
they  were  willing  to  cooperate  on  being  on  duty 
from  time  to  time  on  these  days:  Drs.  Bob 
Overbey,  J.  A.  Ward,  Leon  Higdon,  E.  W.  Jack- 
son,  T.  L.  Phillips,  Wm.  Eaton,  Robert  Reeves, 
Vernon  Pace,  W.  J.  Petway,  Eugene  Sloan,  Geo. 
Widener,  and  Eugene  Blake. 

It  was  suggested  that  articles  be  written  by 
members  of  the  Society  to  be  published  in  the 
local  newspaper  in  order  to  improve  public 
relations.  Motion  was  made,  seconded  and 
passed  that  the  Public  Relations  Committee  in- 
corporate information  for  publication  from  the 
A.  M.  A.  for  local  publication. 

Motion  was  made  by  Dr.  W.  J.  Petway  and 
seconded  by  Dr.  T.  L.  Phillips  and  passed  that 
Dr.  J.  A.  Ward  be  instructed  to  purchase  ma- 
terials for  the  Fellowship  hour  of  the  South- 
western Kentucky  Medical  Association  meet- 
ing to  be  held  on  May  9th  and  the  McCracken 
County  Medical  Society  to  pay  the  bills. 

Motion  was  made,  seconded  and  passed  that 
the  Society  approve  a Child  Health  Clinic  and 
the  details  of  this  be  worked  out  by  the  health 
officers  and  the  pediatricians. 

Motion  Was  made,  seconded  and  passed  that 
the  date  of  the  May  meeting  be  changed  to 
June  7th  to  accommodate  the  speaker. 

A motion  was  made,  seconded  and  passed 
that  the  question  of  having  a booth  at  the 
County  Fair  for  the  purpose  of  improving  pub- 
lic relations  be  referred  to  the  Public  Rela- 
tions Committee  with  power  to  act. 

Dr.  O.  L.  Higdon  reported  that  the  commit- 
tee which  had  been  appointed  to  work  on  the 
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Blue  Shield  Insurance  had  been  able  to  make 
no  progress  in  selecting  a chairman  for  the 
campaign.  A motion  was  made,  seconded  and 
passed  that  this  committee  remain  negative 
until  further  instruction  from  the  County  So- 
ciety. 

Meeting  was  adjourned  at  10:00  P.  M. 

Everett  Pace,  Secretary. 


MUHLENBERG 

The  regular  meeting  of  the  Muhlenberg 
County  Medical  Society  was  held  in  Green- 
ville M'arch  17,  1950. 

The  meeting  was  called  to  order  by  the 
President,  Dr.  H.  H.  Woodson. 

Members  present  were:  Drs.  G.  F.  Brock- 
man, R.  E.  Davis,  J.  H.  Harrolson,  George  Rich- 
ardson, C.  H.  Rodman,  G.  L.  Simpson,  J.  P. 
Walton,  J.  L.  Webster,  Claude  Wilson,  and  H. 
H.  Woodson. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

All  unfinished  business  was  reported  by 
Committee  Reports,  no  communications  were 
reported. 

The  Building  Committee  reported  that  the 
Architect  had  submitted  tentative  sketches  for 
arrangement  of  new  construction  of  the  Hos- 
pital. Each  member  was  requested  to  peruse 
the  plans  in  some  detail  and  to  report  any 
suggested  changes  or  corrections  to  the  Build- 
ing Committee,  for  consolidation  for  presenta- 
tion to  the  Architect. 

No  new  business  was  introduced.  Dr.  Claude 
Wilson  reported  on  the  scientific  developments 
which  he  had  observed  at  a meeting  at  the 
Academy  of  General  Practice  in  St.  Louis. 

On  motion  the  meeting  was  adjourned. 

G.  F.  Brockman,  Secretary. 


MUHLENBERG 

The  regular  meeting  of  the  Muhlenberg 
County  Medical  Society  was  held  in  Greenville 
April  7,  1950. 

The  meeting  was  called  to  order  by  the  Pres- 
ident, Dr.  H.  H.  Woodson. 

Members  present  were:  Drs.  G.  F.  Brockman, 
R.  E.  Davis,  B.  B.  Holt,  H.  H.  Woodson,  Claude 
Wilson.  Also  present,  by  special  invitation, 
were  Sam  Jarvis,  President  of  the  Board  of 
Trustees  Muhlenberg  Community  Hospital, 
Miss  Opal  MePherron,  Superintendent  Muh- 
lenberg Community  Hospital,  and  representa- 
tives of  the  Blue  Cross  Insurance  System  as 
follows:  L.  C.  Kesler,  Assistant  District  Direc- 
tor, Miss  Doris  Kirkpatrick,  Public  Service  Di- 
rector, Ed  Wade,  District  Director. 


Dr.  H.  H.  Woodson  placed  the  assembly  at 
the  disposal  of  Mr.  L.  C.  Kesler,  Owensboro, 
who  opened  the  Blue  Cross  program  with  a 
report  of  its  origin,  and  of  its  growth.  He  then 
introduced  Miss  Doris  Kirkpatrick,  Public 
Service  Director.  Miss  Kirkpatrick  gave  a 
very  interesting  outline  of  the  usual  plan  of 
a Blue  Cross  campaign  in  similar  circumstanc- 
es to  this  County.  There  was  a prolonged  dis- 
cussion of  the  various  economic,  financial,  and 
medical  aspects  of  Muhlenberg  County  and 
its  population.  Ultimately,  it  was  agreed  that 
the  Society  would  undertake  a preliminary 
program  of  organization  of  all  available  groups. 
In  later  months,  as  publicity  has  spread  from 
the  groups  as  they  are  gradually  organized,  the 
Blue  Cross  Organization  will  undertake  to 
build  up  a full-fledged  membership  drive  in 
the  county. 

The  first  new  group  to  become  organized 
was  the  Muhlenberg  County  Medical  Society. 
At  this  meeting  more  than  minimum  for  the 
accomplishment  of  a Hospital  Contract  sub- 
mitted application  and  has  further  agreed  to 
evangelize  Dentists  as  associates  in  the  matter 
of  hospitalization.  After  continued  discussion 
the  meeting  was  adjourned. 

G.  F.  Brockman,  Secretary. 


SCOTT 

The  Scott  County  Medical  Society  met  at 
the  John  Graves  Ford  Memorial  Hospital  April 
20,  1950,  in  their  regular  monthly  meeting  with 
the  following  members  present:  D'rs.  H.  G. 

Wells,  L.  F.  Heath,  A.  F.  Smith.  P.  H.  Crutch- 
field, W.  S.  Allphin,  D.  E.  Clark,  F.  W.  Wilt, 
E.  C.  Barlow  and  H.  V.  Johnson. 

Minutes  of  the  previous  meeting  and  special 
called  meeting  were  read  and  approved. 

The  Society  Representatives  on  the  Hospital 
Board  were  called  on  to  make  a report  of 
what  has  been  done  toward  plans  for  enlarg- 
ing the  hospital.  They  reported  that  the  Archi- 
tect is  now  drawing  plans  but  has  not  submit- 
ed  them  yet. 

Mrs.  Morris  gave  a report  on  hospital  con- 
ditions. The  Secretary  read  a letter  from  our 
Representative  in  Congress,  Tom  Underwood, 
stating  that  he  is  against  Socialized  Medicine 
in  any  form  and  does  not  look  for  any  legis- 
lation at  this  term  of  Congress. 

Motion  was  made  .and  seconded  that  the 
Society  urge  the  Hospital  Board  of  Trustees 
to  get  their  plans  for  the  hospital  enlarge- 
ment completed  before  the  first  of  July,  1950. 
The  motion  was  carried. 

Motion  was  made  and  seconded  that  the  So- 
ciety meet  with  the  Board  of  Trustees  and  the 
Architect  at  a special  called  meeting  as  soon 
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as  convenient. 

The  motion  was  carried. 

H.  V.  Johnson,  Secretary. 


SCOTT 

The  Scott  County  Medical  Society  met  at 
the  John  Graves  Ford  Memorial  Hospital  .at 
twelve  o’clock  noon  on  Thursday,  May  5,  1950, 
with  the  following  members  present:  Drs. 

H.  G.  Wells,  L.  F.  Heath,  D.  E.  Clark,  A.  F. 
Smith,  E.  C.  Barlow,  W.  S.  Allphin,  F.  W.  Wilt, 
P.  H.  Crutchfield,  .and  H.  V.  Johnson. 

Minutes  of  the  previous  meeting  were  read 
and  approved.  Motion  was  made  and  seconded 
that  the  Society  meet  with  the  Board  of  Trus- 
tees on  Monday  night,  May  8,  1950.  The  mo- 
tion was  carried. 

Motion  was  made  and  seconded  that  ,a  copy 
of  our  motion  in  regard  to  starting  work  on 
the  hospital  before  July  1,  1950,  be  given  our 


Representatives  on  the  Trustees  Board.  The 
motion  was  carried. 

Dr.  D.  E.  Clark  invited  the  Society  to  be 
his  guests  at  the  regular  monthly  meeting  in 
June. 

Motion  was  made  .and  seconded  that  we 
gratefully  accept  Dr.  Clark’s  kind  invitation 
to  meet  at  his  home.  Motion  carried. 

H.  V.  Johnson,  Secretary. 


WAYNE 

At  the  last  meeting  of  the  Wayne  County 
Medical  Society,  all  of  the  officers  who  served 
in  1949  were  re-elected.  The  officers  are: 
Frank  Duncan,  M.  D.,  President;  Mack  Roberts, 
M.  D.,  Vice  President;  John  W.  Simmons,  M. 
D.,  Secretary  and  Treasurer.  Dr.  Duncan  is 
to  serve  as  Delegate  to  the  State  Association 
from  Wayne  County. 

John  W.  Simmons,  Secretary. 


WOMAN'S  AUXILIARY  NEWS 


The  Station  Wagon  Fund  is  completed.  As 
soon  as  the  Chrysler-Plymouth  Strike  ends 
and  wel  can  secure  our  Plymouth  Station  Wag- 
on the  dedication  will  be  held  in  Paducah, 
Kentucky.  Announcement  of  this  dedication 
will  be  sent  to  every  Auxiliary  President. 

A new  Auxiliary  has  been  formed  at  Out- 
wood,  Kentucky,  Christian  County.  The  Pres- 
ident is  Mrs.  John  B.  Floyd,  President-Elect, 
Mrs.  Charles  S.  Livingston,  and  Secretary- 
Treasurer,  Mrs.  J.  T,wente. 

Mrs.  E.  W.  Jackson,  State  President,  and 
Mrs.  Grace  Morrison  Reynolds,  State  • Parlia- 
mentarian, attended  an  Auxiliary  meeting  in 
Madisonville,  Ky.,  April  28.  The  meeting  was 
held  in  the  home  of  Mrs.  John  Corum,  Presi- 
dent-Elect. Mrs.  Jackson  gave  a talk  on  “The 
Sin  of  Apathy”  and  Mrs.  Reynolds  gave  an 
address  on  “Spring  House-cleaning.” 

Doctor’s  Day  was  observed  by  many  Aux- 
iliaries this  year.  Some  had  radio  programs 
while  others  presented  the  Doctors  with  a 
carnation. 

Mrs.  E.  W.  Jackson  attended  an  Auxiliary 
meeting  in  Fulton,  Ky.,  on  April  20.  Mrs. 
Robert  Reeves,  President  of  McCracken  Coun- 
ty Auxiliary  and  Mrs.  Willard  Petway,  State 
Corresponding  Secretary  accompanied  her.  Mrs. 
J.  A.  Poe,  President  of  Fulton  Auxiliary,  pre- 
sided. Mrs.  Horace  E.  Titsworth  of  Clinton 
was  elected  President-Elect. 

Mrs.  E.  W.  Jackson  was  in  Louisville  on 


April  11  meeting  with  Mrs.  John  Gordinier 
and  Mrs.  V.  P.  D'alo,  Convention  Chairman. 
The  convention  plans  are  practically  complet- 
ed and  we  know  this  will  be  one  of  our  best 
conventions.  All  meetings  of  the  Woman’s 
Auxiliary  will  be  held  in  the  South  Room  in 
the  Brown  Hotel.  The  convention  dates  are 
September,  25,  26,  27,  28.  Make  your  reserva- 
tions now. 

The  Woman  Committee  of  the  McDowell 
Memorial  held  a meeting  at  the  Pendennis 
Club  Wednesday,  April  26.  The  McDowell 
House  will  again  be  open  this  summer  on  June 
first.  Definite  plans  for  the  completion  of  the 
McDowell  Memorial  have  been  made.  These 
plans  will  be  discussed  at  the  State  Conven- 
tion of  the  Woman’s  Auxiliary. 

A seventh  grade  student  from  Wallins,  Ky., 
Wayne  W.  Scott,  won  first  place  in  the  state 
wide  tuberculosis  essay  contest,  held  by  the 
Woman’s  Auxiliary  to  the  Kentucky  State 
Medical  Association.  Competitors  were  from 
junior  high  schools. 

Rosalea  Price,  seventh  grade  student  from 
Stanley,  Ky.,  finished  second,  with  Honorable 
Mention  including  Darlene  Cantrell,  Ashland; 
Virginia  Stephens,  Campbellsville;  Edith  Bur- 
nett, Paducah,  and  Shirley  Owens,  Mt.  Ver- 
non. A $50.00  U.  S.  Savings  Bond  was  award- 
ed the  winner,  with  a $25.00  bond  going  to  the 
second  place  winner. 

Mrs.  Roger  E.  White  of  Harlan  was  chair- 
woman of  the  committee  sponsoring  the  con- 
test. 
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News  Items 


L.  T.  MINISH,  M.  D. 

L.  T.  Minish,  M.  Louisville,  has  returned 
from  Chicago  where  he  attended  the  Ameri- 
can College  of  Physicians  Postgraduate  Course 
on  the  Recent  Advances  in  Cardiology,  given 
by  Dr.  Louis  N.  Katz,  Director,  Cardio-Vascu- 
lar  Research,  Michael  Reese  Hospital,  Chicago. 


Dr.  E.  L.  Kennedy,  Smithland,  celebrated  his 
50th  year  as  a practicing  physician  on  March 
27th  and  enjoyed  it  in  his  usual  manner  by 
putting  in  eight  hard  hours  of  work  caring 
for  the  sick  at  his  office,  and  making  home 
calls  to  Birdsville.  He  was  graduated  from  the 
University  of  Tennessee  School  of  Medicine  in 
1900,  being  the  youngest  student  in  his  class. 
Part  of  his  professional  life  was  spent  in  Ar- 
kansas, but  he  returned  to  his  native  land 
where  he  has  been  in  active  practice  ever 
since. 


Dr.  Granville  Bennett,  Chicago,  Professor  of 
Pathology,  University  of  Illinois  Medical 
School,  was  a guest  at  Nichols  Hospital,  Lou- 
isville, in  connection  with  its  teaching  pro- 
gram. He  delivered  six  medical  lectures  and 
attended  a clinical  pathological  conference. 


Dr.  W.  L.  Moore,  Madisonville,  celebrated  his 
84th  birthday  May  6,  and  his  55th  year  in  the 
practice  of  medicine.  During  this  time  he  has 
delivered  4,000  babies  and  in  the  first  14  years 
of  his  practice  he  rode  horseback  making  his 
calls.  He  first  began  practice  March  17,  1896 
at  Morton’s  Gap.  He  has  practiced  at  White 
Plains,  Graham,  Nortonville  and  finally  moved 
to  Madisonville,  where  he  still  enjoys  good 
health  and  daily  keeps  his  office  hours. 

In  honor  of  his  55  years  of  practice,  Dr. 
Moore  was  interviewed  over  radio  station 
WFMW.  Following  the  interview  a most  com- 
plimentary editorial  appeared  in  the  Madison- 
ville Messenger,  in  which  Dr.  Moore  was  quoted 
as  stating  his  desire  to  carry  on  his  work  as 
long  as  he  can  “make  it  to  the  office”. 

The  Journal  joins  the  Messenger  in  hoping 


that  Dr.  Moore  will  be  able  to  “make  it”  for 
many  more  years. 


Dr.  Albert  Newton  Winchester,  age  83,  Jop- 
lin, Missouri,  died  March,  1950.  Dr.  Winches- 
ter, one  of  the  last  horse  and  buggy  physicians, 
was  born  in  Calloway  County  June  23,  1866, 
and  was  a relative  of  General  Andrew  Jackson. 
He  was  graduated  from  Vanderbilt  University 
School  of  Medicine  and  began  his  practice  in 
Joplin  which  was  his  home  at  the  time  of  his 
death. 


Dr.  Peter  Trinca,  Director  of  the  Haws  Hos- 
pital, Fulton,  has  returned  from  Washington 
where  he  was  made  a Senior  Fellow  in  the 
Southeastern  Surgical  Congress,  being  one  of 
the  70  surgeons  so  honored.  He  was  graduated 
from  the  University  of  Arkansas  School  of 
Medicine  in  1940  and  received  the  Gold  Key 
as  the  outstanding  medical  student  in  his  class. 
He  served  as  Battalion  Surgeon  of  the  85th 
Evacuation  Hospital  in  Germany  during  the 
war. 


Colonel  Elbert  L.  DeCorsey,  Washington, 
D.  C.,  Director  of  the  Army  Medical  Research 
and  Graduate  School  and  a consultant  to  the 
Atomic  Energy  Commission  was  one  of  the 
speakers  at  the  Medical  Research  contact  camp 
at  Bowman  Field  which  was  attended  by  more 
than  one  hundred  Kentucky  doctors  including 
both  medical  reservists  and  civilians.  It  was 
the  first  such  meeting  held  in  the  state  since 
World  War  II.  Dr.  DeCoursey  spoke  on  mass 
treatment  of  burns  caused  by  the  Atomic 
Bomb.  Dr.  DeCoursey  is  a native  of  Ludlow, 
Kentucky  and  a graduate  of  the  University  of 
Kentucky.  He  was  on  the  joint  U.  S.  Japanese 
commission  sent  to  study  the  effects  after  the 
A-bombs  were  dropped  on  Hiroshima  and 
Nagasake. 


The  Doctor’s  Laboratory,  formerly  known  as 
the  Sweets  Pathological  Laboratory,  announc- 
es its  opening  for  all  clinical  tests,  including 
B.  M.  R.,  Pregnancy  Tests,  Blood  Chemistry, 
Bacteriology  and  Serology,  288  South  Lime- 
stone, Lexington. 

The  change  in  status  of  the  Laboratory  is 
due  to  Dr.  Henry  H.  Sweets,  Jr.,  having  ac- 
cepted a position  at  the  University  of  Mis- 
souri School  of  Medicine  as  Director  of  the 
University  Hospitals  Laboratories  and  as  as- 
sociate professor  of  clinical  pathology. 
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GRADIE  R.  ROWNTREE,  M.  D. 
Louisville 


In  the  April,  1950,  issue  of  Nutrition  News, 
published  by  the  National  D'airy  Council,  Chi- 
cago, there  is  a very  interesting  article  enti- 
tled “Nutrition  Course  for  Employee’s  Wives” 
by  Dr.  Gradie  R.  Rowntree,  Medical  Director, 
C.  T.  Dearing  Printing  Company,  Louisville, 
and  former  Director  of  Health  of  the  Louisville 
and  Jefferson  County  Health  Department.  In 
the  article,  Dr.  Rowntree  states  that  the  pur- 
pose of  the  course  was  to  improve  the  diet 
of  the  workers.  The  sessions  were  held  one 
day  each  week  for  six  weeks  and  subjects 
consisted  of  Menu  Planning,  Party  Fare  for 
the  Family,  Marketing  Hints,  Infant  and  Pre- 
school Health,  Reducing  and  Gaining,  and 
Suggestions  for  Reducing  Food  Costs.  Local 
nutritionists,  personnel  of  state  and  local 
boards  of  health  and  the  state  university  par- 
ticipated in  the  program. 

Dr.  Rowntree,  after  spending  fifteen  years 
in  public  health  work  in  Kentucky,  entered 
the  field  of  industrial  health  in  January,  1948. 
He  is  Chief  of  the  Section  of  Industrial  Medi- 
cine, University  of  Louisville  School  of  Medi- 
cine. Dr.  Rowntree  is  a native  of  Hart  Coun- 
ty, Kentucky.  He  was  born  September  25, 
1903. 


Mr.  Glenn  M.  Reno,  Administrator  of  Jew- 
ish Hospital,  Louisville,  was  chosen  President- 
elect of  the  Kentucky  Hospital  Association  on 
March  30th.  In  this  capacity  he  will  succeed 
Mr.  William  C.  Wyckoff,  who  is  Administrator 
of  the  Samson  Memorial  Hospital,  Glasgow. 


Dr.  Ephraim  Roseman,  Louisville,  was  elect- 
ed president  of  the  American  branch  of  the 
International  League  Against  Epilepsy  at  a 
recent  meeting  in  Cincinnati.  He  is  head  of 
the  neurology  department  at  General  Hospital 
and  professor  of  neurology  at  University  of 
Louisville  School  of  Medicine.  The  epilepsy 
league  was  founded  in  Europe.  Its  American 
branch  formed  in  1913  has  650  members, 
mainly  neurologists. 


Dr.  Millard  F.  Powers,  Powersburg,  died 
March  15,  1950  at  the  age  of  90  years,  9 months 
and  2 days.  He  was  one  of  Wayne  County’s 
best  beloved  and  at  one  time  its  most  active 
physician.  He  was  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in 
1895,  and  practiced  for  many  years.  He  was 
also  engaged  in  the  mercantile  business  and 
•a  postmaster  for  more  than  50  years. 



John  B-  Floyd,  Sr.,  M.  D.,  Manager  of  the 
Veterans  Administration  Hospital,  Outwood, 
Kentucky,  has  been  named  by  Kentucky  State 
Medical  Association  President,  Hugh  L.  Hous- 
ton, M.  D.,  Murray,  to  the  Chairmanship  of 
the  Committee  on  Tuberculosis  for  Kentucky 
State  Medical  Association,  to  succeed  the  late 
Paul  Turner,  M.  D. 

Dr.  Floyd  has  been  a member  of  the  Com- 
mittee. Dr.  Houston  named  L.  O.  Toomey, 
M.  D.,  Bowling  Green,  to  fill  the  vacancy  on 
the  group. 

Dr.  Floyd  is  also  Chairman  of  the  Kentucky 
Tuberculosis  Hospital  Commission,  which  Com- 
mission is  responsible  for  the  operation  of  the 
six  district  hospitals  in  Kentucky. 


A number  of  Kentucky  doctors  will  be  in- 
terested in  the  16th  annual  meeting  of  the 
American  College  of  Chest  Physicians  in  San 
Francisco,  June  22nd  through  June  25th.  Dr. 
T.  Ashby  Woodson,  Louisville,  is  governor  of 
the  College  for  the  state  of  Kentucky,  and  Dr. 
Hugh  L.  Houston,  Murray,  is  secretary-treas- 
urer of  the  Kentucky  chapter  of  the  College. 
Dr.  Paul  A.  Turner  was,  at  the  time  of  his  re- 
cent sudden  death,  Chairman  of  the  Board  of 
Regents.  An  interesting  scientific  program  has 
been  arranged  for  the  San  Francisco  meeting, 
to  be  held  in  the  St.  Francis  Hotel. 

On  June  22nd,  the  board  of  examiners  of 
the  College  will  conduct  examinations  for 
Fellowship.  Candidates  who  would  like  to 
take  the  examinations  should  contact  the  exec- 
utive secretary,  American  College  of  Chest 
Physicians,  500  North  Dearborn  Street,  Chi- 
cago 10,  Illinois. 
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Theta.  During  World  War  I he  served  with 
163rd  Field  Hospital  as  Surgeon  with  rank 
of  1st  Lieutenant  with  Army  of  Occupation 
in  Germany;  at  conclusion  of  the  war,  he  was 
promoted  to  Captain.  Dr.  Turner  died  at  Haz- 
elwood Sanatorium,  April  13,  1950. 


PAUL  AKERS  TURNER,  M.  D. 
Louisville 
1882  - 1950 


AUSTIN  R.  QUIGLEY,  M.  D. 
Maysville 
1884  - 1950 


Dr.  Paul  A.  Turner,  Superintendent  and 
Medical  Director  of  Hazelwood  Sanatorium, 
Was  born  September  11,  1882,  Portland,  Maine. 
He  received  his  A.  E.  degree  from  Amherst 
College  in  1904  and  his  M.D.  degree  from  Co- 
lumbia in  1908.  Dr.  Turner  began  his  career 
as  a practicing  physician  in  Seattle,  Washing- 
ton. He  was  Medical  Superintendent  of  Seattle 
City  Hospital  in  1911-17;  State  Director  of 
Health  for  Washington,  1921-25.  Since  then 
e has  been  Superintendent  and  Medical  Di- 
rector of  Hazelwood  Sanatorium.  He  was  Sec- 
retary of  the  Southern  Sanatorium  Associa- 
tion, 1935-39,  President  Kentucky  State  Hos- 
pital Association,  1936-37;  President  Southern 
Tuberculosis  Conference,  1939-40;  Vice  Presi- 
dent American  College  of  Chest  Physicians, 
1945-46;  President  Southern  Chapter  Ameri- 
can College  of  Chest  Physicians,  1947-48; 
Chairman  Board  of  Regents  for  the  American 
College  of  Chest  Physicians,  1949-50;  Presi- 
dent Kentucky  Chapter  of  American  College 
of  Chest  Physicians  1949-50.  He  is  Fellow, 
American  College  of  Chest  Physicians,  Ameri- 
can Medical  Association,  American  Public 
Health  Association;  Member  of  National  Tu- 
berculosis Association  and  American  Trudeau 
Society;  American  Hospital  Association  and 
Southern  Medical  Association  and  Phi  Delta 


Dr.  Austin  R.  Quigley  was  born  at  Winches- 
ter, October  12,  1884.  When  he  was  very  young 
his  parents  moved  to  Louisville  where  his  early 
schooling  was  obtained.  At  the  time  he  was 
twelve  years  of  age  the  family  moved  its  home 
to  Maysville  and  here  he  attended  the  Mays- 
ville high  school.  Graduating  from  the  latter 
school,  he  resolved  to  devote  his  life  to  the 
practice  of  medicine  and  entered  the  Hospital 
College  of  Medicine,  Louisville  and  was  gradu- 
ated in  1907.  He  served  an  internship  of  one 
year  in  the  private  hospital  of  Louisville  under 
Dr.  Lewis  McMurty,  one  of  Kentucky’s  ablest 
and  best  known  surgeons.  Dr.  Quigley  first 
went  to  Berwin,  West  Virginia,  where  he  prac- 
ticed for  two  years.  In  1911  he  returned  to 
Maysville  and  a few  months  later  he  associated 
himself  with  the  late  Dr.  Woodson  H.  Taulbee 
until  the  latter’s  death  Sept.  20,  1924. 

D'r.  Quigley,  former  president  of  the  Mason 
County  Medical  Society,  was  also  a member 
of  the  Kentucky  State  Medical  Association,  the 
Mississippi  Valley  Medical  Association,  the 
Southern  Medical  Association  and  the  Ameri- 
can Medical  Association.  He  was  a Fellow  in 
the  American  Medical  College  of  Surgeons 
and  a member  of  the  medical  staff  at  Hayswood 
Hospital,  Maysville. 
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THE  WALLACE  SANITARIUM 

MEMPHIS,  TENNESSEE 

For  the  Diagnosis  and  Treatment  of  Nervous  and  Mental  Diseases 
Drug  Addiction  and  Alcoholism 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


Member  of  the  American  Hospital  Association 
FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH,  M.  D.,  Associate 
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-Dr.  Quigley  was  one  of  the  most  prominent 
surgeons  in  Maysville  and  well  known  through- 
out that  section  of  the  state  as  a brilliant  sci- 
entific student  and  skilled  surgeon.  Just  two 
days  before  his  death  April  16th,  he  performed 
a Cesarean  section. 


H.  P.  LINN,  M.  D. 
Paducah 
1882  - 1950 


The  sudden  and  untimely  death  of  Dr.  Harry 
P.  Linn  has  removed  from  the  McCracken 
County  Medical  Society  one  of  its  most  capable 
physicians  and  one  of  its  most  loyal  and  re- 
spected members. 

Doctor  Linn  was  born  near  Murray,  on  No- 
vember 27,  1883,  but  moved  with  his  parents 
to  Paducah  during  his  childhood.  He  was 
graduated  from  the  University  of  Nashville 
Medical  Department  in  1909,  and  following  an 
internship  at  St.  Mary’s  Hospital,  Evansville, 
Indiana,  returned  to  Paducah  and  engaged  in 
the  practice  of  medicine,  where  he  continued 
in  an  extremely  active  practice  until  his  death 
on  April  9,  1950. 

He  was  well  equipped  for  the  general  prac- 
tice of  medicine  and  surgery  which  he  followed 
for  a number  of  years  and  to  a limited  extent 
during  the  latter  years  of  his  life.  But  his 
greatest  interest  and  his  greatest  work  gradu- 
ally shifted  to  the  field  of  obstetrics,  a special- 
ty for  which  he  was  peculiarly  fitted  and  one 
in  which  he  was  preeminent.  His  tender  and 
seemingly  untiring  attention  to  the  women  in 
labor  was  proverbial. 

While  his  chief  interest  was  centered  about 
his  family  and  his  medical  practice,  he  also 


maintained  an  active  interest  in  the  affairs  of 
the  community  and  was  a frequent  attendant 
at  local  meetings  where  the  welfare  of  the 
public  was  involved.  He  served  as  city  phy- 
sician and  city  health  officer. 

He  was  a member  of  the  building  commit- 
tee for  the  present  Riverside  Hospital  and 
while  the  work  of  this  committee  continued 
over  a period  of  several  years,  he  managed  to 
attend  every  meeting  except  one  during  the 
entire  time.  He  keenly  felt  the  need  of  more 
hospital  service  for  Paducah  and  the  surround- 
ing country  and  he  gave  freely  of  his  time  -and 
his  counsel  to  the  fulfillment  of  this  objective. 
His  work  on  this  committee  was  invaluable 
and  for  many  years  to  come  will  continue  to 
live  in  the  role  of  better  hospital  service  and 
better  health  for  the  people  of  this  community. 

THEREFORE:  BE  IT  RESOLVED  that  in 
the  passing  of  Doctor  Linn  the  McCracken 
County  Medical  Society  has  sustained  the  loss 
of  a loyal  and  valuable  member. 

BE  IT  FURTHER  RESOLVED  that  a copy 
of  this  resolution  be  sent  to  the  members  of 
his  family  and  a copy  spread  upon  the  minutes 
of  this  Society. 

April  25,  1950. 

E.  W.  Jackson,  M.  D.,  Chairman 

E.  L.  D.  Blake,  M.  D. 

Bob  C.  Overbey,  M.  D. 


BOOK  REVIEWS 

MEDICAL  STATE  BOARD  QUESTIONS  AND 
ANSWERS,  by  R.  Max  Goepp,  M.  D.,  for- 
merly professor  of  Clinical  Medicine,  Grad- 
uate School  of  fhe  University  of  Pennsyl- 
vania, and  Professor  of  Medicine,  Woman's 
Medical  College  of  Pennsylvania,  and  Har- 
rison F.  Flippin,  M.  D„  Associate  Professor 
of  Medicine  at  the  Graduate  School  of  the 
University  of  Pennsylvania.  Eighth  Edition, 
663  pages,  1950.  Publishers:  W.  B.  Saunders 
Company,  Philadelphia,  Pa.  Price  $8.00. 

This  book  is  practically  indispensable  to 
medical  students  and  interns.  The  authors  and 
six  editorial  consultants  have  selected  questions 
from  actual  State  Board  examinations,  with  an 
eye  to  picking  those  which  are  representative 
of  the  questions  most  asked.  All  pertinent  fields 
are  covered,  from  the  basic  sciences  through 
the  practice  of  medicine  and  the  specialties. 
The  answers,  supplied  by  the  authors,  are  com- 
plete and  succinct.  All  sections  are  completely 
up  to  date  with  questions  and  answers  on  the 
uses  of  new  drugs,  significance  of  new  drugs, 
etc.  A new  section  on  Psychiatry  has  been 
added  incorporating  all  recent  developments 
in  that  field. 
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Airsickness,  trainsickness,  seasickness,  carsickness  — all  respond 
to  treatment  with  Dramamine  (brand  of  dimenhydrinate.) 
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Treatment  of  Motion  Sickness. 
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SEXUAL  DEVIATIONS,  by  Louis  S.  London, 
M.  D„  Diplomaie,  American  Board  of  Ameri- 
can Psychiatry  and  Neurology,  Member 
American  Psychiatric  Association,  Fellow  of 
the  American  Medical  Association  and  other 
medical  societies  and  Frank  S.  Caprio,  M.  D., 
Member.  American  Psychiatric  Association, 
Society  for  the  Advancement  of  Psychother- 
apy, American  Medical  Association  and  oth- 
er medical  societies  with  a foreword  by  No- 
lan D.  C.  Lewis,  M.  D„  Professor  of  Psychi- 
atry, College  of  Physicians  and  Surgeons, 
Columbia  University,  Director  New  York 
Stale  Psychiatric  Institute  and  Hospital,  Ed- 
itor The  Psychoanalytic  Review.  The  Lin- 
acre  Press  Company,  Washington  6,  D.  C. 
Price  $10.00. 

The  problems  treated  in  this  book  are  as  old 
as  civilization  itself;  they  have  been  studied 
by  the  intellectuals  and  scientists  of  all  ages. 
The  emphasis  was  mainly  descriptive,  how- 
ever, until  the  advent  of  modern  psychiatry. 
It  is  rich  in  content,  dynamic  in  its  approach, 
authorative  without  ever  trying  to  be  authori- 
tarian. This  is  not  just  another  volume  on 
“Sex”  but  a clearly  organized  and  adequately 
illustrated  presentation  of  the  psychopathology 
of  persons  whose  conflicts  are  externalized  in 
form  of  various  departures  from  the  socially 
accepted  patterns  of  sexual  behavior.  Ample 
experience,  hard  work,  and  literary  skill  have 
combined  to  produce  a book  of  which  the  auth- 
ors should  be  proud  and  which  should  be  wel- 
come to  the  profession.  Popular  indignation 
over  sex  crimes,  and  the  hush-hush  attitude 
toward  discussion  of  sex  matters  which  still 
prevails  rather  widely,  have  retarded  the 
progress  that  should  have  been  made  before 
now  in  studying  and  dealing  with  sex  offend- 
ers as  victims  of  another  form  of  illness.  The 
physicians  familiar  with  this  book  can  better 
understand  the  many  hidden  sex  problems  en- 
countered in  daily  practice. 


PROCEEDINGS  OF  THE  FIRST  CLINICAL 
ACTH  CONFERENCE.  Edited  by  John  R. 
Mole,  M.  D.,  Medical  Direclor,  Armour  Lab- 
oratories. 178  Contributors.  624  Pages.  Pub- 
lishers: The  Blakiston  Company,  Philadelph- 
ia 5,  Pa.  Price  $5.50. 

This  volume  constitutes  the  Proceedings  of 
the  first  ACTH  Conference  held  in  Chicago 
on  October  21  and  22,  1949.  Each  chapter  is 
a report  presented  at  the  first  clinical  con- 
ference on  Andrenocortophin.  The  meeting 
was  sponsored  by  Armour  & Co.  to  bring  the 
original  researchers  together  to  share  their  in- 
formation and  discoveries.  Each  report  was 
followed  by  a discussion,  all  of  which  is  pre- 
sented complete  with  arguments  and  testi- 
monials. 


ACTH  has  had  marvelous  control  over  many 
widely  diversified  diseases;  it  has  opened  up 
a new  avenue  of  therapy  with  which  every 
one  in  research  and  practice  must  become  fa- 
miliar. This  book  represents  all  the  informa- 
tion to  date;  it  is  the  foundation  upon  which 
future  developments  rest. 


THE  CYTOLOGIC  DIAGNOSIS  OF  CANCER: 
By  the  Staff  of  the  Vincent  Memorial  Lab- 
oratory of  the  Vincent  Memorial  Hospital. 
A Gynecologic  Service  Affiliated  with  the 
Massachusetts  General  Hospital,  Boston,  Mas- 
sachusetts. The  Department  of  Gynecology 
Harvard  Medical  School.  Published  under 
the  Sponsorship  of  the  American  Cancer  So- 
ciety. 229  pages  with  153  figures.  Phila- 
delphia and  London:  W.  B.  Saunders  Com- 
pany, 1950.  Price  $6.50. 

In  the  past  few  years  there  has  been  increas- 
ing interest  in  the  cytologic  diagnosis  of  ma- 
lignancy. Since  the  publication  of  the  mono- 
graph by  Papanicolaou  and  Traut  in  1943, 
many  workers  have  learned  the  method  and 
have  applied  it  successfully,  especially  in  the 
diagnosis  of  uterine  carcinoma.  This  volume 
is  intended  as  a guide  for  those  who  are  in- 
terested in  the  actual  interpretation  of  smears. 

The  format  of  the  book  is  as  follows:  Chap- 
ters begin  with  a histologic  section  of  the 
tissue  under  discussion  .as  a point  of  orienta- 
tion. This  is  followed  by  a black  and  white 
photomicrograph  and  colored  drawing  of  a 
field  of  classical  desquamated  cells  derived 
from  that  epithelium.  These  are  typical  cells 
of  their  type  and  illustrate  the  essential  char- 
acteristics and  points  of  differentiation.  Dif- 
ficulties in  interpretation  are  discussed  and 
general  criteria  for  identification  listed. 

This  book  is  the  result  of  six  years  experi- 
ence in  establishing  the  value  of  cytologic 
technics  in  the  diagnosis  of  cancer  of  the  cer- 
vix, endometrium,  and  other  organs. 


Rabies  is  primarily  spread  by  wild  animals 

to  domestic  animals,  and  then  to  humans.  In 
South  America,  however,  one  of  the  most  com- 
mon means  of  human  infection  is  from  vam- 
pire bats.  In  the  United  States,  30,000  persons 
each  year  require  inoculation  against  rabies, 
and  10,000  animals  must  be  destroyed  at  an 
annual  cost  of  $5,000,000  because  of  the  infec- 
tion. The  exhibit  pointed  out  that  this  disease 
could  be  controlled  if  all  dogs  and  cats  were 
immunized,  stray  animals  removed,  and  rabid 
animals  put  under  observation  for  at  least  six 
months. 
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ENCEPHALITIS 
Tim  Lee  Carter,  M.  D. 

TOMPRINSVELLE 


During  the  fall  of  1948  several  cases  of 
encephalitis  (most  likely  of  the  St.  Louis 
type)  were  observed  in  Monroe  County. 
All  cases  occurred  in  one  particular  area 
of  the  county  except  that  of  a social  work- 
er who  possibly  contracted  the  disease 
when  interviewing  people  from  this  par- 
ticular area. 

Case  I 

The  onset  of  the  disease  was  variable. 
In  the  first  case  a young  man  aged  17  be- 
gan complaining  of  headache,  loss  of  ap- 
petite, nausea,  malaise.  His  temperature 
at  first  was  only  99.2°F.  Blood  pressure 
120/80,  pulse  50.  His  case  was  regarded 
rather  lightly  for  about  4 days,  for  his 
symptoms  were  not  intense  except  for 
the  extremely  low  pulse.  After  five  days 
his  fever  rose  to  102,  pulse  remained  at 
50  or  lower,  and  blood  pressure  remained 
120/80.  The  pupils  were  dilated,  tongue 
coated,  and  the  neck  was  quite  stiff.  The 
chest  was  clear.  The  deep  reflexes  were 
hyperactive.  The  patient  became  deliri- 
ous and  had  a severe  convulsion.  After 
hospitalization,  the  blood  count  was:  RBC 
4,170,00,  WBC  14,750,  Lymphocytes  2 % , 
Neutrophiles  98%.  The  spinal  fluid  re- 
vealed: Pressure  120  mm  of  water,  800 
cells  by  smear,  all  lymphocytes,  Protein 
46,  Sugar  73,  Culture:  Negative. 

Examination  of  the  eyegrounds  showed 
cupping  of  the  optic  disc.  The  patient  was 
quite  toxic  and  delirious. 

The  treatment  consisted  of  spinal  taps 
sufficient  to  relieve  the  intense  headache, 
Streptomycin  0.5  gm.  every  6 hours,  Peni- 
cillin 50,000  units  every  3 hours,  sulfadia- 
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zine,  1 gm.,  every  4 hours,  and  5%  glucose, 
since  chemotherapy  has  not  been  shown 
to  be  effective  in  encephalitis.  After  3 
days  during  which  the  fever  remained  at 
102  and  the  patient  comatose,  the  fever 
gradually  fell  and  the  symptoms  were 
abated.  After  6 days  of  hospitalization, 
the  patient  was  discharged  without  se- 
quellae. 

Case  II 

The  second  case  was  that  of  a 27  year 
old  social  worker  who  became  suddenly 
ill  on  6 September,  1948,  with  a high  fev- 
er 104°F,  intense  headache  and  backache, 
and  nausea. 

Examination  showed  a well  developed 
and  nourished  slightly  disoriented  white 
female  of  27. 

Eyes:  pupils  dilated,  eyegrounds  nega- 
tive. Throat:  hyperemic.  Neck:  moderate 
rigidity.  Chest:  negative.  Abdomen:  much 
borborygmi.  Reflexes:  hyperactive,  ex- 

tending the  leg  on  the  flexed  thigh  caused 
severe  pain. 

Blood:  RBC  3,010,000,  leukocytes  10,600, 
small  lymphocytes  22%,  polymorphonu- 
clear leukocytes  78%. 

Spinal  Fluid:  cell  count  200  per  cu  mm., 
protein  52,  sugar  43.  All  cells  on  direct 
smear  were  lymphocytes. 

After  approximately  the  same  treat- 
ment as  the  first  patient  for  eight  days 
the  fever  and  intense  pains  gradually  sub- 
sided. 

Approximately  twelve  cases  occurred 
after  these  two,  all  in  the  same  general 
neighborhood  as  that  of  the  first  patient. 
The  onset  was  usually  sudden.  The  chief 
complaints  were  headache  and  backache, 
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weakness  and  loss  of  appetite. 

The  findings  common  to  all  were:  fever 
ranging  from  100°F.  to  104°F.,  slow  pulse 
40  to  80,  dilated  pupils,  nuchal  rigidity, 
slight  leukocytosis,  increased  spinal  fluid 
count  with  a great  preponderance  of 
lymphocytes.  There  was  in  almost  all 
cases  an  absence  of  unpleasant  sequelae. 
One  patient  still  complains  of  a weakness 
of  the  left  arm  and  examination  shows  a 
definitely  subnormal  temperature  of  that 
part. 

Review  of  Different  Types 

Review  of  the  different  types  of  en- 
cephalitis leads  one  to  believe  that  this 
is  probably  the  St.  Louis  type,  the  cause 
of  which  is  a filtrable  virus  20-30  milli- 
microns in  diameter,  but  whose  mode  of 
transmission  is  unknown. 

DISCUSSION 

Daryl  P.  Harvey,  Glasgow:  I think  Dr.  Carter 
is  to  be  complimented  on  the  paper  that  he  has 
presented  on  encephalitis.  Instead  of  the  usual 
review  of  all  the  literature,  and  what-not,  we 
have  a paper  here  that  has  been  presented  on 
what  the  man  has  seen.  I think  that  all  of  us, 
in  presenting  papers  to  any  medical  group, 
should  present  what  we  see  in  our  practice  and 
not  what  someone  has  been  writing. 

An  interesting  thing  in  Dr.  Carter’s  paper  is 
the  fact  that  most  of  these  cases  occurred  in  an 
isolated  section  of  Monroe  County.  It  was  my 
pleasure  to  have  seen  some  of  these  cases,  and 
I agree  with  Dr.  Carter  in  that  I think  most 
of  these  were  encephalitis  of  the  St.  Louis  type. 

Whether  or  not  the  mosquito  plays  some  part 
in  this  disease  is  still  questionable,  and  it  is  de- 
bated by  many  men.  We  do  feel  like  that  in 
equine  encephalitis  it  is  the  agent  that  carries 
the  disease.  I think  it  would  be  interesting  to 
note  whether  or  not  in  the  future  we  see  many 
more  cases  in  this  area. 

In  our  local  county  of  Barren,  it  has  been 
reported  by  the  veterinarians  in  that  section 
that  they  are  seeing  equine  encephalitis.  I won- 
der if  a part  of  the  cases  we  have  been  seeing 
this  summer  that  have  been  called  poliomyeli- 
tis might  not  be  some  type  of  encephalitis. 

Another  type  of  encephalitis  that  we  have 
seen  in  Glasgow  in  the  past  year,  that  was 
quite  interesting  to  most  of  us  was  encephali- 
tis following  vaccination  for  whooping  cough, 
pertussis.  We  have  wondered  whether  or  not 
this  is  not  an  .allergic  type  of  reaction  similar 
to  what  was  reported  in  Louisville,  I believe, 


as  having  been  seen  following  rabies  vaccina- 
tion. 

I thoroughly  agree  with  Dr.  Carter  as  to  the 
type  of  therapy.  I think  we  should  try  to  do 
every  thing.  Of  course,  no  one  knows  for  sure 
exactly  what  causes  all  of  this,  or  what  can  be 
done,  and  we  cannot  argue  too  much  on  that 
point.  If  we  or  some  of  our  family  had  this 
condition  we  would  want  to  do  everything  we 
could. 

In  regard  to  the  sequelae  of  these  diseases, 
I wonder  if  many  of  our  abortive  cases  of  en- 
cephalitis do  not  produce  what  is  later  known 
as  psychosis  and  perhaps  nervous  women  and 
nervous  men.  That  might  be  interesting  to 
watch,  particularly  in  the  areas  you  are  speak- 
ing about. 

Even  the  St.  Louis  type  of  encephalitis  is 
divided  into  three  groups,  I believe:  Group  1, 
the  fulminating  type;  Group  2,  the  type  that  is 
rather  mild  in  the  beginning  and  enters  into 
the  fulminating  type,  and  later  the  abortive 
type. 

I think  Dr.  Carter,  in  his  presentation  here, 
has  presented  an  excellent  case  of  both  type 
1 and  2. 

Again  I want  to  compliment  him  on  his 
paper  and  for  bringing  to  us  something  that  he 
has  seen. 

T.  L.  Carter,  (In  closing):  There  are  about 
as  many  types  of  encephalitis  as  there  are 
diseases.  We  have  encephalitis  following  influ- 
enza, mumps,  whooping  caugh  and  so  on,  but 
there  are  three  major  types  of  encephalitis: 
epidemic  encephalitis  or  lethargic  encephalitis, 
the  St.  Louis  type,  and  the  equine  type. 

As  I said,  I believe  that  the  type  of  cases  we 
saw  belong  to  the  St.  Louis  type.  In  both  en- 
cephalitis lethargic  and  equine  type  of  enceph- 
alitis we  have  a great  degree  of  mental  distur- 
bance, confusion  and  lethargy  from  the  onset 
of  these  diseases,  accompanied  by  various 
movements,  and  so  on,  of  the  body  at  that 
time,  and  the  mortality  rate  is  much  higher. 

I believe  that  most  of  the  cases  we  saw  were 
undoubtedly  of  the  St.  Louis  type,  which  is 
milder  except  in  the  first  type  Dr.  Harvey  de- 
scribed, the  fulminating  type.  We  had  one  of 
that  group,  and  about  half  of  the  other  cases 
fell  into  the  second  group  which  became  severe 
after  a prodromal  stage  of  four  or  five  days. 

We  had  several  of  the  third  group  of  the  St. 
Louis  type  of  diseases,  those  cases  in  which 
complaints  were  mainly  headache,  stiffness  of 
the  neck,  and  some  nausea.  After  a few  days, 
these  milder  cases  subsided.  They  were  given 
the  same  treatment. 
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CLINICAL  STUDIES  OF  PENTAQUINE,  A NEWER 
ANTIMALARIAL  AGENT 
Leslie  H.  Layman,  M.  D. 

LOUISVILLE 


Pentaquine  (SN-13.278)  was  synthe- 
sized by  Drake,1  and  its  highly  antimala- 
rial  curative  properties  were  demonstrated 
in  man  by  Alving  and  his  associates2  in 
1948.  It  is  closely  related  to  pamaquin 
(piasmochin)  and  is  one  of  the  most 
promising  of  a number  of  druss  studied 
in  recent  years.  In  experimental  animals 
its  antimalarial  activity  has  been  shown 
to  be  80  to  128  times  that  of  quinine  and 
2 to  8 times  that  of  pamaquin.  When  giv- 
en at  therapeutic  levels  pentaquine  has 
been  found5  to  be  quantitatively  approxi- 
mately one-half  to  three-fourths  2s  toxic 
as  pamaquin  in  adults.  In  animals,  it  is 
rapidly  absorbed  from  the  gastrointes- 
tinal tract  and  maximal  plasma  levels  are 
attained  in  from  one  and  one-half  to  two 
hours.  There  is  poor  correlation  between 
dosage  and  plasma  level  from  individual 
to  individual.  The  effective  therapeutic 
range  of  plasma  levels  is  fairly  wide.  The 
elimination  of  pentaquine  is  thought  to 
be  largely  by  degradation  within  the  ani- 
mal body.  The  plasma  is  almost  complete- 
ly depleted  of  the  drug  within  6 to  8 hours 
after  it  has  been  discontinued.  Less  than 
15  per  cent  is  excreted  by  the  kidneys. 
Pentaquine,  when  given  alone,  has  a sup- 
pressive and  prophylactic  action,  but  the 
dosage  required  is  such  that  toxicity  pro- 
hibits its  use. 

In  experimental  infections3  of  malaria, 
90  mgms.  of  pamaquin  base  with  2 gms. 
of  auinine  daily  is  required  to  completely 
eradicate  the  disease,  while  60  mgms.  of 
pentaquine  base2  and  2 gms.  of  quinine 
daily  will  reduce  relapses  in  moderately 
infected  cases  to  approximately  4 per 
cent.  At  the  above  dosages  pamaquin  will 
cause  symptoms  so  severe  that  quite  fre- 
quently its  use  is  precluded.  Pentaquine 
abolishes  the  gametocytes  from  the  blood, 
and  thereby  renders  it  impossible  to  trans- 
mit the  disease  from  man  to  the  mosquito. 
Pamaouin  and  pentaquine  are  the  only 
drugs  beyond  the  experimental  stage  that 
have  shown  definite  antimalarial  curative 
properties. 

When  60  mgms.  or  more  of  the  penta- 
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quine  base  is  given  as  a daily  dose,  the 
most  common  symptom  encountered  is 
epigastric  distress.  Quite  frequently  the 
discomfort  is  severe  but  often  subsides 
somewhat  after  3 to  8 days  of  treatment. 
Cyanosis  in  varying  degree  is  seen,  the 
higher  the  dosage  the  more  intense  is  the 
methemoglobinemia.  Drug  fever  is  not 
uncommon  and  usually  appears  on  the 
fifth  or  sixth  day  of  treatment.  A gradual 
loss  of  total  hemoglobin  commonly  oc- 
curs, but  hemolytic  crisis  is  unusual. 
Hemolytic  crisis  has  been  reported  in  the 
colored  race.  Electrocardiographic  chang- 
es consisting  principally  of  T wave  chang- 
es are  not  infrequent.  The  amplitude  of 
the  T is  reduced  in  some  or  all  of  the 
leads  and  occasionally  the  T becomes  in- 
verted in  leads  1 and  IV  F.  At  higher 
than  the  recommended  therapeutic  dos- 
age severe  postural  hypotension  with  syn- 
cope is  encountered.  It  often  is  distress- 
ing and  persists  for  quite  some  time  after 
treatment  has  ended.  Other  symptoms  of 
a transient  nature  include  anorexia,  nau- 
sea, vomiting,  headache,  weakness,  and 
prostration.  Neutropenia  and  more  com- 
monly leukocytosis  are  toxic  findings. 

A daily  dosage  of  15  to  45  mgms.  of  the 
pentaquine  base  produces  very  few  toxic 
symptoms.  Those  encountered  within  this 
dosage  range  are  usually  of  no  clinical 
importance.  A series  of  185  cases1  treated 
on  an  ambulatory  basis  with  30  mgms.  of 
pentaquine  base  and  2 gms.  of  quinine  as 
a daily  dose  was  recently  reported.  The 
toxic  manifestations  were  principally 
those  associated  with  the  use  of  quinine. 
The  apparent  curative  rate  was  88  per 
cent. 

Malaria  Problem 

The  malaria  problem  at  the  Veterans 
Administration  Hospital,  Louisville,  is 
principally  that  of  preventing  relapses  in 
those  veterans  who  contracted  malaria 
during  their  service  so  that  the  individu- 
als concerned  can  better  maintain  their 
health  and  economic  status.  The  spread- 
ing of  the  disease  is  not  a factor  in  this 
area.  Since  the  opening  of  the  hospital 
there  have  been  352  cases  of  malaria  ad- 
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milted.  During  the  9 months  of  operation 
in  1946,  170  cases  were  admitted.  There 
were  141  cases  in  1947,  34  in  1948,  and  7 
cases  in  the  first  five  months  of  1949. 
These  figures  show  the  trend  of  the  dis- 
ease to  “burn  itself  out”  in  a few  years. 
The  352  malarial  cases  can  be  further 
broken  down  to  show  that  of  these,  33  are 
readmissions.  The  relapse  rate  is  much 
higher  than  this  would  indicate,  since 
many  patients  are  known  to  have  been 
treated  by  suppressive  drugs  without  hos- 
pitalization. 

Material  and  Method 

Twenty-three  veterans  ranging  in  age 
from  19  to  36  years  were  studied  during 
treatment  by  the  quinine-pentaquine  re- 
gime. They  all  had  had  service  in  the  Pa- 
cific area  and  it  was  believed  that  the  dis- 
ease had  been  contracted  in  that  area.  All 
were  infected  with  plasmodium  vivax. 
Only  those  with  a positive  blood  smear 
for  malarial  parasites  were  treated.  The 
subjects  were  hospitalized  and  required 
to  remain  at  absolute  bed  rest  during  the 
course  of  treatment.  Pentaquine  (penta- 
quine  monophosphate),  25  mgms.,  and 
quinine,  grs.  10,  were  given  three  times 
daily  for  14  days.  Seventy-five  mgms.  of 
pentaquine  monophosphate  are  equiva- 
lent to  approximately  60  mgms.  of  penta- 
quine base.  Complete  blood  counts  with 
hemoglobin  determinations  were  done 
twice  weekly.  The  blood  pressure  was 
checked  daily.  The  patients  were  ob- 
served for  cyanosis  and  their  subjective 
complaints  were  noted. 

It  had  been  our  plan  originally  to  study 
the  effectiveness  of  this  regimen  as  a 
curative  routine,  but  the  co-incidental 
drop  in  all  malarial  cases  due  to  the  nat- 
ural “burning  out”  of  the  disease,  made 
such  data  unreliable.  For  whatever  value 
the  information  might  be,  it  may  be  said 
that  there  has  not  been,  to  our  knowledge, 
a single  case  of  proven  recurrence  of  ma- 
laria in  our  patients  treated  by  this  regi- 
men. Accordingly,  our  studies  had  to  be 
limited  essentially  to  a study  of  the  toxic 
manifestations  which  were  encountered. 

Results  of  Study 

The  bi-weekly  blood  counts  revealed 
that  18  individuals  had  a drop  in  the  red 
blood  count  of  300,000  or  more  during 
the  course  of  treatment,  2 had  an  increase 
of  at  least  that  amount,  and  3 had  no  ap- 
preciable change.  The  mean  average 
lowering  of  the  red  count  was  600,000  per 


individual.  The  average  reduction  of 
hemoglobin  per  man  was  1.2  gms.  Leu- 
kocytosis above  12,000  was  noted  in  2 cas- 
es while  leukopenia  with  agranulocytosis 
was  present  in  1.  There  were  no  appre- 
ciable changes  in  blood  pressure.  There 
was  no  instance  of  symptomatic  postural 
hypotension,  although  this  symptom  could 
not  be  checked  accurately  inasmuch  as 
all  patients  were  kept  at  bed  rest.  Elec- 
trocardiograms were  taken  on  10  patients. 
Only  one  showed  abnormal  changes  and 
this  consisted  of  a low  T,  and  inversion 
of  the  T in  CF4  and  CF5.  These  changes 
had  not  entirely  reverted  to  normal  at 
time  of  discharge.  There  was  some  de- 
gree of  cyanosis  in  all  men  treated.  Tin- 
nitus, vertigo,  or  nausea  and  vomiting 
was  experienced  in  7 cases  and  quinine 
could  be  largely  responsible  for  these 
symptoms.  Abdominal  pain  and  tender- 
ness were  encountered  on  4 occasions,  be- 
ing severe  in  one.  A skin  rash  developed 
in  two  cases.  One  was  of  a fine  macular 
erythematous  type  which  was  controlled 
by  antihistaminics.  The  other  was  much 
more  severe  and  will  be  described  in  case 
report  No.  2.  One  patient  developed  se- 
vere epistaxis  during  the  course  of  treat- 
ment. In  only  3 of  the  23  cases  were  the 
toxic  reactions  of  sufficient  importance 
to  justify  discontinuance  of  therapy. 
These  cases  will  be  presented  briefly. 

Case  Reports 

Case  1.  C.  G.,  a 22  year  old  white  male 
was  admitted  to  the  hospital  on  December 
18,  1947  because  of  chills  and  fever.  He 
gave  a history  of  having  contracted  ma- 
laria one  year  previously  while  in  the 
service  in  the  Southwest  Pacific  area. 
The  year  prior  to  admission  he  had  had  a 
total  of  five  series  of  attacks  of  chills  and 
fever.  On  admission  the  temperature  was 
103°F.  The  physical  examination  was  es- 
sentially negative.  A blood  smear  was  re- 
ported as  heavily  infected  with  plasmodi- 
um vivax.  On  the  19th  of  December  the 
patient  was  started  on  75  mgms.  of  penta- 
quine and  2 gms.  of  quinine  daily,  divided 
into  three  doses.  On  the  8th  day  of  thera- 
py there  developed  a moderately  severe 
epistaxis.  Pentaquine  was  discontinued 
after  the  10th  day.  The  nasal  hemorrhage 
continued  for  6 days  in  spite  of  local  cau- 
terization and  nasal  packs.  Small  bleed- 
ing points  were  observed  on  the  nasal  sep- 
tum. The  bleeding  and  clotting  time,  pro- 
thrombin time,  capillary  fragility  test, 
and  blood  platelets,  were  within  normal 
limits. 
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It  was  felt  best  to  discontinue  treat- 
ment as  no  definite  cause  for  the  nasal 
hemorrhage  could  be  found. 

Case  2.  J.  P.,  a 24  year  old  white  male 
complaining  of  low  back  pain  with  re- 
current chills  and  fever  of  3 years’  dura- 
tion was  admitted  to  the  hospital  on  Au- 
gust 8,  1947.  A history  of  malaria  while 
in  the  Pacific  area  in  1944  was  obtained 
During  the  past  3 years  he  had  experi- 
enced from  12  to  15  episodes  of  chills  and 
fever.  The  admission  temperature  was 
99.8°F.  The  physical  examination  was  es- 
sentially negative.  A blood  smear  exam- 
ination for  malaria  was  positive  and  on 
August  31st  he  was  started  on  75  mgms. 
of  pentaquine  and  2 gms.  of  quinine  daily. 
Prior  to  treatment  a history  was  given  of 
sensitivity  to  quinine  manifested  by  skin 
eruption.  Within  five  hours  after  insti- 
tuting therapy  the  patient  developed  a 
diffuse  generalized  erythema  and  fever. 
During  the  5 days  of  treatment,  which 
was  carried  on  concurrently  with  anti- 
histamine agents,  the  temperature  rose 
by  late  afternoon  of  each  day  from  101°F. 
to  103°F.  The  erythema  became  marked 
and  he  developed  headache  and  tinnitus. 
The  WBC  rose  to  a high  of  30,000  with 
88  Vr  neutrophils.  At  the  end  of  5 days, 
treatment  was  discontinued.  Two  days 
later  the  patient  was  afebrile.  The  ery- 
thema gradually  subsided  and  white 
count  returned  to  normal. 

It  seemed  advisable  to  discontinue 
treatment  in  this  case  because  of  the  fev- 
er, the  intense  erythema,  and  the  high 
white  count,  which  was  interpreted  by 
Dr.  Marion  F.  Beard,  Consultant  in  Hema- 
tology, as  being  due  to  a toxic  leukamoid 
reaction. 

Case  3.  C.  C.,  a 31  year  old  white  male, 
veteran  of  the  Pacific,  was  admitted  to 
the  hospital  on  August  11,  1947  because 
of  generalized  aching,  fever,  and  a sore 
throat  of  one  day’s  duration.  The  tem- 
perature was  100°F.  The  physical  exami- 
nation was  essentially  negative  except  for 
enlarged  and  inflamed  tonsils.  Past  his- 
tory revealed  the  patient  had  had  malaria 
in  1945  while  in  New  Guinea.  Since  that 
time  it  was  estimated  he  had  had  16  re- 
current attacks  of  chills  and  fever.  A 
blood  smear  for  malarial  parasites  was 
positive.  On  August  31st,  following  re- 
covery from  the  acute  tonsillitis,  penta- 


quine and  quinine  therapy  in  75  mgms. 
and  2 gms.  daily  doses,  respectively,  was 
instituted.  Prior  to  treatment  the  white 
count  was  8,900  with  48  per  cent  polys, 
48  per  cent  lymphocytes,  and  4 per  cent 
eosinophils.  After  9 days  of  treatment  the 
count  was  3,400  with  16  segs,  82  lympho- 
cytes, and  2 eosinophils.  At  this  time  treat- 
ment was  discontinued,  and  the  patient 
placed  on  penicillin,  100,000  units  intra- 
muscularly, every  4 hours.  Two  days  later 
the  white  count  had  dropped  to  2,900. 
Thereafter,  the  count  gradually  rose  and 
13  days  after  discontinuance  of  therapy  it 
was  8,800  with  a normal  differential. 

The  termination  of  therapy  was  neces- 
sitated by  the  agranulocytic  aspect  of  the 
white  count. 

Summary  and  Conclusions 

1.  Historical,  experimental,  and  clinical 
data  relative  to  Pentaquine,  a new  anti- 
malarial  agent,  have  been  presented. 

2.  Our  experience  with  pentaquine-qui- 
nine  therapy  in  23  cases  of  proven  recur- 
rent malaria  has  been  reviewed.  Three  of 
these  cases,  in  whom  it  was  considered  ad- 
visable to  discontinue  therapy,  were  de- 
scribed briefly. 

3.  On  the  basis  of  our  own  observations 
and  the  information  published  in  the  lit- 
erature, it  is  our  opinion  that  the  penta- 
quine-quinine  routine  of  therapy  is  cura- 
tive in  a high  percentage  of  cases,  and  that 
when  used  under  carefully  controlled  con- 
ditions the  toxicity  of  this  therapy  is  not 
so  great  to  contra-indicate  its  use.  We  be- 
lieve that  further  clinical  trial  and  eval- 
uation of  pentaquine  is  warranted. 
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GOLD  THERAPY  IN  RHEUMATOID  ARTHRITIS 
J.  T.  Gilbert,  Jr.,  M.  D.  and  Frank  H.  Moore,  M.  D. 

BOWLING  GREEN 


Arthritis  is  the  most  prevalent  of  all 
chronic  diseases.  It  causes  a greater  loss 
of  effective  manpower  than  that  caused 
by  any  other  group  of  diseases,  with  the 
exception  only  of  mental  and  nervous  dis- 
orders. Rheumatoid  arthritis  constitutes 
a very  large  percentage  of  all  arthritic 
cases,  approximately  35%.  In  spite  of  the 
enormous  amount  of  research,  the  cause 
is  still  unknown.  Because  of  this  and  be- 
cause of  the  nature  of  the  disease,  its 
chronicity  with  exacerbations  and  remis- 
sions, many  forms  of  therapy  have  been 
developed  and  discarded.  It  has  been  very 
difficult  to  evaluate  any  specific  form  of 
therapy  because  a large  percentage  of 
these  patients  will  improve  on  good  gen- 
eral supportive  therapy  alone,  and  until 
recently,  practically  no  controlled  series 
of  cases  had  been  reported.  Buttorff  has 
stressed  the  value  of  thorough  examina- 
tion and  study  of  each  case  of  arthritis  so 
that  an  accurate  and  complete  diagnosis 
can  be  made. 

Gold  therapy,  in  rheumatoid  arthritis, 
was  first  reported  by  Lande  and  Pick  in 
1927  in  Germany,  but  Forestier  was  re- 
sponsible for  its  popularization  in  France 
and  other  European  countries,  England, 
and  finally  the  United  States.  His  em- 
ployment of  gold  was  founded  on  two 
now  generally  discredited  premises:  that 
gold  salts  are  effective  in  tuberculosis 
and  that  rheumatoid  arthritis  might  be  of 
tuberculous  origin.  First  American  re- 
ports appeared  in  1936.  Since  that  time 
numerous  articles  on  gold  therapy  in 
rheumatoid  arthritis  have  appeared  in 
English. 

Types  of  Gold  Saifs 

Various  types  of  gold  salts  are  in  use  at 
the  present  time:  1.  Gold  sodium  thiosul- 
fate which  contains  37%  gold;  2.  Gold 
sodium  thiomalate  or  Myochrysine;  3. 
Gold  calcium  thiomalate;  4.  Gold  thioglu- 
cose  or  Solganol-B  oleosum  (The  latter 
three  containing  50%  gold.);  5.  Gold  thio- 
glycolanilide  or  Lauron,  containing  54% 
gold.  The  most  commonly  used  are  My- 
ochrysine, Solganol-B  and  gold  sodium 
thiosulfate.  Robinson  concluded  that  Lau- 
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ron  seemed  to  be  equal  in  therapeutic 
value  to  Myochrysine  and  Solganol-B  and 
to  be  less  toxic;  however,  in  the  hands  of 
others  this  was  not  found  to  be  the  case. 

Because  of  the  toxicity  of  gold  salts, 
American  physicians,  until  recently,  have 
restricted  their  use  to  cases  of  rheumatoid 
arthritis  not  amenable  to  more  conserva- 
tive measures.  However,  at  the  present 
time,  it  is  felt  that  the  patient  that  derives 
the  greatest  benefit  from  proper  gold 
therapy  is  the  one  with  active  rheumatoid 
arthritis,  preferably  in  the  early  stages  of 
his  disease.  It  is  the  opinion  of  the  ma- 
jority that  gold  therapy  is  justified  in  cas- 
es of  progressive  rheumatoid  arthritis,  un- 
relieved by  a reasonable  but  not  too  long 
a period  of  older  and  safer  methods  of 
treatment.  Some  believe  that  chryso 
therapy  should  be  started  immediately 
when  a definite  diagnosis  of  rheumatoid 
arthritis  is  made.  All  agree  that  gold  is 
of  no  value  in  any  form  of  joint  disease 
except  rheumatoid  arthritis.  Contraindi- 
cations to  gold  therapy  include  blood  dys- 
crasias,  moderate  or  pronounced  renal  or 
hepatic  disease,  pregnancy,  severe  dia- 
betes mellitus,  colitis,  severe  eczema  or 
chronic  dermatitis,  severe  bronchial  asth- 
ma or  any  serious  systemic  disease  com- 
plicating the  rheumatoid  arthritis  itself. 
Psoraisis  and  arterial  hypertension  are 
not  considered  as  contraindications. 

Dosage 

Gold  salts  are  given  intramuscularly, 
although  gold  sodium  thiosulfate  may  be 
given  intravenously.  Formerly  the  a- 
mounts  of  gold  injected  as  a single  dose 
were  quite  great,  but  they  were  reduced 
gradually  until  the  standard  maximal  in- 
dividual doses  given  in  the  United  States 
and  Great  Britain  were  generally  100  mg. 
of  gold  salts,  or  50  mg.  of  gold.  At  the 
present  time  it  is  the  opinion  of  most  ob- 
servers that  the  optimum  maximal  dose  is 
50  mg.  of  gold  salts.  They  feel  that  such 
doses  are  as  effective  as  the  larger  ones 
except  in  rare  instances.  Some  observers 
use  a maximum  dose  of  25  mg.,  however 
this  is  considered  insufficient  by  the  ma- 
jority except  in  mild  cases  among  adults 
or  for  children.  The  usual  procedure  is  to 
start  with  5 or  10  mg.  doses  once  or  twice  a 
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week,  increasing  this  in  one  or  two  weeks 
to  25  mg.,  followed  by  a continuation  of 
the  25  mg.,  or  a 50  mg.  dose,  until  a total 
of  750  to  1000  mg.  of  gold  salts  has  been 
given.  Formerly,  a rest  period  of  from  6 
weeks  to  3 months  followed  and  then  the 
course  was  repeated.  The  modern  trend 
is  to  do  away  entirely  with  the  interval 
between  courses  and  continue  with  gold 
treatment  until  the  patient  is  free,  or 
practically  free,  from  symptoms.  When 
this  goal  has  been  achieved  and  if  the 
sedimentation  rate  is  normal,  the  inter- 
val between  each  dose  is  lengthened  from 
one  to  two  weeks,  and  still  later  from  two 
to  three  or  four  weeks.  It  was  repeatedly 
found  that  when  several  months  passed 
without  any  gold  treatment,  many  pa- 
tients tended  to  have  relapses.  Small 
maintenance  doses  certainly  will  reduce 
the  frequency  of  these,  though  occasional- 
ly patients  do  have  slight  ones  even  in  the 
face  of  maintenance  therapy.  Relapses 
are  usually  less  severe  than  the  original 
attack  but  on  the  other  hand  they  do  not 
yield  so  promptly  to  gold  therapy.  In  the 
treatment,  it  is  important  to  start  with  a 
very  small  dose  of  gold  salts  in  order  to 
avoid  any  possibility  of  an  allergic  reac- 
tion. The  dose  can  then  be  gradually  in- 
creased to  the  usual  level.  After  a reaction 
to  gold,  in  most  cases  it  is  safer  to  keep  the 
subsequent  dosage  down  to  25  mg.  If  the 
patient  has  not  shown  any  improvement 
after  5 to  6 months,  it  is  highly  unlikely 
that  any  benefit  will  result  from  further 
administration  of  gold. 

Experimental  Studies 

Numerous  experimental  studies  have 
been  made  in  the  past  few  years  and  the 
results  are  briefly  summarized.  Sabin, 
Freyberg  and  others  have  shown  that  gold 
preparations  are  definitely  beneficial  in 
arthritis  produced  experimentally  in  mice 
by  means  of  pleuro-pneumonia  like  or- 
ganisms. Hartung  found  that  the  subcu- 
taneous injection  of  gold  salts  was  fol- 
lowed by  a manifest  increase  in  the  bac- 
teriostatic power  of  the  patient’s  serum 
against  the  hemolytic  streptococcus.  In 
1941  Freyberg  published  his  studies  on 
gold  concentration  in  plasma  and  its  elim- 
ination in  urine  and  feces,  pointing  out 
that:  1.  When  injected  weekly  the  amount 
of  gold  eliminated  did  not  exceed  25%  of 
that  injected  at  any  one  time.  2.  Gold  was 
found  in  the  blood  urine  as  long  as  9 to 
12  months  after  injection,  the  length  of 
time  being  approximately  proportional  to 


the  size  of  the  weekly  dose.  3.  After  a 
course  in  which  the  weekly  dose  was  12.5 
mg.  of  gold,  gold  was  found  in  the  blood 
and  urine  for  one  month.  After  25  mg.  it 
was  found  for  three  months  and  after  50 
mg.  ten  months.  The  amount  of  gold  re- 
tained by  the  (body  at  the  conclusion  of 
the  course  of  injections  is  approximately 
80%  of  the  total  injected  in  an  average 
course.  The  beneficial  effect  of  gold  salts 
seems  to  be  directly  related  to  their  solu- 
bility. It  was  felt  that  it  would  be  very 
helpful  if  a means  of  gauging  the  dosage  of 
gold  salts  could  be  established  by  blood 
plasma  determinations  of  gold  as  can  be 
done  in  potassium  thiocyanate  treatment 
of  hypertension.  This  has  been  attempted 
by  Freyberg  but  the  results  were  disap- 
pointing. It  was  found  that  the  plasma  gold 
level  seemed  to  bear  no  very  direct  re- 
lationship to  the  frequency  or  the  severity 
of  toxic  reactions.  As  a result  of  these  in- 
vestigations it  was  concluded  that  the  tox- 
icity in  gold  therapy  was  rarely  due  to  the 
parenchymatous  poisoning  except  when 
the  kidney  was  involved.  The  fact  that 
this  toxicity  might  be  in  some  way  related 
to  allergy  in  a very  broad  use  of  the  word 
has  been  considered.  In  an  attempt  to 
substantiate  this,  gold  as  metal  or  as  a sol- 
uble salt,  alone  or  in  combination  with 
plasma,  was  used  in  cutaneous  and  intra- 
cutaneous  tests  in  patients  suffering  from 
toxic  reactions  to  gold  therapy,  in  those 
with  no  reactions  to  gold  therapy  and  in 
those  not  treated  with  gold.  The  results 
were  entirely  negative  in  identifying  the 
nature  of  the  possible  allergic  basis  of 
toxic  reactions.  Block  et  al  showed  that 
gold  sodium  thiosulfate  had  a much  more 
pronounced  effect  on  the  oxygen  con- 
sumption of  kidney  tissue  than  on  liver 
tissue,  whereas  Myochrysine  did  not  cause 
any  inhibition  of  oxygen  consumption. 
They  also  noted  that  the  insoluble  organic 
gold  compounds  were  deposited  chiefly  in 
the  liver,  whereas  the  soluble  ionized  com- 
pounds as  well  as  the  soluble  organic  gold 
compounds  were  excreted  by  and  deposit- 
ed primarily  in  the  kidney.  They  thought 
that  because  of  these  findings,  colloidal 
gold  substances  were  of  less  value  in  the 
treatment  of  rheumatoid  arthritis  than 
the  soluble  ionized  as  well  as  the  soluble 
organic  compounds.  They  also  felt  that 
it  was  because  of  these  findings  that  the 
soluble  organic  gold  compounds  were  less 
toxic  than  the  soluble  ionized  ones.  Frey- 
berg and  Block  showed  that  the  level  of 
blood  ascorbic  acid  had  no  effect  on  gold 
toxicity.  Now  generally  accepted  is  the 
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hypothesis  that  heavy  metals,  such  as  ar- 
senic and  mercury,  exert  toxic  effects  on 
biologic  systems  by  reacting  with  sulf- 
bydryl  groups  of  the  protein  fraction  of 
cellular  enzymes  to  form  mercaptides. 
Arsenic  and  gold  are  closely  related  chem- 
ically in  regard  to  valences  and  inorganic 
reaction.  It  may  therefore  be  presumed 
that  their  biochemical  reactions  are  simi- 
lar and  that  BAL  is  able  to  reverse  the 
toxic  effects  of  gold  as  it  has  been  shown 
to  do  in  the  case  of  arsenic.  It  may  be 
presumed  that  toxic  reactions  from  gold 
are  due  to  its  combination  with  sulfhy- 
dryl  groups  in  stable  compounds  in  tis- 
sues, and  that  sulfhydryl  groups  in  the 
dithiol  BAL  compete  effectively  with 
these  dithiol  protein-metal  compounds  in 
the  tissues,  thus  eliminating  the  offending 
gold,  relieving  the  biochemical  lesion  and 
restoring  the  normal  enzyme  system  by  a 
mechanism  parallel  to  that  concerned  in 
the  BAL  therapy  of  arsenic  poisoning. 
The  clinical  results  obtained  by  Cohen  et 
al  indicate  a close  similarity  between  the 
effects  of  BAL  in  toxic  reactions  to  gold 
and  arsenic.  After  the  administration  of 
BAL  there  is  an  immediate  marked  in- 
crease in  the  amount  of  gold  excreted  in 
the  urine.  Recent  experimental  studies 
with  radioactive  gold  have  shown  that  it  is 
deposited  in  the  Synovialis  in  appreciable 
amounts  when  normal  and  in  much  great- 
er amounts  when  an  inflammatory  condi- 
tion has  been  caused  in  the  joint  by  the 
injection  of  an  irritating  substance.  How- 
ever, it  was  shown  that  this  action  was 
not  specific  in  the  Synovialis  since  con- 
siderable gold  accumulated  in  sterile  ab- 
scesses formed  intramuscularly. 

Results  Achieved 

Reports  of  results  from  gold  therapy 
have  varied  rather  widely.  From  6 to  54% 
of  the  patients  treated  became  free  of 
symptoms  and  as  more  frequently  record- 
ed from  10  to  15%  obtained  arrests.  In  an 
additional  35  to  65%  of  cases  marked  im- 
provement was  noted.  Thus,  in  general, 
about  50  to  60%  of  patients  became  symp- 
tom free  or  were  notably  relieved.  Waine 
et  al  in  1947  reported  a controlled  series 
which  had  been  observed  for  approxi- 
mately 3 years.  57%  of  those  on  gold  ther- 
apy showed  noteworthy  beneficial  change 
under  therapy,  whereas  only  29%  of  the 
control  group.  Frazer  reported  a control 
group  of  approximately  100  cases  in  which 
he  himself  did  not  know  which  substance 
the  patient  received  at  the  time.  The  peri- 


od of  observation  was  for  only  one  year. 
Some  clinical  improvement  was  observed 
in  82%  of  the  patients  on  Myochrysine 
and  in  45%  of  those  on  the  control  sub- 
stance, and  the  degree  of  improvement 
was  much  more  marked  in  the  former 
group.  In  1940  Ellman,  Lawrence  and 
Thorold  obtained  much  greater  results 
with  gold  therapy  than  in  a control  group. 
Results  have  been  generally  better  in  the 
early  stages  of  the  disease  but  the  disease 
in  many  late  cases  has  responded  favora- 
bly. A number  of  observers,  Short,  Beck- 
man and  Bauer,  and  Browning  et  al,  have 
noted  a marked  relapse  rate  and  not  too 
good  results  in  the  patients  observed  over 
a 5 year  period.  In  a 3 to  5 year  follow-up 
study  of  142  patients  by  Ragan  and  Tyson 
11%  were  not  improved,  769c  were  im- 
proved, and  in  the  remaining  13%  com- 
plete remissions  were  obtained;  “5  year 
cures”  occurred  in  6%,  relapses  occurred 
in  75  % but  80%  of  those  who  relapsed 
improved  under  further  treatment. 

Toxic  Reactions 

The  incidence  of  toxic  reactions  report- 
ed recently  has  varied  from  10  to  75 %. 
These  differences  depend  chiefly  on  what 
the  various  writers  consider  to  be  reac- 
tions worthy  of  note  and  to  a certain  ex- 
tent, apparently,  on  the  size  of  the  dose 
of  gold  salts  used.  Toxic  reactions  of  some 
sort  occurred  in  about  40%  of  patients 
treated.  The  reactions  were  generally 
mild  and  transient.  In  about  5%>  of  cases 
reactions  were  serious.  Mortality  rates 
from  gold  therapy  have  dropped  from  a 
high  of  3%  in  1935  to  between  .25  and 
.45%’  at  the  present  time.  Deaths  occurred 
from  acute  enterocolitis,  cerebral  purpuric 
hemorrhages,  thrombocytopenic  purpura, 
or  aplastic  anemia.  Occasionally  toxic  re- 
actions appear  very  early  in  treatment, 
and  probably  represent  hypersensitivity 
to  gold,  but  most  reactions  occur  later  and 
probably  represent  metallic  protoplasmic 
poisoning  and  are  related  to  the  accumu- 
lated total  of  individual  doses.  The  most 
common  reactions  are  generalized  pruri- 
tus, dermatitis,  and  sore  mouth.  Other  re- 
actions are  thrombocytopenic  purpura, 
secondary  anemia,  exfoliative  dermatitis, 
agranulocytosis,  hepatitis  with  jaundice, 
nephritis,  gastro-enteritis,  conjunctivitis, 
bronchitis  and  encephalitis. 

In  an  attempt  to  prevent  severe  toxic 
reactions,  the  patient  should  be  ques- 
tioned each  time  about  itching  of  the  skin, 
rash,  soreness  of  the  mouth,  and  any  un- 
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usual  symptoms.  A blood  count  and  uri- 
nalysis should  be  performed  at  least  ev- 
ery 2 or  3 weeks  during  the  course  of  gold 
therapy.  If  there  is  any  evidence  of  ex- 
cessive bleeding  or  purpuric  spots,  plate- 
let counts  should  be  made.  If  any  evi- 
dence of  toxicity  appears,  gold  should  be 
stopped  at  least  temporarily.  Most  of 
these  patients  can  tolerate  smaller  doses 
of  gold  later.  Gold  therapy  should  not  be 
resumed  in  any  patient  who  develops 
agranulocytic  angina,  purpura  hemorragi- 
ca,  exfoliative  dermatitis,  pronounced  al- 
buninuria,  aplastic  anemia,  or  severe 
jaundice.  When  small  portions  of  the  gold 
salts  are  used,  the  patient  does  not  usually 
notice  definite  improvement  until  from 
one  to  three  months  of  therapy.  Iron  and 
transfusions  should  be  used  along  with 
gold  therapy  in  the  presence  of  secondary 
anemia.  When  agranulocytosis  occurs, 
large  doses  of  penicillin  have  been  used 
with  good  results.  Hemorrhagic  purpura 
can  frequently  be  controlled  by  transfu- 
sions and  large  doses  of  Vitamin  K.  How- 
ever, most  of  the  severe  reactions  can  ap- 
parently be  controlled  by  the  use  of  BAL. 
It  is  manufactured  by  Hynson,  Westcott 
& Dunning  and  put  up  in  a 10%  solution 
in  oil.  The  recommended  dosage  is  2.5 
mg.  per  kg.  of  body  weight  per  dose.  It 
should  be  given  every  four  hours  for  the 
first  24  hours  and  then  every  4 or  6 hours 
for  the  next  24  hours.  Following  that,  2 
doses  a day  is  usually  sufficient.  Some- 
times the  dosage  used  has  to  be  reduced 
because  of  untoward  side  effects  such  as 
malaise,  nausea,  vomiting,  salivation,  lac- 
rimation,  paresthesia,  perspiration,  sense 
of  warmth  and,  most  commonly,  pain  in 
legs,  arms,  abdomen  and  head.  Accelera- 
tion of  the  pulse  and  increase  in  the  sys- 
tolic and  diastolic  blood  pressure  are  fre- 
quently observed.  These  toxic  symptoms 
are  usually  transient,  disappearing  in  a 
few  hours  at  most,  and  may  be  disregard- 
ed in  view  of  the  resultant  'benefits.  Cohen 
et  al  report  nine  patients  with  exfoliative 
dermatitis  of  less  than  two  months  dura- 
tion, one  with  severe  thrombocytopenic 
purpura  and  another  with  agranulocy- 
tosis, responded  rapidly  to  the  intramus- 
cular injections  of  BAL.  One  patient 
whose  dermatitis  had  been  present  for  3 
months  was  not  relieved.  Occasionally 
splenectomy  is  necessary  in  cases  of  se- 
vere thrombocytopenic  purpura.  In  the 
milder  reactions  stopping  therapy  is  us- 
ually quickly  effective.  Cohen  also  found 
that  the  use  of  ascorbic  acid  and  Vitamin 
B Complex  had  no  effect  on  reducing  toxic 


reactions.  He  also  noted  that  a normal 
sedimentation  rate  is  not  always  a contra- 
indication to  gold  therapy  and  that  an  in- 
creasing sedimentation  rate  during  treat- 
ment is  not  always  an  indication  that  clin- 
ical improvement  is  not  to  be  expected. 
However,  the  sedimentation  rate  is  con- 
sidered a helpful  index  of  the  state  of  the 
patient.  It  is  generally  believed  that  with 
a markedly  increased  sedimentation  rate, 
treatment  should  be  continued  and  that 
with  a rate  approaching  normal  the  treat- 
ment should  proceed  cautiously.  The  gen- 
eral condition  of  the  patient  is  always  to 
be  considered  in  the  interpretation  of  the 
sedimentation  rate.  Clinical  improvement 
in  the  presence  of  a rapid  rate  is  likely  to 
be  temporary.  Toxic  reactions  seem  to  oc- 
cur less  frequently  when  the  sedimenta- 
tion rate  is  high. 

Summary  of  Series 

During  the  past  two  years  gold  therapy 
has  been  used  in  the  treatment  of  rheuma- 
toid arthritis  in  our  clinic.  Myochrysine 
or  gold  sodium  thiomalate  was  the  gold 
salt  used  and  it  was  given  intramuscular- 
ly. The  first  dose  was  10  mg.,  followed 
a week  later  by  25  mg.  and  then  50  mg. 
at  weekly  intervals.  In  a few  cases  the 
dosage  was  reduced  to  25  mg.  when  it 
was  felt  that  the  patient  might  have  a 
mild  gold  reaction.  However,  the  dosage 
was  increased  to  50  mg.  when  this  possi- 
ble reaction  disappeared.  Blood  sedimen- 
tation rates  were  obtained  prior  to  start- 
ing treatment  and  in  all  cases  were  ele- 
vated. The  Westergren  sedimentation  test 
was  used.  A complete  blood  count  and 
urinalysis  was  made  prior  to  starting 
treatment  and,  when  indicated,  renal  func- 
tion tests  were  run.  During  treatment  a 
hemoglobin,  white  blood  count,  and  uri- 
nalysis was  performed  prior  to  every  sec- 
ond injection  of  gold.  If  the  white  blood 
count  dropped  below  4,500  a differential 
blood  count  was  made,  as  well  as  a plate- 
let count.  If  the  hemoglobin  dropped  ap- 
preciably, or  if  the  patient  developed  any 
signs  of  purpura  or  bleeding,  a red  blood 
count  and  platelet  count  was  done.  Our 
patients  were  personally  interviewed  by 
us  prior  to  each  injection  of  gold  and 
questioned  regarding  sore  mouth,  itching 
or  rash,  or  any  unusual  symptoms.  At 
first  subsequent  sedimentation  rates  were 
obtained  only  toward  the  end  of  treat- 
ment but  later  at  monthly  intervals.  If 
anemia  existed,  this  was  treated  with  iron 
and  in  two  instances  by  transfusions.  All 
patients  treated  had  previously  had  other 
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treatment,  including  physiotherapy,  or- 
thopedic measures,  symptomatic  treat- 
ment, removal  of  foci  of  infection,  vac- 
cine, estrogens,  etc.  During  gold  therapy 
the  patients  were  instructed  to  rest  but 
very  few  of  them  did,  many  being  active 
on  the  farm.  About  50%  of  the  cases  were 
typical  rheumatoid  arthritics,  the  rest  be- 
ing mixed  types.  All,  except  two  failures, 
were  helped  more  by  gold  therapy  than 
by  any  other  form  of  treatment  pre- 
viously tried.  Several  patients  had  mod- 
erate arterial  hypertension;  one  mild  dia- 
betes mellitus;  one  had  had  a left  kidney 
removed  4 years  previously  with  a diag- 
nosis of  hypernephroma;  one  had  gall 
stones;  one  had  had  the  right  lower  and 
middle  lobes  of  the  lung  removed  because 
of  bronchiectasis;  one  had  diverticulosis. 
It  was  occasionally  noted  that  there  was 
no  improvement  before  two  months  of 
therapy.  No  patients  were  considered  in 
this  summary  who  had  had  less  than  three 
months  of  continuous  therapy  except  those 
in  whom  gold  had  to  Ibe  stopped  because 
of  a reaction.  Some  patients  not  included 
in  this  series  stopped  therapy  short  of 
this  time  because  they  did  not  show  im- 
mediate improvement  and  because  of  the 
inconvenience  of  coming  long  distances 
for  treatment,  or  because  they  left  the  vi- 
cinity, or  because  they  improved  very 
rapidly  and  decided  they  did  not  need 
further  treatment.  In  all,  21  patients  are 
included  in  this  review.  They  were  all 
private  patients  and  were  ambulatory,  al- 
though two  had  to  be  brought  to  the  clinic 
at  first  in  an  ambulance.  There  were 
three  males,  or  14%,  and  18  females,  or 
86%.  We  would  say  that  this  is  about  the 
proportion  of  all  our  patients.  Only  one 
of  these  patients  stopped  treatment,  be- 
fore it  was  recommended,  because  of  no 
improvement,  and  she,  only  after  receiv- 
ing 800  mg.  of  gold  salts  over  a period  of 
4 months.  All  of  these  patients  continued 
to  come,  in  spite  of  the  cost.  The  aver- 
age age  at  onset  was  48,  ranging  from  26 
to  69.  The  average  duration  of  the  dis- 
ease was  6.7  years.  The  average  initial 
sedimentation  rate  was  52.  The  average 
later  sedimentation  rate  was  30.  In  62% 
the  blood  sedimentation  rate  returned  to 
normal.  In  20%  the  rate  remained  essen- 
tially unchanged.  The  average  total  a- 
mount  of  Myochrysine  per  case  was  1030 
mg.  Gold  was  usually  continued  until 
there  was  either  marked  improvement  or 
the  patient  had  received  approximately 
1000  mg.  Then  50  mg.  was  given  every 
two  weeks  for  one  to  several  months,  the 


time  interval  being  gradually  increased  to 
3 and,  4 weeks.  However,  some  of  the  pa- 
tients stopped  coming  at  this  stage  be- 
cause of  marked  improvement.  One  pa- 
tient received  3 courses  of  the  drug  and 
two  patients  two  courses.  There  was 
marked  improvement  in  5 or  24%  of  the 
cases,  definite  improvement  in  13  or  61%, 
slight  or  subjective  improvement  only,  in 
1 or  5%,  and  no  improvement  in  2 or  10%. 
One  of  the  latter  was  a mixed  rheumatoid 
and  hypertrophic  type  of  seven  years  dur- 
ation, age  63.  The  other  was  a chronic 
severe  case  with  marked  deformity  of  13 
years  duration  in  which  therapy  had  to 
be  stopped  after  two  months  because  of  a 
reaction.  At  that  time  she  had  received 
335  mg.  of  Myochrysine.  There  were  pos 
sible  reactions  in  8 cases,  or  approximate- 
ly 38%.  This  included:  one  case  which 
had  a rather  persistent  bronchitis  during 
the  latter  stages  of  treatment  but  in  whom 
it  was  not  necessary  to  stop  the  treatment 
or  to  reduce  the  dose;  another,  that  de- 
veloped a moderate  anemia  toward  the 
end  of  treatment;  and  another,  who  had 
a mild  albuminuria  at  the  beginning  and 
developed  an  increase  in  this  toward  the 
end  of  treatment.  In  5 cases,  or  24%,  gold 
therapy  was  discontinued  because  of  mod- 
erate reactions.  In  one  case  it  was  stopped 
because  of  a persistent  sore  mouth  with 
ulceration  after  835  mg.  of  gold  salts.  In 
the  second  case  it  was  stopped  because 
of  pruritus  and  a scaly  dermatitis  after 
335  mg.  In  the  third  case  it  was  stopped 
because  of  seborrheic  dermatitis  of  the 
leg  after  500  mg.  of  the  third  course.  This 
patient  was  treated  with  BAL.  In  the 
fourth  case  treatment  was  stopped  be- 
cause of  a dry,  scaly  dermatitis  of  the 
forearms  after  435  mg.  In  the  fifth  case 
it  was  stopped  because  of  a dermatitis  of 
the  lower  extremities  with  exfoliation,  in- 
creased anemia,  lowered  platelet  count,  a 
white  blood  count  of  3,800  with  only  38  % 
polys.  There  had  been  no  improvement 
in  two  months  with  335  mg.  The  patient 
lived  in  the  country  and  would  not  go  to 
the  hospital  for  BAL  therapy,  however, 
the  blood  improved  immediately  on  stop- 
ping treatment  but  the  rash  lasted  for  a- 
bout  6 months.  In  these  cases,  although 
gold  therapy  had  to  be  stopped  there  was 
definite  improvement  in  three,  marked 
improvement  in  one,  and  no  improvement 
in  only  one.  One  patient  included  in  this 
series  had  rheumatoid  spondylitis  of  6 
years  duration.  She  had  tried  practically 
all  forms  of  therapy  other  than  x-ray 
therapy  and  wanted  to  try  gold.  In  a peri- 
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od  of  five  months  she  received  800  mg.  of 
gold  and  felt  that  she  was  greatly  im- 
proved, both  in  respect  to  pain  and  her 
ability  to  get  about.  However,  gold  thera- 
py is  considered  to  be  of  very  little  value 
in  this  type  of  rheumatoid  arthritis. 

Conclusions 

Conclusion:  Gold  therapy  at  the  pres- 

ent time  is  the  only  readily  available  form 
of  treatment  which  seems  to  be  effective 
in  checking  the  activity  of  rheumatoid 
arthritis.  The  inflammatory  process  ap- 
pears to  be  arrested  by  it,  however  dam- 
aged cartilage  and  bone  will  not  be  recon- 
structed. No  other  types  of  joint  disor- 
ders are  benefited  by  its  use.  Gold  therapy 
doesn’t  help  all  patients  with  rheumatoid 
arthritis  but  enough  of  them  improve  up- 
on its  use  to  justify  it.  Mortality  has  been 
reduced  from  approximately  3%  to  be- 
tween .25%  and  .45%  and  in  all  probabili- 
ty will  be  reduced  still  further  through 
the  use  of  BAL.  The  vast  majority  of 
cases  will  respond  as  well  to  a maximum 
dose  of  50  mg.  as  to  larger  doses.  The 
large  relapse  rate  can  be  materially  low- 
ered by  the  use  of  maintenance  therapy 
in  the  form  of  25  to  50  mg.  every  two  to 
four  weeks  for  indefinite  periods.  Sur- 
geons and  patients  do  not  hesitate  to  ac- 
cept the  risk  of  surgery  to  relieve  symp- 
toms much  more  bearable  than  those  of 
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TOXICITY 

mortality  rates  of  such  procedures  are  as 
great  or  several  times  greater  than  that 
of  gold  therapy.  However,  extreme  care 
must  be  used  during  chrysotherapy  and 
physicians  must  be  familiar  with  the  de- 
tails of  regimes  before  undertaking  it. 
In  addition  to  gold  therapy,  treatment  of 
rheumatoid  arthritis  should  include  gen- 
eral symptomatic  and  supportive  therapy, 
mental  and  physical  rest,  and  local  rest  of 
involved  joints  by  means  of  splints  when 
indicated.  A nourishing  high-vitamin, 
high  caloric  diet  unless  the  patient  is  de- 
cidedly overweight  and  then  a reduction 
diet  with  supplemental  vitamins  should  be 
given.  Physical  and  occupational  thera- 
py, orthopedic  consultation,  removal  or 
treatment  of  foci  of  infection  must  be 
considered  and  supplied  when  indicated. 
Blood  transfusions  and  iron  are  at  times 
necessary  to  combat  the  commonly  pres- 
ent anemia.  Menopausal  symptoms  may 
require  estrogens.  Analgesics  and  seda- 
tives are  often  of  much  value,  especially 
at  the  beginning  of  treatment. 

Since  this  series  of  cases  was  summar- 
ized two  new  compounds  have  received 
widespread  interest  in  the  treatment  of 
rheumatoid  arthritis.  They  are  cortisone 
and  pituitary  adrenocortotropic  hormone 
(ACTH) . The  supplies  of  these  substanc- 
es are  so  limited  that  work  is  progressing 
slowly.  The  cost  of  production  of  them  is 
so  high  that  until  some  new  means  of 
production  is  found  they  will  not  be  avail- 
able for  general  use.  As  this  seems  sever- 
al years  away  we  feel  that  gold  still  occu- 
pies an  important  place  in  the  armamen- 
tarium of  therapy  for  this  crippling  dis- 
ease. 
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In  recent  years  the  research  attack  up- 
on cancer  has  been  greatly  intensified, 
largely  through  support  by  increased 
funds  from  public  and  private  sources. 
Needless  to  say,  however,  neither  an  ear- 
ly diagnostic  method  nor  the  ideal  cure 
has  yet  'been  found,  and  there  is  little 
reason  to  suppose  that  they  are  “just 
around  the  corner.”  This  statement  is  not 
a product  of  pessimism.  On  the  contrary, 
I believe  that  the  cancer  problem  will 
certainly  be  solved — in  time.  Three  ele- 
ments essential  to  that  solution— brains, 
money  and  facilities — have  been  mobil- 
ized, and  active  cancer  research  is  under 
way  throughout  the  country.  But  a 
fourth  essential  element — time — is  still 
required. 

Some  solid  foundations,  however,  have 
now  been  established.  We  have  pro- 
gressed far  into  the  “tooling”  stage.  The 
electron  microscope,  the  mass  spectrom- 
eter, the  ultracentrifuge,  stable  and  radio- 
active isotopes,  besides  many  new  and  im- 
proved techniques,  such  as  the  recent  de- 
velopments in  chromatography,  are  be- 
ing increasingly  applied  to  the  problems 
of  cancer  biology.  Into  that  unexplored 
jungle  of  intracellular  chemistry,  new 
highways  and  approaches  are  being  la- 
boriously built  by  these  new  tools  and 
techniques;  and  each  approach  has  its 

Read  before  the  Third  Annual  Cancer  Symposium,  St, 
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own  highly  specialized  group  of  trained 
scientists.  Nothing  less  than  the  sustain- 
ing faith  of  the  public  in  science,  the  un- 
tiring zeal  of  the  individual  worker,  and 
the  scientific  method  has  made  this  ex- 
pansion in  cancer  research  possible. 

Although  we  may  still  be  far  from  the 
goals,  I do  not  'believe  we  will  let  the  pub- 
lic down.  In  fact,  the  money  invested  in 
this  mass  attack  on  the  problem  of  un- 
controllled  growth  has  already  yielded 
dividends,  and  definite  contributions  to 
certain  fields  of  biology  have  been  made. 

Recent  Developments 

I wish  now  to  describe  briefly  a few 
of  the  more  interesting  developments  at 
the  National  Cancer  Institute,  fully  rea- 
lizing that  these  projects  represent  only 
a small  part  of  the  significant  observa- 
tions that  are  being  made  in  research 
centers  throughout  the  country. 

First,  our  senior  cytologist,  Dr.  Wilton 
Earle,  and  his  co-workers  have  made  dra- 
matic progress  in  the  cultivation  of  nor- 
mal and  cancerous  cells  outside  the  ani- 
mal body.  Recently  these  workers  devel- 
oped a technique  for  growing  cells  ion  a 
sheet  of  perforated  cellophane- — a proce- 
dure which  eliminates  the  plasma  clot 
formerly  considered  necessary  to  the 
growth  of  cells  in  vitro.  The  new  method 
permits  the  growth  of  much  larger  a- 
mounts  of  tissue  than  was  hitherto  pos- 
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sible  in  a similar  period  of  time.  Massive 
cultures  have  been  obtained  and  are  now 
being  grown  and  studied  in  many  labor- 
atories in  the  United  States  and  abroad. 
Earle  has  also  succeeded  in  growing  cul- 
tures from  a single  cell,  thus  producing 
genetically  homogeneous  tissues.  After 
many  trials  and  errors,  success  was  a- 
chieved  by  confining  a single  isolated  cell 
with  nutrient  material  in  a fine  capillary 
tube,  thus  preventing  the  dispersion  of 
substances  from  around  the  cell — sub- 
stances as  yet  unidentified  but  which  are 
apparently  necessary  to  cell  division.  This 
observation  gives  the  cytologist  a new 
concept  of  the  conditions  necessary  to  the 
initiation  of  tissue  growth  from  a single 
cell,  and  becomes  immediately  useful  to 
other  biologists  employing  tissue  culture 
techniques. 

Amino-Acid  Injections 

A more  recent  achievement  of  consid- 
erable importance  was  the  development 
of  a simple  technique  for  the  mass-scale, 
low-cost  production  of  amino  acids  in  a 
form  that  can  be  utilized  by  the  body 
when  injected  directly  into  the  blood 
stream.  This  was  accomplished  by  a 
team  of  workers  headed  by  Dr.  Jesse 
Greenstein.  Through  use  of  the  new  pro- 
cess, an  urgent  need  may  now  be  met  in 
the  treatment  of  many  diseases. 

Intravenous  feeding  is  now  confined 
largely  to  sugars,  which  the  body  can 
safely  absorb,  but  tissues*  also  need  a con- 
tinuous supply  of  protein,  without  which 
starvation  is  inevitable.  When  proteins 
are  introduced  into  the  blood  stream, 
however,  there  is  danger  of  a severe  an- 
tigen reaction  and  a shock  that  often  re- 
sults in  death.  Thus  the  problem  has 
been  to  break  the  proteins  down  into 
their  component  amino  acids,  to  pro-di- 
gest the  proteins,  in  other  words,  and  to 
separate  the  amino  acids  that  the  body 
can  tolerate  from  the  large  molecular 
proteins  that  produce  shock. 

By  Greenstein’s  new  method,  amino 
acids  may  now  be  produced  in  quantity, 
at  approximately  30  cents  a gram.  For- 
merly some  of  them  cost  six  dollars  or 
more  per  gram.  For  the  first  time,  these 
life-giving  nutritives  can  be  made  avail- 
able for  any  patient  in  which  intravenous 
feeding  is  indicated. 

Use  of  Progesterone 

Another  significant  finding  was  made 


at  the  Institute  by  Dr.  Alexander  Sy- 
meonidis,  a special  visiting  researcher 
from  Greece,  who  is  investigating  the  role 
of  progesterone  in  breast  cancer.  Dr.  Sy- 
meonidis  observed  that  the  injection  of 
this  hormone  into  rats  in  the  late  stages 
of  pregnancy  caused  death,  or  serious  ill- 
ness or  abortion,  in  circumstances  strik- 
ingly similar  to  those  of  human  eclamp- 
sia, or  toxemia  of  late  pregnancy.  Virgin 
rats  and  rats  in  early  pregnancy  were  not 
affected  by  the  injection.  The  character- 
istic cellular  changes  that  occur  in  the 
liver,  kidneys  and  placenta  during  human 
eclampsia  were  observed  in  these  organs 
of  the  rat.  These  findings  suggest  that 
human  eclampsia  is  related  to  endocrine 
imbalance.  Moreover,  the  production  of 
an  eclampsia-like  condition  in  experi- 
mental animals  makes  possible  a rational 
approach  to  the  study  of  eclampsia  in  hu- 
man beings. 

This  is  a good  example  of  an  investiga- 
tion directed  at  cancer  but  which  pro- 
duced results  bearing  on  another  disease, 
a kind  of  “happy  accident”  that  often  oc- 
curs in  basic  research. 

Living  Cell  Examinaiions 

A technique  that  has  proved  of  great 
value  is  the  transparent  chamber  devel- 
oped and  applied  to  the  loose  skin  of  mice 
by  Dr.  Glen  Algire.  The  chamber  per- 
mits in  vivo  microscopic  observations  of 
the  growth  and  vascular  development  of 
tissues,  neoplastic  and  normal,  over  peri- 
ods exceeding  100  days.  By  applying  a 
microscope  to  this  chamber  attached  to 
the  mouse  and  using  a high  power  oil- 
immersion  objective,  one  may  examine 
the  division  and  migration  of  cells  in  the 
living  animal  and  the  effect  of  various 
chemicals  and  physical  agents  upon  the 
cells  of  growing  tumors. 

Other  important  observations,  such  as 
Chalkley’s  method  for  quantitative  mor- 
phologic analysis  of  various  tissues  and 
Hertz’s  induction  of  massive  tissue 
growth  by  the  combined  action  of  pitui- 
tary hormones  and  folic  acid,  might  also 
be  described;  but  l think  that  one  can  see 
from  what  has  been  said  that  all  these 
isolated  observations,  which  at  first  may 
seem  in  no  way  related,  may  some  day, 
like  the  small  pieces  of  a jig-saw  puzzle, 
be  put  together  in  their  proper  relation. 
Then  we  will  have  a more  complete  and 
comprehensible  picture  of  the  underlying 
biochemical  mechanisms  involved  in  the 
complex  processes  of  cell  physiology. 
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New  Concepts  Concerning  Carcinogenesis 

The  last  few  years  have  been  devoid  of 
new  concepts  regarding  the  etiology  of 
cancer.  Every  possibility  seems  to  have 
been  thought  of.  The  innumerable  theo- 
ries buried  in  the  literature  can  be  sepa- 
rated into  two  general  classes:  first,  those 
claiming  that  cancer  is  due  to  external 
agents,  such  as  chemical  carcinogens  or 
invasive  parasites,  virus  or  otherwise; 
and  secondly,  those  that  regard  cancer  as 
an  abnormal  type  of  growth  and  develop- 
ment resulting,  at  least  secondarily,  from 
endogenous  agents  or  influences,  such  as 
hormonal  imbalance  or  embryonal  rests. 
Which  of  these  two  concepts  will  prove 
correct,  or  whether  both  are  true  in  part, 
no  one  can  say;  but  the  great  majority  of 
research  projects  seeking  the  cause  of 
cancer  are  directed  toward  the  study  of 
the  intracellular  and  extracellular  factors 
that  influence  cell  division,  cell  differen- 
tiation and  the  organization  of  tissues. 
For  example,  all  the  research  on  the  ge- 
netics of  cancer  in  mice  and  the  develop- 
ment of  strains  highly  susceptible  to  the 
cancer  process  rests  on  the  assumption 
that  the  disease  is  primarily  a develop- 
mental abnormality  and  is  determined,  in 
part  at  least,  by  the  genetic  constitution 
of  the  victim.  Not  all  investigators  agree, 
however,  that  cancer  is  primarily  a prob- 
lem in  the  growth  and  organization  of 
cells. 

However,  the  concept  of  cancer  as  a 
breakdown  in  the  organization  of  certain 
cell  groups  of  a complex  multicellular 
organism  is  very  attractive  to  most  biolo- 
gists and  leads  naturally  to  some  interest- 
ing speculations;  and  speculations  often 
lead  to  interesting  experiments. 

It  would  be  strange  indeed  if  the  organ- 
ization of  the  countless  billions  of  cells 
that  make  up  any  individual  mammal  and 
especially  man,  the  most  complex  of  all, 
did  not  break  down  frequently.  It  is  safe 
to  say  that  Homo  sapiens,  from  the  species 
level,  has  proved  to  be  the  most  adaptable 
of  all  living  entities.  On  the  other  hand, 


from  the  level  of  the  individual,  man  is 
heir  to  more  ills  and  maladjustments 
than  individuals  of  any  other  species. 
This  apparent  paradox  is  due  to  the  com- 
plexity of  his  structure,  the  variety  of  his 
environmental  experiences,  and  the  ne- 
cessity of  both  the  individual  and  the  race 
to  adapt  continually  to  an  ever-changing 
and  ever-expanding  environment. 

After  all,  we  must  bear  in  mind  that 
race  preservation,  as  well  as  self  preser- 
vation, is  the  first  law  of  nature.  It  is 
well  known  that  species  which  are  com- 
pletely adapted  to  some  niche  in  the  en- 
vironment, and  have  remained  so  for 
many  thousands  of  years,  are  not  readily 
adaptable  and  therefore  perish  when  the 
environment  suddenly  changes.  In  other 
words,  an  adaptable  species  may  be  one 
which  is  constantly  required  to  adapt, 
and  may  be  marked  by  the  numerous 
maladies  of  its  individuals.  Man’s  in- 
stability and  insecurity,  under  all  kinds 
of  unfavorable  conditions,  may  be  evi- 
dence of  his  adaptability,  which  is  certain- 
ly a factor  in  his  progress. 

Cancer  Problems 

One  may  ask  how  such  speculations  re- 
late to  the  cancer  problem.  The  concept 
that  cancer,  too,  is  basically  a problem  in 
adaptation  from  the  cellular  level  has 
stimulated  investigation  of  the  effects  of 
carcinogenic  agents — that  is  to  say,  un- 
favorable environments  — upon  single- 
celled,  free-living  organisms  such  as  bac- 
teria and  protozoa,  with  the  hope  that 
some  light  may  be  thrown  on  the  car- 
cinogenic process  in  fixed  mammalian 
tissues. 

Experiments  of  this  nature  have  been 
carried  on  at  the  National  Cancer  Insti- 
tute over  the  past  8 years.  They  suggest 
that  cancer  may  be  a temporarily  suc- 
cessful adaptation  of  cells  to  an  unfavor- 
able environment,  successful  from  the 
cellular  level,  but  of  course  fatal  from 
the  level  of  the  total  cell  aggregate,  the 
host. 


In  Knot!  Counly  the  firs!  survey  ever  held 

in  Kentucky  for  Trachoma  was  in  1912  by  Dr. 
John  McMullen,  of  the  U.  S.  Public  Health 
Service,  who  was  afterwards  elected  Vice 
President  of  the  American  Medical  Association. 
At  that  time  he  established  an  emergency  hos- 
pital and  introduced  a new  surgical  technique 
for  the  cure  of  Trachoma.  This  county  also 


has  the  honor  of  having  the  first  Hookworm 
Survey  in  Kentucky  made  by  Dr.  P.  E.  Black- 
erby  at  the  time  he  was  appointed  Director  of 
the  Hookworm  campaign  under  a Rockefeller 
Foundation  Grant.  The  Health  Officer  of  this 
county,  Dr.  J.  W.  Duke  has  been  in  this  county 
since  that  time. 
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CANCER  OF  THE  COLON 

Charles  Gordon  Heyd,  B.  A.,  M.  D.,  F.  A.  C.  S.,  Dr.  M.  S. 

NEW  YORK,  N.  Y. 


In  the  parlance  of  life  insurance  actu- 
aries there  are  certain  death  determin- 
ing conditions  which  are  referred  to  as 
“the  killers.”  High  in  lethal  potential- 
ities are  carcinomata  of  the  large  bowel 
and  rectum.  Yet,  so  distinguished  a surg- 
ical clinician  as  the  late  Sir  Berkley  Moy- 
nihan  was  able  to  say,  “It  would  appear 
to  be  true  that  if  cancer  is  to  develop  in 
the  body  there  are  few  places  it  could  be 
selected  with  so  happy  a chance  to  the 
patient  of  ultimate  and  complete  relief 
as  the  large  intestine.” 

Surgical  intervention  for  carcinoma  of 
the  colon  is  the  most  hopeful  in  the  entire 
field  of  cancer  surgery.  The  continuous 
improvement  in  diagnostic  facilities,  par- 
alleled with  the  most  successful,  valuable 
contributions  to  the  technique  of  radical 
excision,  has  endowed  this  field  of  surg- 
ery with  a greater  prospect  of  complete 
relief  and  curability  than  that  which  ob- 
tains in  carcinoma  of  the  stomach. 

The  embryological  development  of  the 
large  intestine  and  its  anatomy  has  made 
it  possible  for  complete  mobilization  of 
the  colon,  the  more  radical  removal  of 
neoplasms  and  the  facility  of  reconstruc- 
tion of  intestinal  continuity.  The  intro- 
duction of  the  biotics,  the  more  adequate 
pre-operative  care,  the  early  recognition 
of  hypoproteinemia  and  dehydration, 
with  successful  therapy  against  these 
conditions  has  augmented  the  safety  of 
surgical  intervention  for  carcinoma  of  the 
colon. 

Diagnostic  Segments  of  the  Colon 

It  is  interesting  that  the  large  bowel, 
for  clinical  and  surgical  procedures,  na- 
turally divides  itself  into  three  diagnostic 
segments:  (a)  the  right  colon:  (b)  the 

left  colon  including  the  sigmoid,  and  (c) 
the  recto-sigmoid  and  rectum.  The  right 
colon  with  its  large  and  ample  lumen  and 
with  its  preeminent  function  of  absorp- 
tion of  fluid  has  produced  a definite  and 
rather  specific  type  of  carcinoma.  The 
chief  characteristics  of  carcinoma  of  the 
right  colon  are  its  flat,  circumferential 
extension,  its  low  relative  malignancy, 

Read  before  the  Third  Annual  Cancer  Symposium,  Lou- 
isville, November,  1949. 


and  its  late  metastases,  and  the  almost 
complete  absence  of  obstructive  symp- 
toms. The  left  colon,  receiving  the  fecal 
content  largely  deprived  of  its  fluid,  is 
the  conducting  mechanism  to  the  rectum 
for  evacuation.  Here  the  neoplasm  par- 
takes of  a greater  degree  of  scirrhous  for- 
mation, obstruction  is  a concomitant  and 
also  invariable  sequela,  the  malignancy 
is  increased,  yet  metastasization  by 
glandular  extension  while  slightly  in- 
creased is  not  too  active. 

Large  Bowel  Funciion 

There  is  in  every  individual  a certain 
pattern  of  large  bowel  function;  this  in- 
volves a “rhythm”  that  is  peculiar  to  the 
individual  and  has  been  established  by 
custom  whether  the  patient  is  costive  and 
uses  cathartics,  or  whether  he  has  a nor- 
mal daily  evacuation.  The  moment  that 
there  is  an  invasion  of  the  colon  this  nor- 
mal rhythm  is  disturbed  and  there  is  add- 
ed thereto  a rather  rapid  association  of 
spasm.  It  will  be  found  that  running 
through  a composite  history  of  a large 
number  of  individuals  with  colon  cancer 
there  is  at  the  inception  of  the  malig- 
nancy a change  in  the  normal  rhythmic 
pattern  of  the  colon  physiology.  There 
will  be  associated  with  the  development 
of  spasm,  vague,  indefinite  cramps  asso- 
ciated with  a variable  increase  in  gas  or 
borborygmus.  The  patient  will  become 
conscious  of  this  change  and  if  he  be  an 
individual  in  the  habit  of  using  cathar- 
tics, he  will  discover  that  the  cathartic 
heretofore  effective  either  needs  an  in- 
crease in  dosage  or  he  changes  to  another 
type. 

Early  Symptoms 

It  is  perhaps  unfortunate  that  in  the 
early  stage  of  carcinoma  of  the  colon 
these  symptoms  are  so  illusory  and  that 
the  clinical  disturbance  is  usually  attri- 
buted to  the  patient’s  own  estimation  “I 
am  getting  a little  older.” 

When  the  clinical  symptoms  of  carci- 
noma of  the  colon  are  well  pronounced, 
the  malignancy  has  been  in  existence  a 
considerable  period  of  time.  There  is  the 
general  concurrence  of  opinion  (1)  that 
abdominal  pain  or  discomfort  of  some 
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character  and  of  varying  degree  is  an  ear- 
ly and  continuing  symptom.  This  pain 
is  ordinarily  not  severe  but  rather  a sim- 
ple, dull  intermittent  ache  in  either  the 
right  or  left  quadrant,  or  in  fact,  in  any 
area  of  the  abdominal  cavity.  This  pain 
or  discomfort  is  associated  with  some 
change  in  bowel  function  and  there  is,  al- 
most always,  relief  upon  defecation:  (2) 
bleeding  in  some  form,  occult  or  visible, 
is  an  accompaniment  of  malignancy  in 
approximately  85  per  cent  of  cases.  It  has 
been  stated  that  three  negative  tests  for 
occult  (blood  rules  out  malignancy,  and 
this  is  probably  correct.  The  difficulty 
about  the  passing  of  blood,  however,  is  its 
recognition.  The  Hat,  ulcerated  growths 
of  the  cecum  and  ascending  colon  do  not 
give  easily  recognizable  blood  or  tarry 
stools  but  the  stools  will  invariably  con- 
tain occult  blood:  (3)  change  in  the  pa- 
tient’s habitual  bowel  rhythm.  Most  indi- 
viduals, whether  they  have  a normal  daily 
evacuation  or  are  costive,  or  even  have  a 
slight  looseness  of  the  bowels,  do  establish 
a norm  in  bowel  movement.  Since  most  of 
the  malignancies  of  the  large  bowel  oc- 
cur in  the  fourth,  fifth  or  sixth  decade  in 
life,  any  slight  /ariation  in  this  rhythm 
is  highly  suspicious.  The  statement  that 
the  cathartics  that  heretofore  provided  an 
adequate  bowel  movement  are  insuffi- 
cient, or  that  larger  doses  have  to  be  tak- 
en, or  that  the  cathartic  which  formerly 
moved  the  bowels  without  pain  now  pro- 
duces some  cramps,  is  highly  significant: 
(4)  loss  of  weight,  color  and  strength,  or- 
dinarily are  not  early  symptoms — they 
are  late  results.  There  are,  as  a rule,  some 
vague  symptoms  of  upper  intestinal  in- 
digestion and  a relatively  early  loss  of 
appetite.  A neoplasm  of  the  cecum  or  as- 
cending colon  is  usually  accompanied  by 
a “tell-tale”  anemia.  This  anemia,  as  a 
rule,  is  shared  by  only  a few  diseases — 
carcinoma  of  the  stomach,  nephritis,  or  a 
pernicious  anemia.  Yet,  a malignancy  of 
the  right  colon  may  exist  for  a consider- 
able period  of  time  without  producing  the 
marked  anemia  so  characteristic  of  its 
later  stages.  As  the  location  of  a malig- 
nant neoplasm  moves  to  the  left  colon,  ob- 
struction in  some  degree  becomes  a factor, 
with  pain,  blood  and  variation  in  bowel 
rhythm  becoming  more  pronounced. 

Curability 

The  question  of  curability  depends  en- 
tirely on  diagnosis,  and  the  diagnosis 
must  be  an  essentially  early  diagnosis. 


Three  decades  of  surgical  endeavor  have 
given  the  colonic  surgeon  ample  surgical 
procedures  and  additional  aids  to  meet 
the  technical  problem  of  cancer  of  the 
large  bowel  and  rectum.  However,  at  the 
present  time  there  is  a distinct  “lag”  be- 
tween the  onset  of  symptoms  of  malig- 
nancy and  the  time  of  surgical  interven- 
tion. It  is  only  necessary  to  bring  to  your 
attention  that  Rankin  estimated  there 
was  a ten  months  interval  between  de- 
clarative symptoms  of  malignancy  of  the 
colon  and  surgical  intervention.  Approx- 
imately 5 per  cent  of  malignancies  of  the 
colon  enter  the  hospital  with  acute  ob- 
struction of  the  bowel.  Coller  and  Ran- 
som in  an  analysis  of  571  patients  with 
carcinoma  of  the  rectum  reported  that 
63  were  not  treated,  37  were  inoperable 
and  no  treatment  advised,  7 had  only  an 
exploratory  laparotomy,  7 a cecostomy 
and  144  had  a palliative  colostomy.  In 
other  words,  144  patients  had  a palliative 
colostomy  with  retention  of  the  neoplasm, 
with  an  operative  mortality  of  17.4.  It  is 
apparent  that  regardless  of  the  technical 
efficiency  of  the  various  surgical  proce- 
dures and  the  skill  of  the  surgeon,  286 
patients  out  of  571,  or  approximately  50 
per  cent,  reached  the  surgeon  with  such 
an  extensive  disease  that  they  were  in- 
operable from  the  point  of  view  of  radical 
resection  of  their  malignancy. 

Recto-Sigmoid  Neoplasms 

The  most  frequently  missed  neoplasm 
of  the  colon  is  that  confined  to  the  recto- 
sigmoid. This  should  be  considered  strict- 
ly as  a carcinoma  of  the  rectum  rather 
than  the  colon,  as  the  lower  portion  of  the 
recto-sigmoid  is  anatomically  and  embry- 
ologically  part  of  the  rectum.  The  barium 
colon  enema  is  the  first  diagnostic  aid, 
after  a complete  history  and  a thorough 
physical  examination,  that  should  be  em- 
ployed. It  is  of  the  greatest  importance, 
however,  when  a patient  is  suspected  of 
having  a neoplasm  of  the  colon  to  do  the 
(barium  colon  enema  first  and  not  employ 
the  usual  gastro-intestinal  X-ray  series. 
About  5 per  cent  of  individuals  enter  the 
hospital  with  complete  obstruction  of  the 
colon  due  to  a neoplasm,  and  a carcinoma 
that  is  incompletely  obstructive  may  be 
projected  into  complete  obstruction  b}^ 
the  barium  from  a gastro-intestinal  X-ray 
series,  which  renders  even  the  emergency 
operation  for  colostomy  difficult  and 
dangerous.  I have  on  a few  occasions 
operated  on  a complete  obstruction  from 
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a left  colon  neoplasm  and  found  all  of  the 
proximal  bowel  filled  with  hard,  inspis- 
sated barium — masses  as  large  as  a bil- 
liard ball — and  cannot  urge  too  strongly 
that  the  first  use  of  X-ray  for  diagnosis 
be  the  employment  of  the  barium  colon 
enema. 

The  barium  colon  enema  will  many 
times  not  determine  a carcinoma  of  the 
rectal  ampulla  or  recto-sigmoid,  and  the 
most  frequently  missed  X-ray  diagnosis 
of  an  organic  lesion  of  the  gastrointesti- 
nal tract  is  a carcinoma  at  the  recto-sig- 
moidal juncture.  Furthermore,  a carci- 
noma on  the  posterior  cecal  wall  and  op- 
posite to  the  ileocecal  valve  is  very  often 
missed  in  routine  X-ray  examinations  un- 
less many  exposures  are  made  at  all  an- 
gles and  in  all  positions. 

Polyps  or  adenomata  of  the  human  co- 
lon are  the  precurser  of  carcinoma  in  a 
surprisingly  large  degree.  The  exact  in- 
cidence of  carcinoma  from  adenomata  is 
very  difficult  to  determine. 

Adenomatous  Polyps 

Klemperer  is  of  the  opinion  that  21  per 
cent  of  human  colons  contain  polyps,  and 
75  per  cent  of  polyps  are  in  the  left  colon, 
sigmoid  and  rectum,  which  is  approxi- 
mately the  same  percentage  for  the  loca- 
tion of  cancer.  As  adenoma  of  the  breast 
and  adenoma  of  the  thyroid  are  precur- 
sors of  malignancy  in  these  two  organs,  so 
the  adenomatous  polyp  of  the  colon  and 
rectum  is  potentially  malignant.  The  ma- 
lignant degeneration  of  an  adenomatous 
polyp  into  an  adeno-carcinoma  would  ex- 
plain that  approximately  5 to  8 per  cent 
of  people  with  colon  carcinoma  have  two 
separate  and  discrete  malignancies.  So 
prone  is  the  adenomatous  polyp  to  be- 
come malignant  that  Fitzgibbon  and 
Rankin  were  able  to  demonstrate  24  car- 
cinomas of  the  colon  in  13  patients  and 
the  author  has  on  two  occasions  ob- 
served an  adeno-carcinoma  of  the  sig- 
moid concurrently  with  adeno-carcinoma 
of  the  cecum.  Therefore,  the  early  recog- 
nition of  colonic  and  rectal  polyps  is  es- 
sential for  good  diagnostic  work  in  colon 
pathology  and  is  a definite  prophylaxis 
against  the  subsequent  development  of 
malignancy.  If  and  when  a patient  ob- 
serves blood,  either  incorporated  with  the 
stools  or  as  frank  blood  in  the  bowl  of  the 
toilet,  or  on  the  toilet  paper,  it  calls  for 
a very  definite  determination  of  the 
source  of  bleeding.  Blood  from  hemor- 
rhoids can  usually  be  determined  quickly 


by  a proctoscopic  examination  and  the 
visualization  of  normal  colored  stools  a- 
bove  the  proctoscope  or  in  causing  fresh 
bleeding  from  the  manipulation  of  the 
instrument. 

It  has  been  an  unfortunate  and  distress- 
ing experience  for  many  surgeons  to  find 
multiple  carcinoma  of  the  colon  basically 
due  to  the  degeneration  of  adenomata. 
The  X-ray  diagnosis  of  adenomata  by 
barium  colen  enema  is,  under  the  best  of 
circumstances,  difficult  as  is  indicated  by 
a summary  of  a personal  case. 

Case  Reports 

A female,  50  years  of  age,  consulted  the 
author  in  December,  1939,  with  the  his- 
tory of  “passing  blood  by  rectum  for  the 
past  nine  months.”  A diagnostic  study 
was  undertaken  by  her  physicians  and  a 
diagnosis  of  “polyp  of  the  descending 
colon”  was  made.  Upon  the  introduction 
of  the  sigmoidoscope  to  the  extent  of  six 
inches,  the  examination  at  this  time  was 
negative.  The  stools  suggested  a contin- 
uous seepage  of  blood  rather  than  any 
frank  hemorrhage.  A second  barium  ene- 
ma, about  one  month  later,  revealed  mod- 
erate irritability  of  the  colon,  and  proba- 
bly a small  isolated  polyp  of  the  sigmoid. 
For  2 to  3 weeks  at  a time  the  stools  would 
be  free  of  blood.  The  patient  was  again 
examined  six  months  later  and  “notwith- 
standing the  use  of  the  double  contrast 
method  as  well  as  compression,  a definite 
interpretation  of  polyposis  is  not  justifi- 
able.” The  patient  gained  weight  and  ap- 
parently the  bleeding  by  rectum  dimin- 
ished. However,  in  February,  1941,  her 
physician  was  positive  that  there  were 
two  discrete  polypi  in  the  sigmoid.  In 
view  of  all  the  negative  X-ray  examina- 
tions of  the  stomach,  gall  bladder,  etc.  it 
was  assumed  that  these  polypi  were  the 
cause  of  her  hemorrhage.  After  a can- 
vass of  the  situation,  on  March  5,  1941,  an 
exploratory  sigmoidotomy  was  performed 
and  two  polypi  were  found,  one  approxi- 
mately 3 cm.  in  length  and  the  other  2 
cm.  in  length,  and  both  located  within  10 
c.  c.  of  each  other.  Both  polypi  were  ex- 
cised and  the  bases  cauterized,  followed 
by  sigmoidorrhaphy,  with  complete  re- 
lief and  cessation  of  bleeding. 

Multiple  Carcinomas 

Within  the  last  two  years  I personally 
have  had  four  cases  of  multiple  carcino- 
ma; one  of  them  unfortunately  unrecog- 
nized at  the  time  of  operation  where  a 
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resection  of  the  left  colon  was  carried  out, 
to  discover  within  nine  months  a second 
carcinoma  of  the  right  colon.  The  other 
three  cases  were  identified  at  the  time  of 
operation,  and  the  presentation  of  this  ob- 
servation is  to  caution  both  the  clinician 
and  the  surgeon  for  a complete  palpatory 
examination,  and  visualization  if  possible, 
of  the  entire  colon  so  as  to  eliminate  a 
second  carcinoma.  This  adenoma  stage 
as  the  precursor  to  cancer  is  particularly 
important  in  the  early  detection  of  car- 
cinoma of  the  rectum  and  I can  endorse 
the  opinion  of  the  distinguished  English 
surgeon,  Gabriel:  “It  can  be  stated  with 
confidence  that  an  annual  examination 
of  any  large  group  of  adults  in  the  decades 
50  to  60  and  60  to  70  would  well  repay  the 
trouble  and  organization  required,  by  the 
detection  of  a certain  number  of  rectal 
cancers  in  the  earliest  stages,  as  well  as 
the  diagnosis  of  benign  epithelial  tumors 
(adenomas  and  papillomas)  which  tend  in 
varying  degrees  to  undergo  malignant 
change.” 

After  the  diagnosis,  the  most  important 
consideration  is  the  percentage  of  opera- 
bility or  resectability  of  the  neoplasm. 
Again,  referring  to  Coller  and  Ransom’s 
series,  it  was  possible  to  perform  resec- 
tion in  285  out  of  571  patients  or  a resec- 
tion rate  of  56.1  per  cent,  with  a mortality 
of  16.5  per  cent.  Since  the  resectability  of 
any  tumor  will,  in  most  instances,  be 
made  at  the  time  of  the  laparotomy,  the 
possible  curability  on  a five  year  basis 
then  becomes  directly  the  question  of  at 
what  time  operative  intervention  should 
occur,  and  is  the  neoplasm  capable  of 
radical  removal  by  any  of  the  accepted 
techniques. 

Operability 

There  is  an  inherent  paradox  in  this 
question  of  operability,  for  the  higher  the 
percentage  of  resectability  the  greater  the 
hospital  mortality  and  yet  the  more  peo- 
ple will  be  alive  free  from  their  disease 
after  five  years.  Let  up  suppose  that  the 
surgeon  examines  100  patients  with  can- 
cer of  the  large  bowel  and  that  he  oper- 
ates upon,,  30  per  cent,  with  a mortality  of 
20  per  cent.  He  has  6 deaths,  leaving  24 
patients  who  survive  the  surgery;  one- 
half  of  these  24,  or  12,  will  die  within  the 
first  5 years  after  the  surgery,  yet  12,  or 
50  per  cent,  will  survive  the  five-year 
period.  Now  let  us  assume  that  the  sur- 
geon operates  on  60  of  these  patients  so 
his  operability  is  60  per  cent  and  that  his 


mortality  is  25  per  cent;  15  will  die  of 
the  surgery  and  45  will  survive;  of  these, 
50  per  cent  will  die  in  the  succeeding  5 
years,  leaving  22  that  will  survive  the 
five-year  period.  While  the  hospital 
deaths  in  the  second  series  increased 
from  6 to  15,  the  survival  rate  has  also 
been  increased  from  13  to  22  individuals 
free  from  their  disease  at  the  end  of  five 
years. 

Resectability 

Again,  in  this  problem  of  resectability 
there  is  a great  social  implication.  Shall 
we  only  operate  upon  individuals  whom 
we  think  we  can  cure?  The  consensus  of 
opinion  among  surgeons  who  do  colon 
work  is  that  great  risks  should  be  taken 
in  order  to  get  aq  complete  an  extirpation 
as  possible  and  that  resection  should  be 
carried  out  even  in  the  presence  of  a 
problematical  metastases  or  even  dis- 
crete metastases  in  the  liver.  A death 
from  upper  abdominal  metastases  is  not 
unusually  prolonged,  nor  does  it  entail 
the  terrible  suffering  of  a terminal  death 
from  local  cancer  extension.  The  late 
Daniel  Fisk  Jones  remarked  that  he  did 
not  recall  a single  patient  with  a colosto- 
my who  had  the  growth  removed,  commit- 
ting suicide,  but  that  a palliative  colosto- 
my with  the  tumor  retained,  was  credited 
with  a few  suicides.  “The  condition  of 
patients  after  removal  of  the  growth  and 
a colostomy  cannot  be  compared  with  the 
physical  discomfort,  displeasure  and  men- 
tal effect  which  followed  a simple  colos- 
tomy.” 

There  seems  to  be  an  appalling  dread 
of  a colostomy.  Is  it  because  the  general 
practitioner  has  seen  only  palliative  col- 
ostomies with  retention  of  the  neoplasm? 
A colostomy  is  fundamentally  only  a 
mechanism  to  avoid  intestinal  obstruc- 
tion and  the  distressing  feature  of  a pal- 
liative colostomy,  is  not  the  colostomy  per 
se,  but  leaving  the  growth  untouched. 
The  advancing  cancer  growth  is  funda- 
mentally the  terrible  thing,  not  the  col- 
ostomy. 

Probably  no  technical  achievement  in 
surgery  of  the  colon  and  rectum  has  giv- 
en more  comfort  and  shown  more  prog- 
ress in  practical  effectiveness  than  a well 
performed  colostomy.  A colostomy  must 
provide  complete  evacuation  of  all  of  the 
contents  proximal  to  the  orifice.  There 
must  be  no  intermittent  “spilling  over.”  It 
should  have  a small  exit  orifice  and  should 
be  without  skin  excoration  or  infection. 
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and  be  controlled  by  a simple  occlusive 
dressing.  There  is  no  need  for  bags,  con- 
tainers, or  any  cumbersome  apparatus.  The 
colostomy  should  be  placed  near  the  me- 
dian line  for  contour  and  symmetry.  All 
of  these  are  possible  with  a properly  made 
colostomy.  However,  a surgeon  who  per- 
forms a colostomy  has  an  implied  con- 
tract with  his  patient  to  teach  him  how  to 
take  care  cf  his  colostomy;  how  to  regu- 
late his  habits  of  life;  and,  by  a sympa- 
thetic understanding  of  the  problems  of 


the  colostomized  patient  educate  him  to 
have  an  artificial  anus  with  the  minimum 
of  discomfort.  There  is  a vast  number  of 
individuals  who  function  in  every  capac- 
ity of  civil  life  with  a colostomy  and 
which  requires  at  the  most  only  a few 
minutes  of  attention  each  day.  More  time 
will  be  spent  by  the  conscientious  surgeon 
on  the  “colostomy  psychology”  of  the  pa- 
tient and  the  care  of  the  colostomy  than 
in  all  of  the  other  professional  features 
combined. 


NEWER  CONCEPTS  IN  THE  PATHOGENESIS  AND  TREATMENT 
OF  CONGESTIVE  HEART  FAILURE 
George  W.  Pedigo,  Jr.,  M.  D. 

LOUISVILLE 


Much  has  been  added  to  the  knowledge 
of  congestive  heart  failure  in  recent  years, 
particularly  through  the  measurements 
made  possible  by  cardiac  catheterization 
and  more  accurate  measurements  of  renal 
function.  The  present  concept  of  the  path- 
ogenesis of  congestive  failure  is  quite  dif- 
ferent from  the  concept  which  prevailed 
for  years.  The  older  idea  of  fluid  being 
forced  into  the  tissues  by  an  increased 
venous  pressure,  resulting  from  a failing 
heart,  seems  no  longer  tenable.  Merrill 
states1  that  there  seems  to  be  very  little 
correlation  between  the  presence  of  edema 
and  the  level  of  venous  pressure.  He  has 
seen  one  patient  with  constrictive  peri- 
carditis, and  one  with  chronic  heart  fail- 
ure- with  a right  arterial  pressure  of  23  cm. 
and  27  cm.  respectively  and  neither  had 
edema.  It  would  also  be  expected  that 
hemoconcentration  would  result  if  the 
older  concept  of  fluids  being  forced  into 
the  tissues,  by  an  elevated  venous  pres- 
sure, was  true.  In  chronic  congestive 
heart  failure  there  actually  is  hemodilu- 
tion,  according  to  Gibson2.  In  addition, 
Starr3  showed  that  in  dogs  almost  com- 
plete destruction  of  the  right  ventricle 
with  a cautery  resulted  in  no  elevation  of 
venous  pressure.  These  experiments  sug- 
gest that  right  ventricular  failure,  per  se, 
has  very  little  to  do  with  elevated  venous 
pressure.  The  importance  of  retention  of 
sodium  and  water  in  the  development  of 
chronic  congestive  failure  has  been  re- 


i  liel,<1  J’refo”‘‘  t,le  Second  Councilor  District  Meeting  Hen- 
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peatedly  shown  in  the  last  few  years. 
Lyons4  gave  large  amounts  of  sodium  salts 
to  normal  individuals.  The  weight  and 
blood  volume  rose  simultaneously,  and, 
finally,  the  venous  pressure  became  ele- 
vated. This  indicates  thalt  when  the  body 
receives  more  sodium  than  the  kidneys 
can  -excrete,  sodium  and  water  are  re- 
tained and  the  venous  pressure  rises  sec- 
ondarily. Stead  and  Warren5  studied  two 
patients  with  chronic  congestive  failure 
who  had  been  freed  of  edema  by  the  use 
of  sodium  restriction  and  mercurial  diu- 
retics. These  patients  had  exhibited  con- 
sistent signs  of  heart  failure  over  a long 
period  of  time.  As  salt  was  added  to  the 
diet,  in  amounts  easily  eliminated  by  nor- 
mal subjects,  the  patients  had  an  increase 
in  weight  and  blood  volume  which  defi- 
nitely preceded  the  rise  in  venous  pressure. 
Proger'1,  also,  has  demonstrated  that  ex- 
cessive salt  administration  may  precipi- 
tate the  typical  signs  and  symptoms  of 
congestive  heart  failure  in  patients  with 
heart  disease.  There  seems  to  be  very  lit- 
tle question  that  in  the  last  analysis,  the 
edema  of  chronic  heart  failure  is  the  re- 
sult of  failure  of  the  kidneys  to  excrete 
sodium  and  water  normally.  The  sodium 
ion,  and  not  the  chloride  ion,  is  the  one 
implicated  in  edema.  Futcher  and 
Schroeder7,  Reasor  and  Burch8,  Warren 
and  Stead9,  and  Merrill10  have  demon- 
strated that  the  kidney  in  chronic  heart 
failure  is  unable  to  excrete  sodium  nor- 
mally. This  is  due  to  a decrease  in  renal 
function,  caused  by  constriction  of  the  ef- 
ferent arterioles  of  the  kidney,  with  a re- 
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duced  filtration  rate.  Warren  and  Stead11 
are  advocators  of  the  theory  of  forward 
heart  failure.  They  state  that,  with  a de- 
creased cardiac  output,  there  occurs  a de- 
creased renal  blood  flow  with  blood  being 
shunted  from  the  kidneys  to  more  vital 
tissues,  such  as  the  brain.  With  the  de- 
creased renal  blood  flow  there  is  sodium 
and  water  retention  by  the  body,  and  the 
blood  volume  increases  with  the  venous 
pressure  becoming  elevated.  Edema  is 
the  final  result.  The  retained  sodium  and 
water  become  distributed  throughout  the 
body  in  areas  where  the  capillary  pres- 
sure is  high,  or  where  the  tissue  pressure 
is  low.  During  the  day,  when  the  patient 
is  upright,  the  hydrostatic  pressure  in  the 
lower  extremities  is  increased  by  gravity 
and  fluid  accumulates  in  the  portions  of 
the  body  below  the  heart.  When  the  pa- 
tient lies  down,  the  hydrostatic  pressure 
throughout  the  body  becomes  more  near- 
ly equal.  This  results  in  a redistribution 
of  the  excess  fluid  over  the  body.  If  the 
pulmonary  venous  pressure  is  increased, 
much  of  the  excess  fluid  is  deposited  in 
the  lungs. 

Less  frequently,  but  of  great  theoretical 
importance,  is  the  type  of  heart  failure 
which  appears  in  patients  in  whom  there 
is  little  damage  to  the  heart  muscle  by 
disease,  but  in  whom  there  is  a great  de- 
mand for  increased  work  by  the  heart, 
under  conditions  which  gradually  reduce 
the  efficiency  and  strength  of  contraction 
of  the  heart  muscle.  This  type  of  failure 
is  found  in  anemia,  hyperthyroidism,  cor 
pulmonale,  etc.  In  these  conditions,  the 
need  for  oxygen  and  metabolites  by  the 
body  tissues  is  so  great  that  the  heart  re- 
sponds by  increasing  the  cardiac  output 
above  normal.  According  to  Dock12,  de- 
spite this  increase,  such  a heart,  after 
some  time,  fails  to  provide  adequate  tissue 
metabolic  needs  and  a type  of  heart  fail- 
ure, known  as  high  output  failure  results. 
A similar  type  of  failure  is  seen  in  pa- 
tients with  arterio-venous  shunts  and 
beri-beri. 

In  the  more  common  form  of  congestive 
heart  failure  there  is  a lowered  cardiac 
output,  and  the  mechanisms  thought  to 
be  concerned  in  the  development  of  this 
should  be  considered.  According  to  Star- 
ling’s13 law  of  the  heart,  the  main  factor 
which  determines  the  output  of  the  heart 
is  the  pressure  in  the  right  auricle  and  its 
tributary  veins.  With  a rise  in  pressure 
in  the  right  auricle,  there  is  increased  di- 
astolic filling  and  volume  of  blood  in  the 


ventricle.  This  results  in  an  increase  in 
the  length  of  the  heart  muscle  fibers. 
These  changes  increase  the  energy  of  sys- 
tolic contraction  and  produce  a greater 
cardiac  output.  A rise  in  venous  pressure 
provides  a rise  in  cardiac  output  until  a 
point  is  reached  where  the  increment  in 
cardiac  output  begins  to  diminish  with 
each  subsequent  rise  in  venous  pressure. 
This  means  that  the  reserve  power  of  the 
heart  begins  to  grow  less  after  a time, 
and,  as  the  venous  pressure  continues  to 
go  up,  the  cardiac  output  will  drop  even 
more  and  congestive  heart  failure  be- 
comes more  apparent.  As  Biloon14  states, 
another  factor  influencing  Ithe  cardiac 
output  is  the  rate  of  the  heart.  The  heart 
rate  is  increased  by  extra-cardiac  factors 
when  there  is  a rise  in  venous  pressure. 
This  may  serve  to  increase  the  output  of 
the  heart  per  minute.  However,  exces- 
sive rates  which  do  not  allow  adequate 
diastolic  filling  of  the  ventricles,  may  ac- 
tually become  a factor  in  causing  the 
heart  to  fail.  The  heart  adjusts  itself  to 
an  added  load  by  either  increasing  its 
rate,  dilatation,  or  hypertrophy.  The  heart 
reserve  depends  on  these  three  factors. 
According  to  Richards15,  one  of  the  basic 
phenomena  of  congestive  heart  failure  ap- 
pears to  be  inadequate  ventricular  empty- 
ing of  the  heart  during  systole.  At  an  ear- 
ly stage,  according  to  Richards,  it  is  prob- 
able that  increased  ventricular  dilata- 
tion during  systole  results  in  an  increased 
systolic  output  with  the  cardiac  output 
thus  being  maintained  to  satisfy  the  tis- 
sue need.  Such  compensation,  however., 
eventually  becomes  excessive,  and  the 
overdilated  ventricle  cannot  maintain 
stroke  volume  and  a decreased  cardiac 
output  results.  In  other  words,  when  the 
heart  muscle  has  been  damaged  by  coro- 
nary disease,  the  valves  damaged  by  rheu- 
matic fever  or  syphilis,  or  when  the  heart 
has  been  subjected  to  an  increased  me- 
chanical load,  as  in  hypertension,  the 
time  comes  when  the  various  factors, 
which  serve  to  increase  cardiac  output, 
are  no  longer  able  to  provide  a circulation 
necessary  to  meet  even  normal  demands. 
At  this  point  cardiac  output  falls,  sodium 
and  water  retention  by  the  kidneys  be- 
comes manifest,  and  the  symptoms  and 
signs  of  heart  failure  appear. 

The  acute  pulmonary  edema  associated 
with  acute  myocardial  infarction,  of  the 
left  ventricle,  is  explained  as  follows  by 
Stead16.  In  this  condition  ithe  right  ven- 
tricle, which  is  normal,  is  pumping  a nor- 
mal flow  of  blood  through  the  pulmonary 
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artery  into  the  lungs,  but  the  acutely 
damaged  left  ventricle  cannot  remove  the 
blood  adequately  from  the  lungs  and  pul- 
monary edema  results.  The  retention  of 
sodium  and  water  and  the  other  mechan- 
isms playing  a part  in  chronic  congestive 
heart  failure  could  not  be  factors  in  this 
type  of  acute  pulmonary  edema  due  to 
the  time  factor  involved. 

The  concepts  of  management  of  con- 
gestive heart  failure  have  also  changed 
in  the  last  few  years.  Certain  general 
principles  of  treatment  for  a long  term 
illness  apply  particularly  to  the  treat- 
ment of  heart  failure.  As  Biloon14  has 
said,  it  is  essential  to  help  the  patient  ad- 
just to  an  illness  he  fears.  He  must  be 
taught  the  importance  of  rest  and  diet. 
The  patient  should  be  told  that  advance- 
ments in  treatment  offer  him  much  hope 
of  increased  life  expectancy  and  useful 
living.  No  unreasonable  restrictions 
should  be  imposed.  Anxiety  'and  fears  in 
regard  to  the  heart  may  be  more  resistant 
to  treatment  than  the  underlying  heart 
disease  itself.  The  doctor  needs  to  culti- 
vate a helpful  attitude  and  should  try  to 
transmit  this  attitude  to  the  patient.  It 
cannot  be  emphasized  enough  that  proper 
adjustment  of  the  patient’s  manner  of 
living,  so  as  to  obtain  an  optimum  reduc- 
tion in  the  cardiac  work  load,  is  probably 
the  most  important  single  factor  in  the 
successful  management  of  a cardiac  pa- 
tient. 

The  present  day  concept  of  the  manage- 
ment of  heart  failure  has  been  well  pre- 
sented by  Gold  and  his  co-workers17-18’ 
and  their  ideas  form  the  nucleus  of  this 
discussion. 

The  patient  confined  'to  the  bed  should 
be  encouraged  to  move  his  arms  and  legs 
freely,  with  fairly  frequent  flexion  and 
extension  of  the  extremities  to  prevent 
thrombophlebitis  and  to  preserve  muscle 
tone.  Phenobarbital  % to  % grain,  three 
times  a day,  will  help  to  allay  apprehen- 
sion. Barbiturates,  if  tolerated,  are  pre- 
ferred to  morphine,  which  may  depress 
both  the  rate  and  depth  of  respiration. 
However,  morphine  sulfate  1/8  to  1/4 
grain  every  4 hours  for  a few  doses  may 
be  necessary  if  the  patient  is  too  restless 
or  apprehensive.  As  the  signs  and  symp- 
toms of  congestive  failure  disappear,  the 
activities  of  the  patient  are  gradually  in- 
creased. The  patient  in  advanced  cardiac 
failure  is,  initially,  placed  on  a diet  con- 
sisting of  4-6  glasses  of  milk  daily,  and 
2 or  3 quarts  of  water  daily  are  allowed. 


One  to  1%  quarts  of  milk  daily  supply 
about  800  to  1200  calories  and  contain 
only  1 to  1 grams  of  salt.  The  capacity 
for  salt  excretion  is  rarely  below  this  level 
in  cases  of  failure.  Most  cardiacs,  in  ad- 
vanced failure,  are  not  interested  in  eat- 
ing the  first  few  days  and,  rarely,  does 
the  patient  want  more  food.  If  the  pa- 
tient complains  of  hunger,  he  may  be  giv- 
en boiled  rice  with  sugar  and  milk  three 
times  a day.  An  occasional  patient  will 
have  an  intolerance  to  milk  with  symp- 
toms of  nausea,  bloating  and  diarrhea. 
These  patients  should  be  placed  on  a low 
salt  diet.  The  patients  who  tolerate  milk 
are  kept  on  milk,  as  described  above,  for 
three  to  seven  days,  and  then  a salt  poor 
diet  is  prescribed.  The  salt  poor  diet 
should  contain  less  than  1 gram  of  salt 
daily.  In  this  diet  no  salt  is  allowed  in  the 
preparation  of  food,  and  no  salt  is  added 
to  the  food  after  it  is  prepared.  Vegetables 
should  be  reboiled  after  discarding  the 
initial  water.  Salt  poor  bread  and  salt 
poor  butter  should  be  used.  The  tradi- 
tional belief  that  salt  is  a harmless  article 
of  diet  is  not  easy  to  overcome.  A varia- 
tion of  one  gram  of  salt  daily  may  actu- 
ally mean  the  difference  between  the 
presence  or  absence  of  edema.  Care  should 
be  taken  to  have  the  cardiac  patient  avoid 
all  medications  containing  the  sodium  ion 
as  sodium  bicarbonate,  sodium  salicylate, 
etc. 

The  rice  diet,  as  recommended  by 
Kempner19,  contains  in  2,000  calories,  not 
more  than  0.5  grams  of  sodium,  and  about 
20  grams  of  protein.  The  patient  takes 
an  average  of  250-350  grams  of  dry  weight 
rice.  The  rice  is  boiled  or  steamed  in 
plain  water  or  fruit  juice  without  salt. 
Fruits  and  fruit  juices  are  allowed,  with 
the  exception  of  dried  or  canned  fruit 
and  dates.  Sugar  may  be  added  ad  lib. 
Vitamins  and  minerals  are  allowed  in  the 
daily  required  amounts  by  supplemental 
feedings.  After  8-10  weeks  on  (the  rice 
diet,  some  vegetable,  potatoes,  lean  meat 
or  fish,  without  salt,  may  be  added  to  the 
diet.  The  rice  diet,  according  to  Kempner, 
is  indicated  in  patients  with  congestive 
heart  failure  who  are  not  responding  to 
the  customary  cardiac  regime  of  treat- 
ment. Many  investigators  believe  the 
value  of  the  rice  diet  is  due  to  the  low 
sodium  and  low  protein  content  of  the 
diet.  In  many  instances,  it  is  difficult  to 
get  patients  to  follow  this  diet  over  the 
length  of  time  that  is  necessary  to  eval- 
uate its  usefulness. 

In  the  traditional  methods  for  the 
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treatment  of  congestive  heart  failure, 
water  has  been  restricted.  This  seemed 
logical  to  the  patient  with  edema  who 
knew  he  had  too  much  water  in  his  body. 
Many  patients  have  been  so  strongly  im- 
pressed with  the  danger  of  water  that 
they  are  willing  to  endure  much  discom- 
fort from  thirst,  because  of  their  convic- 
tion thait  water  in  the  presence  of  edema 
is  harmful.  Schemm’s20  report  on  forcing 
fluids  to  5,000-8,000  cc.  daily  in  cardiac 
patients  in  congestive  failure,  with  a re- 
stricted salt  diet,  stimulated  other  clini- 
cians to  reconsider  the  idea  of  restricting 
fluids  in  the  presence  of  congestive  fail- 
ure. It  is  now  accepted  that,  if  salt  is  not 
restricted,  increasing  the  fluid  intake  will 
increase  the  edema.  If  salt  is  restricted, 
the  intake  of  2-3  quarts  of  water  daily  will 
not  increase  the  edema.  Most  clini- 
cians21'22 do  not  advocate  forcing  fluids 
in  large  amounts,  however,  as  Schemm 
recommended. 

A normal  person,  taking  a liberal  quan- 
tity of  water,  may  excrete  it  in  about  four 
hours,  but  will  t2ke  twenty-four  hours  or 
longer  to  excrete  this  same  amount  of 
water,  if  salt  is  added  to  it. 

It  is  still  believed  by  cardiologists  that 
patients  with  myocardial  failure  should 
receive  digitalis,  although  it  is  recognized 
that  there  is  considerable  variation  in  ef- 
fectiveness of  the  drug  in  different  types 
of  heart  disease  and,  in  general,  its  im- 
portance is  not  as  great  as  was  previously 
thought. 

If  no  digitalis  has  been  given  recently, 
the  patient  with  congestive  failure  is  dig- 
italized with  either  digitalis  leaf  or  one 
of  the  glucosides  of  digitalis,  such  as  digi- 
toxin  or  digitalin  nativelle.  If  the  digital- 
is leaf  is  used,  the  digitalizing  dose  will 
vary  from  one  to  two  grams  a day,  de- 
pending on  the  clinical  response  of  each 
individual  patient.  Digitalization,  with 
the  digitalis  leaf,  usually,  should  not  be 
done  under  24'48  hours,  because  of  the 
frequency  of  toxic  symptoms.  These  toxic 
symptoms  consist  of  nausea,  vomiting, 
blurring  of  vision,  etc.  A good  schedule 
is  to  give  3 grains  of  digitalis  four  times 
a day  for  six  doses,  then  IV2  grains  daily 
as  a maintenance  dose.  Digitoxin  may  be 
given  in  a single  digitalizing  dose  of  1.2 
mgs.  to  1.8  mgs.  with  0.1  mg.  to  0.2  mg. 
daily  as  the  maintenance  dose.  According 
to  Gold22,  digitoxin  has  the  following  ad- 
vantages over  the  crude  digitalis  leaf: 
completeness  and  rapidity  of  absorption 
and  low  toxicity  which  permits  digitaliza- 


tion with  a single  dose.  It  is  usually  best, 
except  in  emergencies,  not  to  give  the 
total  digitalizing  dose  of  digitoxin,  initi- 
ally. This  will  vary  with  Ithe  individual 
patient.  It  is  rarely  necessary  to  give 
digitoxin  parenterally  because  digitaliza- 
tion occurs  so  rapidly  when  the  drug  is 
given  orally.  In  six  to  ten  hours  after  the 
initial  digitalizing  dose  of  digitoxin  is 
given  orally,  digitalization  is  produced. 
The  incidence  of  systemic  toxicity,  with 
digitoxin,  is  reported  to  be  only  2%  if 
proper  dosage  is  given. 

The  pharmacological  actions  of  digitalis, 
as  stated  by  Willius24  are  as  follows:  digi- 
talis depresses  the  sino-auricular  and  the 
auriculo-ventricular  nodes.  It  depresses 
conduction  throughout  the  auriculo-ven- 
triculo  bundle  and  throughout  the  cardiac 
muscle.  It  increases  the  refractory  period 
in  both  the  auricle  and  ventricle.  It  in- 
creases the  amplitude  of  cardiac  contrac- 
tion and  tends  to  restore  tonus  through  a 
direct  action  on  the  heart  muscle.  Ac- 
cording to  Biloon,14  when  the  ventricular 
rate  ::s  decreased,  it  allows  a longer  period 
for  diastole,  with  more  rest  for  the  heart 
muscle  and  a better  diastolic  filling  of  the 
coronary  vessels.  This  increases  the  ef- 
ficiency of  the  heart  muscle. 

McMichael25  and  his  colleagues  have 
shown  that  following  the  intravenous  in- 
jection of  1.5  mgs.  of  digoxin,  to  patients 
in  congestive  heart  failure,  there  occurs 
a drop  in  the  right  auricular  pressure  and 
in  venous  pressure.  With  this  drop  in 
venous  pressure  cardiac  output  increased. 
McMichael  suggested,  therefore,  that  the 
primary  action  of  digoxin  is  to  reduce 
venous  pressure.  McMichael20  and  Wood27 
think  that  slowing  of  the  heart  by  digi- 
talis is  an  insignificant  factor  in  the  con- 
trol of  congestive  failure  compared  with 
its  action  in  reducing  venous  pressure 
and  thereby  increasing  cardiac  output. 
McMichael28  and  Howarth  found  when 
aminophylline  was  given  intravenously 
to  patients  in  congestive  heart  failure,  a 
fall  in  venous  pressure  with  a rise  in  car- 
diac output,  similar  to  the  action  of  di- 
goxin intravenously  was  produced.  The 
effect,  however,  with  aminophylline  was 
not  sustained. 

Digitalis  in  congestive  failure  increased 
cardiac  output,  with  resulting  increased 
renal  blood  flow.  Diuresis  of  sodium  and 
water  then  occurs.  With  the  loss  of  sodi- 
um and  water,  the  blood  volume  is  re- 
duced, the  venous  pressure  will  fall  and 
the  symptoms  of  venous  engorgement  and 
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edema  will  improve. 

Digoxin  and  cedilanid  are  absorbed  or- 
ally less  completely  than  digitoxin  and 
their  excretion  is  more  rapid  than  digi- 
toxin excretion.  Cedilanid,  intravenously, 
in  a dose  of  0.8  mg.  produces  a rapid  di- 
gitalizing effect  if  emergency  digitaliza- 
tion is  indicated.  Intravenous  digitoxin 
acts  a little  more  slowly  than  cedilanid  or 
strophanthin,  but  digitalization  with  in- 
travenous digitoxin  is  very  satisfactory. 
The  intravenous  digitalizing  dose  of  di- 
goxin is  1 mg. 

The  toxic  symptoms  of  digitalis  include 
nausea,  loss  of  appetite,  vomiting,  blurr- 
ing of  vision  and  mental  changes.  Heart 
block,  premature  contractions,  and  any 
type  of  cardiac  arrythmia  may  be  pro- 
duced with  digitalis  intoxication.  The 
drug  should  be  stopped  at  the  earliest 
sign  of  toxicity.  In  certain  types  of  heart 
disease  with  congestive  failure,  digitalis 
is  either  contraindicated]  or  of  little  value, 
as  in  rheumatic  pancarditis  and  after  a- 
cute  myocardial  infarction. 

Oxygen,  if  available,  is  frequently  of 
great  value  in  patients  with  advanced 
heart  failure. 

In  patients  with  acute  pulmonary  edema 
the  use  of  cuffs  on  the  extremities  to  de- 
crease the  circulating  blood  volume  is  fre- 
quently of  value.  Phlebotomy  is  also  of 
value  in  many  instances  of  acute  pulmo- 
nary edema. 

Since  the  retention  of  sodium  and  wa- 
ter and  the  increased  extracellular  fluid 
(edema)  is  characteristic  of  congestive 
heart  failure,  the  need  of  a diuretic  exists. 
The  mercurial  diuretics  are  the  diuretics 
of  choice.  They  are  relatively  nonltoxic  in 
the  absence  of  primary  renal  disease,  and 
their  action  far  surpasses  that  of  all  the 
other  diuretics.  The  mercurial  diuretics, 
in  most  instances,  should  be  given  intra- 
muscularly. There  have  been  a few  fatal- 
ities29'30 reported  from  intravenous  ad- 
ministration of  these  mercurial  diuretics. 
It  might  be  stated,  however,  that  the  pa- 
tient with  massive  edema  may  have  very 
poor  absorption  of  the  intramuscular  mer- 
cuhydrin,  initially,,  and  the  first  or  second 
injection  may  produce  more  diuresis  if 
given  intravenously.  Mercuhydrin  given 
intramuscularly  in  the  buttocks31  rarely 
produces  a local  reaction.  Salyrgan  the- 
ophylline may  also  be  used  intramuscu- 
larly. Thiomerin32  is  one  of  the  more  re- 
cent preparations  which  may  be  given 
subcutaneously  with  very  little  discom- 
fort. If  the  patient  is  hypersensitive  to 


one  of  the  mercurials,  and  he  has  an  al- 
lergic reaction,  another  mercurial  diuretic 
may  foe  substituted.33  Mercuhydrin  is 
given  intramuscularly  in  a dosage  vary- 
ing from  0.5  to  2 cc.  daily,  depending  on 
the  patient’s  response.  The  patient  is 
weighed  at  the  onset  and  daily  thereafter. 
Daily  weighing  of  the  patient  is  a more 
satisfactory  and  accurate  index  of  the  loss 
of  edema  fluid  than  attempting  to  meas- 
ure the  fluid  intake  and  output.  Mer- 
cuhydrin may  be  given  every  day  if  the 
urgency  of  the  case  requires  it,  or  it  may 
be  given  every  two  or  three  days  until  the 
patient’s  dry  weight  is  reached.  The  on- 
set of  diuresis  after  the  injection  of  mer- 
cuhydrin is  about  V2  hour  with  the  peak 
of  diuresis  reached  in  four  hours.  The 
dry  weight  is  established  when  the  edema 
fluid  is  all  gone,  and  a daily  stationary 
weight  is  reached.  This  will  eliminate  the 
15-20  lbs.  of  subclinical  edema  which 
might,  otherwise,  be  overlooked.  After 
the  dry  weight  is  established  the  paltient 
is  made  semi-ambulatory  and  his  weight 
is  taken  frequently,  with  the  future  doses 
of  mercurials  given  as  needed.  Any  sud- 
den gain  in  weight  signifies  fluid  reten- 
tion, and  more  mercurial  diuretics  are  in- 
dicated. A gradual  gain  in  weight  may 
indicate  improved  nutrition,  rather  than 
fluid  retention.  Ammonium  chloride 
seems  to  enhance34  the  action  of  the  mer- 
curial diuretics  and  may  be  used.  Am- 
monium chloride  may  be  given  in  a dos- 
age of  30  grains  the  night  before  the  ad- 
ministration of  the  mercurial  diuretics, 
and  90  grains  the  day  of  the  injection, 
given  as  30  grains  after  each  meal. 

If  the  renal  output  to  the  mercurials  is 
not  satisfactory  caution  must  be  used  in 
any  further  use  of  the  mercurial  diuretics. 
It  is  reported  that  renal  damage35"36  may 
occur  from  frequent  use  of  mercurial  di- 
uretics. The  evidence  for  irreversible 
damage  to  the  kidney  tubules,  in  a kidney 
that  is  responding  to  the  mercurials  with 
a good  diuresis,  is  far  from  convincing. 
With  the  non-ionized  form  of  mercury 
found  in  mercuhydrin,  90%  of  the  mer- 
cury may  be  recovered  in  the  urine  with- 
in 6 hours.  Occasionally,  in  patients  on 
frequent  injections  of  a mercurial  diuret- 
ic and  a salt  free  diet,  there  may  result  a 
picture  similar  to  Addison’s  disease,  with 
weakness,  muscle  cramps,  anuria,  azote- 
mia, mental  confusion,  etc.  Careful  ob- 
servation of  the  electrolyte  balance,  with 
blood  chloride  levels,  should  be  done  from 
time  to  time  in  patients  requiring  fre- 
quent and  prolonged  mercurials. 
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Oral  mercurial  diureltics  and  rectal  sup- 
positories of  mercurial  diuretics  are  not 
the  preferred  ways  to  give  the  drug.  Oral 
mercurial  diuretics  may  cause  nausea, 
vomiting,  diarrhea,  and  abdominal  cramps. 
The  clinical  response  orally  is  not  as  good 
as  the  clinical  response  to  intravenous 
mercurial  diuretics.  Derow  and  Wolff38 
state  that  in  selected  cases  the  oral  ad- 
ministration of  mercurial  diuretics  gives 
satisfactory  results.  The  dose  is  either 
one  tablet  2 or  3 times  a day  for  a week, 
or  5 tablets  daily  before  breakfast  one  or 
two  times  a week.  Aminophylline,  par- 
enterally,  is  an  effective  diuretic  and  may 
be  used  to  increase  the  effects  of  the  mer- 
curial diuretics39.  The  value  of  occasion- 
ally checking  the  plasma  protein  level  in 
patients  with  congestive  heart  failure  has 
been  shown  by  Herrman40  who  found,  in 
a study  of  100  edematous  patients,  a fre- 
quency of  hypoproteinemia.  If  the  patient 
is  overweight  an  attempt  should  be  made 
to  reduce  the  weight  to  (the  patient’s  nor- 
mal standard  weight. 

The  maintenance  of  the  patient  in  a 
state  of  compensation,  after  he  has  become 
edema  free,  is  of  great  importance.  A salt 
poor  diet  should  be  taken  indefinitely.  The 
patient  should  weigh  daily,  and  if  he  sud- 
denly gains  weight,  mercurials  should  be 
given  to  prevent  the  recurrence  of  dysp- 
nea, orthopnea  and  edema.  Do  not  wait 
for  the  occurence  of  these  symptoms  and 
findings  to  judge  when  the  next  dose  of 
mercurial  diuretic  should  be  given. 

The  objective  is  to  discover  the  most 
liberal  diet,  with  the  longest  interval  be- 
tween injections  of  the  mercurial  diuret- 
ics, which  will  maintain  the  patient’s 
weight  at  a constant  level.  It  is  occasion- 
ally advisable  to  teach  the  patient,  or 
some  member  of  the  family,  the  simple 
technique  of  giving  the  mercurial  diuret- 
ic, after  the  doctor  has  established  the 
proper  maintenance  program. 

To  summarize,  it  might  be  said  that 
heart  muscle  weakness  is  only  one  factor 
in  the  causation  of  the  clinical  state  of 
congestive  failure.  Another  factor,  that  ol 
a metabolic  disturbance  involving  sodium 
and  water  retention,  constitutes  a more 
important  one  from  a therapeultic  point 
of  view.  The  mercurial  diuretics  and  a 
low  salt  diet  are  essential  in  the  correc- 
tion of  this  metabolic  disturbance.  The 
regime  which  has  been  described  will 
provide  relief  in  a large  proportion  of 
cardiac  patients,  including  those  in  whom 
the  use  of  digitalis  is  of  little  or  no  bene- 


fit. This  regime  is  easily  applied,  both  in 
the  hospital  and  the  home,  and  requires 
a minimum  of  nursing  and  medical  super- 
vision. 
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Carl  H.  Fortune,  M.  D.,  Lexington 
George  G.  Greene,  M.  D.,  Lexington 
R.  Arnold  Griswold,  M.  D„  Louisville 
Emmett  F.  Horine,  M.  D.,  Louisville 
E.  W.  Jackson,  M.  D.,  Paducah 


William  O.  Johnson,  M.  D.,  Louisville 
Coleman  J.  McDevitt,  M.  D„  Murray 
T.  O.  Meredith,  M.  D„  Harrodsburg 
William  R.  Miner,  M.  D„  Covington 
James  E.  Moore,  M.  D.,  Ashland 
George  W.  Pedigo,  Jr.,  M.  D.,  Louisville 
Alvin  C.  Poweleit,  M.  D.,  Covington 
Winston  V.  Rutledge,  M.  D1.,  Louisville 
Harry  M.  Weeter,  M.  D.,  Louisville 
William  L.  Woolfolk,  M.  D.,  Owensboro 
J.  P.  Sanford:  Secretary  to  Board  of  Con- 
sultants on  Scientific  Articles 


Editorial  and  Business  Offices,  620  S . Third  St.,  Louisville  2,  Kentucky 


ARE  DOCTORS  "FRAIDY  CATS?" 


In  addressing  a recent  Atlantic  City 
convention  of  the  International  Ladies 
Garment  Workers  Union,  A.  F.  of  L.,  Os- 
car Ewing  was  quoted  in  an  Associated 
Press  release  as  referring  to  members  of 
the  American  Medical  Association  as 
“fraiay  cats.” 

The  epithet  is  as  childish  as  some  of  Mr. 
Ewing’s  pet  schemes.  The  concept  tha* 
governmental  seizure  of  the  medical  pro- 
fession plus  a strong  dose  of  governmental 
bureaucratic  efficiency  can  so  enhance 
the  ability  of  the  profession  to  care  for 
the  ills  of  the  people  so  that  none  shall 
want  nor  wait  for  medical  care  is  remin- 
iscent of  a child’s  air  castles  built  in  the 
sky. 

To  provide  better  medical  care  for  the 
people  is,  and  always  has  been,  medicine’s 
primary  objective.  To  have  brought  to 
the  American  people  the  finest  medical 


care  in  the  world  is  a tribute  to  the  pro- 
fession’s adherence  to  its  goal. 

Progress  at  times  has  been  slow.  Dur- 
ing the  past  decade  it  has  been  amazingly 
fast.  Present  research  is  proceeding  un- 
der the  momentum  of  the  sum  total  of 
medical  knowledge  gained  throughout 
past  centuries. 

Perhaps  doctors  are  afraid.  When  gov- 
ernmental non-medical  “medical  experts” 
inject  themselves  into  the  medical  field 
and  propose  short  cuts  to  a medical  Uto- 
pia, it  is  time  for  fear. 

It  is  not  cowardly  to  be  afraid  when 
there  is  cause  for  fear.  Mr.  Ewing’s  pro- 
posal to  perform  a medical  miracle  similar 
to  the  miraculous  multiplication  of  the 
loaves  and  the  fishes  could  not  be  expect- 
ed to  engender  a feeling  of  security  among 
the  medical  profession  or  a fully  informed 
populace. 
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From  the  standpoint  of  those  of  us  who 
believe  in  free  enterprise  and  have  great- 
er faith  in  the  individual  than  upon  the 
ability  of  an  over-centralized  federal  gov- 
ernment to  control  and  to  solve  the  prob- 
lems of  the  individual,  there  is  cause  for 
fear. 


Democracy  as  we  have  known  it  is  not 
only  threatened  but  has  already  been 
lost  in  some  phases  of  life.  It  is  time  for 
fear  and*  it  is  time  for  action. 

We  would  remind  Mr.  Ewing  that, 
“fools  rush  in  where  angels  fear  to  tread.” 


ANTIHISTAMINICS  AND  THE  COMMON  COLD 


The  sudden  deluge  of  a variety  of  anti- 
histaminic  drugs  approved  by  the  Federal 
Food  and  Drug  Administration  for  over- 
the-counter  sale  by  pharmacists  and  her- 
alded by  the  Readers  Digest  and  by  phar- 
maceutical advertising  as  possessing  the 
ability  to  cure  the  common  cold,  caught 
the  medical  profession,  in  general,  some- 
what unprepared. 

Most  physicians  found  themselves  at  a 
loss  when  asked  questions  concerning  the 
therapeutic  effect  of  the  widely  adver- 
tised drugs.  They  were  asked  in  many 
instances,  to  evaluate  the  relative  merits 
of  the  different  brands. 

There  was  a general  feeling  that  the 
situation  was  out-of-hand  and  unwisely 
premature  and  that  the  drugs  were  po- 
tentially dangerous  for  promiscuous  use. 

The  profession  has  been  waiting  for 
thoroughly  controlled  studies  to  answer 
their  own  questions  as  well  as  those  of 
their  patients. 

AMA’s  Council  on  Pharmacy  and  Chem- 
istry studied  the  reports  upon  which  the 
favorable  claims  were  based.  They  did 
not  feel  that  sufficient  work  had  been 
done  to  definitely  prove  the  value  of  the 
drugs  and  recommended  and  outlined  a 
statistical  research  approach  to  the  prob- 
lem. 

Reports  of  independent  investigators 
are  now  forthcoming.  A recent1  issue  of 
the  New  England  Journal  of  Medicine 
carries  an  article  by  a group  of  observers 
in  Cleveland.  The  work  was  well  planned 
and  executed. 

Fifty-five  families  who  had  eeen  under 
observation  of  the  group  for  the  past  two 
years  served  for  part  of  the  study.  The 
253  persons  comprising  the  55  families 
were  closely  watched  during  a two  month 
period.  The  families  were  neither  en- 
couraged nor  discouraged  to  take  the  anti- 
histaminics,  nor  were  the  ones  who  did 
take  them  given  any  instructions  con- 


cerning their  dosage  or  use. 

Three  hundred  seventy-six  respiratory 
illnesses  occurred  in  203  of  the  253  per- 
sons under  observation.  Eighty-seven  took 
one  of  the  antihistaminic  drugs  and  289 
did  not. 

Absolutely  no  beneficial  result  was  ob- 
served either  in  the  duration  of  the  ill- 
nesses or  in  alleviation  of  symptoms  in  the 
common  cold  or  other  respiratory  condi- 
tions observed. 

Another  phase  of  the  study  consisted  o? 
observation  of  the  effect  of  antihistaminic 
drugs  on  common  colds  developing  after 
intra-nasal  inoculation  of  volunteers  with 
virus  from  acute  cases. 

The  volunteers  were  divided  into  four 
groups.  Half  were  inoculated  with  virus 
and  half  with  a sterile  inoculum.  Half  of 
each  group  received  antihistaminics  and 
the  other  half  placebos. 

Again  the  workers  could  find  no  bene- 
ficial therapeutic  or  prophylactic  effect. 

The  public  does  not  realize  the  time  and 
effort  required  to  properly  evaluate  new 
drugs.  Seeming  tardiness  of  AMA  to 
give  its  immediate  blessing  to  promising 
products  has  brought  much  criticism. 

In  the  case  of  antihistaminics  it  has 
brought  the  accusation  from  some  quar- 
ters that  doctors  have  not  been  willing  to 
accept  a loss  of  income  by  permitting  the 
people  to  use  a sure  cure  for  the  common 
cold. 

While  the  Cleveland  study  does  not 
write  the  final  chapter,  it  does  bolster  the 
stand  that  the  profession  has  taken  in  re- 
quiring more  knowledge  of  the  results  to 
be  obtained  from  these  drugs. 

It  also  shows  the  desirability  of  leav- 
ing medical  matters  to  medical  men. 

REFERENCE 
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NEW  MEN  IN  KENTUCKY  MEDICINE 


Between  50  and  75  new  physicians  will 
go  into  practice  in  Kentucky  in  the  next 
six  months,  with  the  close  of  the  1949-50 
interne-resident  year,  July  1. 

To  many  of  these  new  men,  the  full 
meaning  and  true  worth  of  organized 
medicine,  to  put  it  conservatively,  is  a 
vague  conception.  Some  of  the  young- 
sters actually  have  a hostile  attitude  to- 
ward the  state  and  national  associations. 
Space  does  not  permit  a discussion  of  the 
reasons  for  such  an  approach,  but  there 
are  explanations. 

We  are  now  concerned  with  the  neces- 
sity of  convincing  the  new  men  of  the  im- 
portance of  sharing  in  the  support  of  or- 
ganized medicine  and  understanding  the 


hazards  that  are  faced  if  medicine  is 
regimented.  The  kind  of  men  these  boys 
develop  into  will  be  influenced  to  a great 
degree  by  what  they  see  and  hear  in  the 
first  years.  In  other  words — they  will  be 
your  neighbors;  they  will  be  watching 
you.  You  will  have  a great  opportunity 
to  influence  the  new  men,  either  for  good 
or  bad. 

By  inviting  the  new  physicians  to  join 
your  County  Medical  Society,  offering  to 
let  them  ride  with  you  to  the  State  Medi- 
cal Annual  Meeting,  by  being  helpful  and 
genuinely  cooperative  in  all  possible  ways, 
you  will  make  a most  worthy  contribu- 
tion to  medicine.  Your  good  example  is 
the  important  thing,  and  will  make  the 
greatest  contribution. 


GRIEVANCE  COMMITTEE  REPORTS; 
MAKES  TIMELY  SUGGESTIONS 


Your  Grievance  Committee  is  pleased 
to  report  that  it  is  functioning  and  had 
enjoyed  a substantial  degree  of  success. 
It  operates  autonomously  and  confiden- 
tially with  respect  to  subject  matter  and 
the  individuals  involved. 

While  the  Committee  is  relatively  young 
and  we  are  pleased  that  we  have  not  had 
many  cases  submitted  to  us,  we  do  feel 
justified  at  this  time  in  making  some  sug- 
gestions to  the  members  of  our  Kentucky 
State  Medical  Association.  These  sugges- 
tions are  being  made  in  a constructive 
spirit  and  are  based  on  first  hand  observa- 
tion in  the  processing  of  these  cases. 

A substantial  percentage  of  the  strained 
relations  between  the  physician  and  pa- 
tient grows  out  of  the  lack  of  understand- 
ing on  the  part  of  the  patient  as  to  what 
he  is  paying  for.  For  example,  one  patient 
complained  bitterly  about  the  amount  of 
the  bill  and  the  time  the  doctor  actually 
spent  with  the  patient.  When  the  doctor 
explained  to  the  patient  the  amount  of 
time  he  had  spent  in  studying  the  x-ray 
and  laboratory  findings,  doing  personal 
research,  talking  over  the  case  with  other 
doctors,  reading  charts  and  giving  orders, 
the  misunderstanding  was  cleared  up! 
While  the  Committee  feels  that  this  is 
a somewhat  tedious  and  time  consuming 
procedure  the  patient  has  every  right  to 


all  the  information  that  the  physician  can 
give  and  that  the  physician  who  refuses 
to  do  this  is  negligent  in  his  duties  to  the 
patient.  We  feel,  too,  that  if  the  physician 
will  talk  with  his  patients  in  a courteous 
manner  this  will  save  much  time  and  be 
productive  of  a much  warmer  relation- 
ship between  the  public  and  the  profes- 
sion.- 

While  some  patients  insist  that  they 
should  have  an  itemized  statement  we  do 
not  believe  that  this  is  necessary  but  the 
patient  should  understand  about  the 
charges  and  the  reason  for  them.  In  mak- 
ing charges  for  services  rendered,  espe- 
cially, in  surgical  cases  where  more  or 
less  fixed  fees  are  made,  the  patient  should 
understand  the  charge  and  be  consulted 
as  to  whether  he  thinks  it  is  a reasonable 
fee  for  him  and  whether  he  can  pay  it  or 
not. 

Another  source  of  misunderstanding  is 
alleged  discourtesy  of  the  physician  to 
the  patient.  It  is  well  known  that  a phy- 
sician may  refuse  to  see  or  accept  any 
patient  as  he  wishes,  but  this  should  be 
done  diplomatically  and  with  courtesy  so 
the  patient  will  not  be  offended  by  his  re- 
fusal. Occasionally  physicians  do  not  show 
courtesy  and  consideration  for  the  patient 
he  is  treating.  Your  Committee  knows 
from  personal  experience  the  degree  to 
which  our  patience  is  burdened  by  seem- 
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ingly  unreasonable  patients,  yet  it  is  our 
obligation  to  the  patient  and  profession 
to  exercise  the  utmost  tact  and  diplomacy. 

Generally  speaking,  the  Committee  has 
been  quite  pleased  with  the  attitude  of 
both  patients  and  physicians  toward  our 
efforts  and  we  have  had  letters  from  both 
commending  us.  As  Chairman  of  the 
Committee,  I would  like  to  compliment 
the  fine  spirit  of  the  other  Committee 


members  and  their  attitude  toward  their 
responsibility.  As  evidence  of  this,  we 
had  100  per  cent  attendance  at  our  last 
meeting  and  three  of  the  members  tra- 
velled a distance  of  1050  miles  to  attend. 
Our  Committee  members  have  a genuine 
desire  to  serve  the  people  of  Kentucky 
and  our  profession. 

Charles  A.  Vance,  Chairman, 

Grievance  Committee 


EDITORIAL  COMMENTS 


The  Union  County  Advocate,  Morgan- 
field,  in  a recent  issue  editorialized  on  the 
subject  of  doctors  holding  professional 
advertising  to  be  unethical. 

The  Advocate  cannot  understand  why 
after  a doctor  spends  much  money  and 
time  in  preparing  for  his  profession,  it  is 
considered  unethical  for  him  to  “mention 
in  an  advertisement  where  his  office  is 
located,  what  symptoms  to  watch  for  to 
keep  down  diseases,  his  telephone  num- 
ber, etc.” 

The  purpose  of  this  comment  is  not  to 
explain  to  the  Advocate  why  doctors  hold 
such  views.  It  is  to  point  out  that  there 
has  never  been  understanding  between 
the  medical  profession  and  the  press.  This 
is  a typical  example.  Neither  can  the 
press  understand  why  a doctor  does  not 
like  to  be  quoted  by  name. 

It  is  for  these  reasons  that  many  state 
medical  associations  are  striving  to  im- 
prove press  relations.  A report  on  our 
own  first  step  in  this  direction  was  report- 
ed in  the  June  issue  of  The  Journal. 

Much  of  the  fault  lies  with  doctors.  We 
haven’t  taken  the  time  nor  trouble  to  ex- 
plain and  in  fact  we  haven’t  realized  that 
we  have  an  obligation  to  the  press  to  re- 
lease authentic  medical  news. 

Good  press  relations  are  important  to 
us  and  to  our  newspaper  friends.  We  hope 
to  see  progress  in  this  regard  in  our  state. 


We  have  recently  seen  reports  from 
some  American  observers  of  the  British 
health  plan  that  picture  the  British  phy- 
sicians as  being  as  content  with  socialized 
medicine  as  a kitten  with  'a  saucer  of  milk. 
Perhaps  even  purring  under  Mr.  Bevin’s 
stroking  hand. 

The  following  resolution  passed  by  the 
Harrow  division  of  the  British  Medical 


Association  makes  one  doubt  the  accu- 
racy of  these  rosy  views  which  were  evi- 
dently seen  through  spectacles  tinted 
pinkish  by  the  socialistic  concept  of  the 
visitor: 

“We,  the  members  of  the  Harrow  Area, 
are  thoroughly  dissatisfied  with  the  low 
capitation  fee  paid  to  general  practition- 
ers under  the  National  Health  Service, 
and  we  hereby  give  notice  that  unless 
this  is  rectified  by  July,  1950,  direct  ac- 
tion will  be  taken  by  general  practition- 
ers in  the  Harrow  Area  to  withhold  our 
services  under  the  terms  of  our  contract, 
except  for  necessary  medical  attention.” 

To  us  this  sounds  like  a strike,  of  the 
“sit-down”  variety. 

It  is  difficult  in  America  to  envision 
physicians  resorting  to  the  tactics  of  a 
labor  union  to  enhance  their  income  and 
to  protect  their  rights.  Thus  we  see  the 
inevitable  result  of  socialism  upon  the 
dignity  of  a profession. 

Let  us  do  our  part  to  keep  American 
medicine  out  of  a similar  position. 


At  the  risk  of  seeming  to  be  repetitive, 
we  wish  to  reiterate  that  in  our  opinion 
the  voluntary  health  insurance  plans 
must  be  broadened  as  fast  as  possible  to 
meet  the  people’s  need  for  more  complete 
coverage  of  the  costs  of  illness. 

California  Blue  Shield  is  spearheading 
in  this  field  with  their  new  Catastrophic 
Coverage  Contract.  This  contract  covers 
home,  office  and  hospital  visits,  medical 
and  surgical  services  and  radiological 
therapy  for  a period  of  two  years  or  for 
a total  of  $5,000,  whichever  occurs  first, 
for  certain  specified  diseases.  The  list  in- 
cludes twenty-three  conditions  such  as 
cancer,  brain  tumors,  tuberculosis,  perni- 
cious anemia,  leukemia,  poliomyelitis, 
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Hodgkin’s  disease,  diabetes,  burns,  and 
rheumatic  and  undulant  fever. 

Diseases  have  been  selected  that  place 
the  greatest  strain  on  the  family  budget. 

California’s  acturial  experience  will  be 
closely  watched  by  all  Blue  Shield  plans. 
It  is  hoped  that  the  experiment  will  be 
successful  and  that  all  plans  can  eventual- 
ly adopt  such  contracts. 

Remember — the  more  people  that  can 
be  reached  and  protected  by  voluntary 
health  plans,  the  fewer  customers  there 
will  be  for  the  government  way. 


At  a June  meeting  of  the  House  of 
Delegates  of  the  State  Medical  Associa- 
tion of  Texas  the  following  actions  were 
taken: 

1.  Initiated  a change  in  its  Constitution 
to  permit  membership  of  negro  physi- 
cians. The  resolution  must  be  held  over 
a year  for  final  vote. 

2.  Adopted  a resolution  to  be  presented 
to  the  AMA  House  of  Delegates  recom- 
mending that  boards  of  specialization  re- 
quire two  years  of  general  practice  some- 
where in  the  United  States  or  one  yeay 
in  a town  of  less  than  5,000  population. 

3.  Adopted  a resolution  asking  that  the 
$25.00  AMA  dues  include  the  cost  of  The 
Journal. 

4.  Set  up  machinery  for  a Grievance 
Committee  and  began  a program  to  de- 
velop a code  of  cooperation  between  the 
medical  profession,  hospitals,  press  and 
radio. 

2,030  Texas  physicians  attended  the 
Fort  Worth  meeting. 


A.  M.  A submitted  a statement  to  the 
hearing  on  H.  R.  1512  which  is  a bill  to 
provide  chiropractic  care  in  Veterans  Ad- 
ministration hospitals.  The  bill  states 
that  chiropractors  to  be  eligible  must  be 
graduates  of  a college  or  university  ap- 
proved by  the  V.  A.  administrator. 

A.  M.  A.  pointed  out  that  chiropractic 
is  not  taught  in  any  college  or  university 
supported  by  public  funds.  It  also  re- 
ferred to  the  fact  that  the  chiropractic 
theory  does  not  recognize  a relationship 
between  bacteria  and  disease. 

Since  all  medical,  highly  scientific  and 
well  established  theories  of  the  etiology 
of  disease  are  ignored  by  chiropractic, 
A.  M.  A.  pointed  out  that  it  would  seem 
indefensible  for  the  Federal  government 


to  provide  its  disabled  veterans  with  a 
form  of  treatment  which  obviously  is  not 
the  best. 

Our  information  on  this  report  comes 
from  the  Washington  Office  of  A.  M.  A., 
of  which  Dr.  Joseph  S.  Lawrence  is  Di- 
rector. 

-<3*- — 

“In  order  to  avoid  socialized  medicine  in  the 
United  States,  we  endorse  the  President’s 
program  for  broadened  Federal  activity  in 
the  entire  field  of  health  and  medical  care 
,and  the  adoption  of  a pay-as-you-go  insur- 
ance program  to  put  better  medical  care 
within  the  financial  reach  of  all  Americans.” 
The  above  paragraph  is  taken  from  the 
Democratic  Party’s  1950  platform.  It  was 
adopted  by  the  Democratic  National  Reso- 
lutions Committee  in  Chicago  on  May 
16  th. 

Many  physicians  who  are  “good  demo- 
crats” and  have  been  loyal  to  their  party 
will  regret  the  inclusion  of  this  distaste- 
ful plank  in  the  platform. 

By  its  adoption  the  party  is  attempting 
to  discount  the  profession’s  claim  that 
medicine  would  be  socialized  by  compul- 
sory health  insurance.  In  fact  Oscar  Ew- 
ing recently  referred  to  the  profession’s 
objections  as  “boloney.” 

Heretofore,  although  the  proposed  leg- 
islation stemmed  from  aid  has  been  pushed 
by  the  administration,  it  has  not  had  the 
official  blessing  as  a definite  objective  ot 
the  party  as  a whole. 

We  predict  that  this  attempt  to  line  up 
the  party  solidly  behind  Mr.  Truman  and 
Mr.  Ewing  in  this  phase  of  the  platform 
will  backfire  on  the  perpetrators  and  will 
cost  the  Democratic  party  many  votes  in 
November. 


The  Association  of  American  Physi- 
cians and  Surgeons,  Inc.,  delegates  recent- 
ly adopted  a resolution  recommending  the 
curtailment  of  waste,  duplicity  and  inef- 
ficiency, in  the  various  Medical  Services, 
as  outlined  by  the  Hoover  Commission. 
A copy  of  the  resolution  has  been  sent  to 
the  President  of  the  United  States,  the 
Secretary  of  Defense,  the  Director  of  the 
Fderal  Medical  Services,  all  members  of 
Congress,  the  American  Medical  Associ- 
ation, State  Medical  Associations,  and 
County  Medical  Societies. 

The  president  of  the  Association  of 
American  Physicians  and  Surgeons,  Inc., 
is  Joseph  C.  Bunton,  M.  D.,  Cheyenne, 
Wyo. 
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“The  Stagesetting  of  Ephraim  McDow- 
ell, 1771-1830,”  is  the  title  of  an  interest- 
ing and  informative  article  by  Emmet 
Field  Horine,  M.  D.,  Brooks,  that  was  pub- 
lished in  the  “Bulletin  of  the  History  of 
Medicine,”  issue  of  March-April,  1950. 

This  work,  which  takes  the  reader  a- 
cross  the  waters  to  the  old  country,  lists 
some  of  the  influences  that  contributed 
toward  making  Ephraim  McDowell  a pi- 
oneer in  the  field  of  gynecological  surg- 
ery. The  article  is  absorbing  and  is  ob- 
viously the  product  of  an  exhaustive  re- 
search and  much  effort. 


In  1949  the  net  increase  in  the  number 
of  physicians  in  the  United  States  and  its 
possessions  was  2,266 — the  American  Med- 
ical Association’s  licensure  report  shows. 
A total  of  5,866  physicians  were  licensed 
for  the  first  time — there  were  3,600 
deaths.  A total  of  12,181  licenses  were  is- 
sued to  all  doctors  by  all  the  48  State 
Boards. 


Voluntary  hospitalization  insurance  is 
believed  by  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  A.  M.  A.  to  be 
responsible  for  the  increase  in  registered 
hospitals  in  the  United  States  from  6,291 
in  1940  to  6,572  at  the  close  of  1949.  The 
total  bed  capacity  of  these  hospitals  is 
now  1,439,030. 


The  Bureau  of  Budget,  an  agency  of  the 
Federal  Government,  states  that  the  Exec- 
utive Branch  of  the  Government  alone  in 
1949  spent  $12,065,151.00  on  salaries  for 
employees  engaged  in  publicity  and  pub- 
lic relations  work.  This  does  not  include 
postage,  printing  or  mechanical  costs. 


The  Barbiturate  law  which  was  passed 
by  the  1950  General  Assembly  became  ef- 
fective on  June  15,  1950.  The  law  specifies 
that  pharmacists  may  not  refill  a barbi- 
turate prescription.  The  State  Board  of 
Health  and  the  State  Board  of  Pharmacy 
are  jointly  responsible  for  the  administra- 
tion of  the  Barbiturate  law  under  the  pro- 
visions of  the  bill. 


The  Indiana  State  Medical  Association 
is  carrying  the  doctor’s  story  of  socialized 
medicine  to  the  people  through  newspa- 
per advertising. 

All  Indiana  papers  both  dailies  and 
weeklies  are  publishing  the  illustrated 
advertisements. 

The  campaign  will  cost  Indiana  physi- 
cians almost  $50,000.  The  money  was 
raised  by  a dues  increase  from  $15  to  $35 
this  year. 


An  editorial  in  the  May  15th  issue  of 
the  United  Mine  Workers’  Journal  credits 
“the  medical,  drug  and  hospital  fraterni- 
ty” with  a large  share  of  the  “blame”  for 
Senator  Pepper’s  defeat. 

Their  chief  worry  is  that  if  resentment 
of  the  voters  to  National  Medicine  causes 
the  defeat  of  candidates  favorable  to  la- 
bor, repeal  of  the  Taft-Hartley  law  would 
be  more  difficult. 

The  editorial  classified  the  Florida  vot- 
ers as  “unreasoning”  and  stated  that  the 
more  he  said  in  support  of  National  Medi- 
cal Aid,  the  more  votes  he  lost. 


The  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  has  made 
membership  in  a county  medical  society 
and  in  A.  M.  A.  prerequisite  to  member- 
ship in  the  State  Association. 

Oklahoma  is  the  only  other  state  that 
has  come  to  our  attention  which  has  made 
payment  of  A.  M.  A.  dues  mandatory. 


A.  M.  A.’s  Council  on  Medical  Service 
states  that  more  than  18,000  U.  S.  business 
firms  are  providing  more  than  2,000,000 
employees  with  health  insurance. 


Don’t  forget  that  your  $25.00  A.  M.  A. 
dues  are  deductible  from  your  income  tax 
as  professional  expenses. 


A highlight  of  National  Tuberculosis 
Association  meeting  in  Washington  was 
announcement  that  approximately  14 
million  Americans  had  been  X-rayed  in 
tuberculosis  screening  tests  in  1949. 
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House  of  Delegates  To  Have  Dinner 
Meeting  September  25 

The  first  meeting  of  the  House  of  Delegates 
of  the  1950  Annual  Session  will  be  a dinner 
affair,  Monday  evening,  September  25,  in  the 
Crystal  Ballroom  of  the  Brown  Hotel  in  Lou- 
isville. 

Another  innovation  in  this  first  meeting  of 
the  House  of  Delegates  will  be  the  attendance 
of  the  Delegates’  wives  at  the  dinner.  After 
the  meal,  the  wives  will  retire  and  the  busi- 
ness session  will  follow.  The  second  meeting 
of  the  House  is  scheduled  for  2:00  P.  M., 
Wednesday,  September  27,  in  the  Columbia 
Auditorium. 

If  your  county  has  not  named  its  Delegate 
yet,  the  Headquarters  Office  will  be  most 
grateful  if  you  will  look  after  this  matter,  sub- 
mitting both  the  names  and  credentials  of 
your  Delegates  at  your  earliest  convenience. 

Don’t  forget  to  make  your  hotel  reservation, 
if  you  are  a Delegate,  for  Monday,  September 
25. 


M?ke  Hotel  Reservations  Now  For 
Annual  Meeting  September  26-28 

Have  you  made  your  hotel  reservation  for 
the  Annual  Meeting  in  Louisville,  September 
26-27-28,  Tuesday,  Wednesday  and  Thursday? 

We  understand  the  reservations  are  begin- 
ning to  come  into  the  local  hotels,  for  the 
meeting,  so  we  would  respectfully  urge  your 
attention  to  this  matter. 

If  you  are  to  be  a delegate,  it  is  suggested 
that  you  make  your  reservation  start  on  Mon- 
day, September  25,  in  order  that  you  may  at- 
tend the  first  meeting  of  the  House  of  Dele- 
gates that  evening. 

Should  a problem  develop  with  your  reser- 
vation, the  Assistant  Secretary  will  be  glad 
to  attempt  to  be  of  assistance. 


Urges  Application  For  Scientific  Exhibit 
Space  by  September  1 

Charles  F.  Wood,  M.  D'.,  Chairman  of  the 
Scientific  Exhibits  Committee,  and  his  group 
are  making  every  effort  to  have  the  scientific 
exhibits  at  the  Annual  Meeting  in  the  Colum- 
bia Auditorium,  September  26-28,  make  a sig- 
nificant contribution  to  the  convention. 

In  order  that  each  exhibitor  may  be  given 


the  best  service,  Dr.  Wood  has  .announced 
that  the  dead  line  for  making  application  for 
space  for  a scientific  exhibit  will  be  Septem- 
ber 1,  1950.  He  explained  this  move  would 
be  necessary  as  a means  of  effecting  proper 
organization  of  the  material  and  giving  e- 
nough  time  to  construct  the  exhibits. 

A number  of  contributors  have  already  ap- 
plied for  space.  Although  ithe  space  is  now 
somewhat  limited,  Dr.  Wood  said  that  more 
applications  can  be  accepted,  .and  has  asked 
prospective  exhibitors  to  contact  the  Head- 
quarters office. 


Naiional  Advertising  Campaign  of 
A.  M,  A.  To  Star!  In  Fall 

A nation  wide  advertising  campaign,  cov- 
ering newspapers,  magazines  and  radio,  has 
just  been  given  final  and  unanimous  approval 
by  the  A.  M.  A.  Board  of  Trustees  and  the  Co- 
ordinating Committee,  the  National  Education 
Committee  states. 

This  advertising  program  will  get  under 
way  in  October,  the  announcement  stated,  and 
will  be  presented  by  Whitaker  and  Baxter. 

The  program  will  advance  the  cause  of  Vol- 
untary Health  Insurance,  and  emphasize  to 
the  public,  medicine’s  leadership  in  maintain- 
ing the  American  system  of  combating  social- 
ism. 

The  Indiana  State  Medical  Association  be- 
gan its  own  campaign  on  a state  level  this 
spring.  Four  advertisements  were  scheduled 
to  appear  before  the  primary  and  four  more 
before  the  general  election. 


1950  Session  To  Be  "The  Theodore  N.  Wise 
Memorial  Meeting" 

The  Program  Committee  in  1935  proposed 
that  our  meetings,  instead  of  carrying  merely 
numerals,  be  so  designated  as  to  honor  our 
past  presidents.  In  pursuance  of  this  custom 
our  next  gathering,  26-28  September,  1950,  in 
Louisville,  will  be  called  The  Theodore  N. 
Wise  Memorial  Meeting.  Dr.  Wise  of  Coving- 
ton was  elected  President  in  1871,  and  de- 
livered his  valedictory  address  on  3 April,  1872. 

Beginning  with  the  separately  printed  pro- 
gram in  1935,  each  has  featured  a portrait  and 
a brief  biography  of  a past  president,  the 
first  having  been  William  Loftus  Sutton  of 
Georgetown.  Our  thanks  are  due  Dr.  Lillian 
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H.  South  for  finally  securing  a complete  col- 
lection of  the  portraits  of  all  past  presidents. 
Recently  Dr.  Underwood  has  had  these  por- 
traits carefully  labeled,  suitably  framed  and 
hung  in  the  auditorium  of  the  State  Board  of 
Health. 

During  past  years  it  has  fallen  to  my  lot  to 
write  the  biographical  sketches.  I began  with 
some  trepidation  because  I foresaw  the  pos- 
sibility of  a president  about  whom  no  infor- 
mation could  be  obtained.  Since  last  year 
search  has  been  made  for  information  con- 
cerning Dr.  T.  N.  Wise.  It  began  to  look  as 
though  my  fears  were  well  grounded  and  that 
the  sketch  this  year  would  consist  merely  in 
stating  that  he  had  presided  at  the  1872  meet- 
ing and  in  quoting  from  his  address  at  that 
time,  lit  seemed  impossible  to  find  even  what 
the  initials  “T.  N”  stood  for.  I own  a practi- 
cally complete  collection  of  the  printed  pro- 
ceedings of  our  Association  from  the  first  in 
1851  and  his  full  name  never  appeared  in  the 
rosters.  It  was  not  until  recent  weeks  that  I 
obtained  important  information  from  Dr. 
Charles  W.  Reynolds  of  Covington  and  there- 
by located  a niece  of  D'r.  Wise.  The  material 
now  in  my  possession  will  permit  a brief  bi- 
ography. 

Our  JOURNAL  has  a bright  “new  look”  and 
those  responsible  deserve  our  heartiest  con- 
gratulations. There  will  be  further  innova- 
tions with  much  expanded  scientific  and  com- 
mercial exhibits  at  the  Columbia  Auditorium 
where  we  meet  in  Louisville.  Plan  to  be  with 
us  during  what  should  be  our  biggest  meeting 
on  26-28  September,  1950. 

Emmet  F.  Horine 


New  High  Reached  In  Technical 
Exhibit  Space  Sellout 

The  Headquarters  Office  takes  pleasure  in 
announcing  that  all  fifty-five  technical  ex- 
hibit booth  spaces  have  been  contracted  for 
in  the  exhibit  hall  of  the  Columbia  Auditorium 
for  the  1950  Annual  Meeting,  September  26-28. 

By  moving  the  Convention  to  this  location, 
it  became  possible  to  offer  this  additional 
space  and  to  establish  an  all  time  high  both 


as  to  number  of  exhibitors  and  income  from 
the  sale  of  space. 

We  wish  to  express  our  appreciation  for 
the  most  helpful  support  and  cooperation  of 
the  Technical  Exhibits  Committee,  of  which 
Carlisle  R.  Petty,  M.  D.,  Louisville,  is  Chair- 
man. 

We  believe  that  the  membership  shares 
with  the  Technical  Exhibits  Committee  and 
the  Headquarters  Office  our  sincere  gratitude 
for  the  support  of  these  fifty-five  technical 
exhibitors  who  actually  finance  the  meeting. 

The  most  effective  way  our  members  can 
show  their  gratitude  is  by  visiting  each  booth 
and  registering.  The  exhibiting  companies 
find  this  is  the  most  effective  way  of  measur- 
ing their  success — if  the  doctors  do  not  regis- 
ter, the  companies  can  not  justify  the  expenses 
of  attending  our  meetings. 


New  Surgical  Society  Hears  Dr.  Estes 
At  Harrodsburg 

The  first  scientific  meeting  of  the  Kentucky 
Surgical  Society  was  held  at  Beaumont  Inn, 
Harrodsburg,  May  24. 

William  L.  Estes,  Jr.,  M.  D.,  Bethlehem, 
Pennsylvania,  the  guest  speaker,  gave  a paper 
entitled  “End  Results  Following  Perforation 
of  Peptic  Ulcer.”  Other  speakers  and  sub- 
jects were  “Vagatomy  in  the  Treatment  of 
Peptic  Ulcer,”  presented  by  Howard  Dorton, 
M.  D.,  Lexington,  and  “Transthoracic  Esoph- 
ago-gastrectomy,”  given  by  R.  Arnold  Gris- 
wold, M.  D.,  Louisville. 

Charles  A.  Vance,  M.  D.,  Lexington,  was 
the  first  president  of  the  new  organization  and 
Francis  Massie,  M.  D.,  Lexington,  was  the 
first  secretary. 

At  the  Harrodsburg  meeting,  Pat  R.  Imes, 
M.  D.,  Louisville,  was  elected  president  to  suc- 
ceed Dr.  Vance  and  Malcom  D.  Thompson, 
M.  iD.,  Louisville,  was  chosen  vice-president. 
Dr.  Massie  was  re-elected  secretary  and  treas- 
urer. 

The  staff  of  the  Journal  regrets  its  inability 
to  give  more  space  to  this  most  newsworthy 
event  in  the  July  issue,  but  promises  to  give 
broad  coverage  to  it  in  the  August  issue. 


-«S*- 

ATTEND  THE  ANNUAL  MEETING.  SEPTEMBER  26.  27.  and  28. 
Register  with  the  Technical  Exhibitors 
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Hoosier  Chiropractors  Pay  $240.00 
For  Annual  Membership 

Paying  $20.00  a month  ($240.00  a year)  mem- 
bership dues  into  the  newly  organized  Federa- 
tion of  Indiana  Chiropractors,  Inc.,  the  Hoosier 
chiropractors  are  making  an  all-out  effort  to 
convince  the  Indiana  public  and  legislature  that 
they  should  have  a separate  licensing  board. 

An  Executive  Secretary  has  been  employed 
by  the  group  to  lead  the  drive  to  make  the 
Indiana  public  think  that  chiropractors  have 
been  mistreated.  According  to  the  “PR”  letter 
of  the  Indiana  State  Medical  Association,  seven 
of  the  twelve  directors  of  the  chiropractic  or- 
ganization are  unlicensed. 

Chiropractors  in  Kentucky  have  recently 
demonstrated  the  effectiveness  of  their  organi- 
zation in  defeating  hospital  licensure  legisla- 
tion— legislation  that  had  the  active  support  of 
the  K.  S.  M.  A.,  the  Kentucky  Hospital  Asso- 
ciation, and  other  groups.  Chiropractic  organi- 
zations are  often  successful  in  their  various 
efforts  because  they  are  willing  to  pay  with 
effort  and  money  for  what  they  want. 

Kentucky  physicians  may  look  forward  to 
more  embarrassments  as  long  as  they  have  the 
“Let  George  do  it”  attitude. 


A.  M.  A.  Winter  Meeting  November  28 

Many  of  our  members  who  could  not  go  to 
the  Annual  Meeting  of  the  American  Medical 
Association  last  month  in  San  Francisco,  will 
be  interested  to  know  that  the  AMA  winter 
meeting  is  scheduled  for  session  at  Denver, 
Colorado,  November  28  to  December  1.  The 
winter  meeting,  or  clinical  session,  is  planned 
largely  for  the  family  physicians.  The  1951 
winter  meeting  will  be  held  at  Houston,  Texas, 
December  4-7. 


New  A.  M.  A.  Directory  Shows  Yearly 
Increase  of  2598  Physicians 

The  18th  Edition  of  the  Directory  of  the 
A.  M.  A.,  the  first  to  be  issued  since  1942,  was 
made  ready  for  distribution  early  in  June, 
George  F.  Lull,  M.  D.,  Secretary  and  General 
Manager,  has  announced. 

There  are  now  201,272  physicians  from  the 
United  States  listed  in  the  Directory,  which  is 
a gain  of  20,781  over  the  1942  total,  or  an  aver- 
age annual  gain  of  2,598  per  year.  Names 
added  totalled  51,984,  and  those  dropped 
totalled  28,242. 

According  to  the  Directory  there  is  now  one 
physician  for  every  750  persons  in  the  U.  S.  A., 
as  compared  to  one  doctor  for  870  people  in 
Great  Britain. 


The  new  Directory  costs  $25.00  and  may  be 
ordered  by  writing  Frank  V.  Cargill,  Directory 
Department,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 


Physicians  and  Pharmacy  Groups 
Hold  Joint  Meeting 

A very  profitable  joint  meeting  of  commit- 
tees representing  the  Kentucky  State  Medical 
Association  and  the  Kentucky  Pharmaceutical 
Association  was  held  in  the  Secretary’s  office 
in  Louisville  May  22. 

Perhaps  the  most  important  development  was 
the  unanimous  agreement  on  the  part  of  both 
committees  that  each  group  recommend  to  its 
state  organization  that  a permanent  committee 
or  advisory  board  be  established  and  that  each 
association  name  members  to  serve  on  such  an 
agency. 

The  purpose  of  the  proposed  board  would  be 
to  investigate  and  seek  a solution  of  the  prob- 
lems that  jointly  confront  the  two  professions 
to  the  end  that  better  services  and  medicines 
are  made  available  to  the  public  at  a lower  cost. 

At  the  May  22  meeting,  a wide  range  of  un- 
satisfactory conditions  that  prevail  were  dis- 
cussed and  possible  remedies  were  explored. 
Among  other  things,  the  druggists  expressed 
a keen  interest  in  discovering  ways  to  lower 
the  cost  of  medicines,  but  can  find  no  answer 
to  high  overhead  and  large  inventories  that 
grow  out  of  duplications  of  medicines. 

Each  committee  had  frank  and  friendly  state- 
ments to  make  to  members  of  the  other  pro- 
fession on  ills  that  exist  and  possible  solutions 
were  suggested. 

Committee  members  representing  the  phar- 
macy group  are  Mr.  E.  M.  Josey,  Frankfort, 
Mr.  Sidney  Passamaneck,  Louisville,  Mr.  Ken- 
neth Wood,  Hopkinsville,  and  Mr.  Robert  Cole, 
Lancaster;  those  physicians  representing  the 
Kentucky  State  Medical  Association  are  Hugh 

L.  Houston,  M.  D.,  Murray,  Gabe  A.  Payne,  Jr., 

M.  D.,  Hopkinsville,  and  Richard  R.  Slucher, 
M.  D.,  Buechel. 


Clark  Has  Emergency  Call  System 

The  emergency  call  bureau  of  the  Clark 
County  Medical  Society  operates  through  the 
Clark  County  Hospital.  If  the  patient  can  not 
find  his  personal  physician  or  other  physician 
of  his  choice,  the  Hospital  then  calls  one  of 
the  young  physicians.  If  this  man  is  not  a- 
vailable,  a second  young  physician  is  on  call. 

The  Society  members  take  Wednesday  af- 
ternoon off  with  two  members  agreeing  to 
hold  themselves  available  for  “first”  and 
“second”  for  calls  to  emergencies  or  critical 
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illness.  The  doctors  have  set  up  a rotation 
system  for  this  phase  of  the  coverage.  If  the 
physician  can  not  take  his  regular  place  when 
it  is  his  turn  to  be  “on  call’’  Wednesday  after- 
noon, then  he  provides  for  his  substitute. 

We  thank  Thomas  E.  Averitit,  M.  D.,  Presi- 
dent of  the  Clark  County  Medical  Society,  for 
this  information.  E.  L.  Snowden,  M.  D.,  is 
Secretary.  Both  men  live  in  Winchester. 


Indiana  Leads  Resolution  Drive 
With  21  Per  Cent  of  Total 

Approximately  1200  resolutions  condemning 
compulsory  health  insurance  have  been  ob- 
tained by  the  Indiana  State  Medical  Associa- 
tion, which  is  21%  of  the  total  reported  from 
all  states  to  the  A.  M.  A. 

We  salute  Ray  Smith,  Executive  Secretary 
of  the  I.  S.  M.  A.,  the  Hoosier  doctors  and  their 
Auxiliaries  who  have  done  such  an  excellent 
piece  of  work. 

As  of  the  first  of  June,  Kentucky  had  an 
increase  of  87  resolutions  for  the  last  two 
months.  Haynes  Barr,  M.  D'.,  Owensboro, 
Chairman,  and  his  Education  Committee,  in 
cooperation  with  the  efforts  of  the  energetic 
and  loyal  Auxiliaries,  have  mounted  our  own 
drive  for  resolutions  and  all  are  doing  a splen- 
did job. 

It  is  interesting  to  note  that  county  medical 
societies  in  Kentucky  who  have  Auxiliaries, 
are  submitting  twice  as  many  resolutions  as 
county  societies  that  do  not  have  Auxiliaries. 


O'Nan  Named  District  President 

Walter  L.  O’Nan,  M.  D.,  Henderson,  was 
chosen  President  of  the  Second  Councilor  Dis- 
trict, and  Robert  W.  Smith,  M.  D.,  Owensboro, 
Secretary  at  the  Annual  Meeting  in  Henderson, 
May  11. 

Dr.  O’Nan  succeeds  William  L.  Woolfolk, 
M.  D.,  Owensboro,  and  Dr.  Smith,  George  F. 
Brockman,  M.  D.,  Greenville.  R.  Haynes  Barr, 
M.  D.,  Owensboro,  is  the  Second  District  Coun- 
cilor. 


F.  B.  I.  Completes  A.  M.  A.  Check 

The  Federal  Bureau  of  Investigation  has  com- 
pleted its  investigation  of  the  Headquarters 
Office  of  the  American  Medical  Association, 
George  F.  Lull,  M.  D'.,  Secretary  and  General 
Manager,  recently  announced  in  his  “Secre- 
tary’s Letter.” 

We  quote  directly.  “From  four  to  six  agents 
have  spent  the  last  seven  months  scanning  the 
voluminous  files  and  records  at  A.  M.  A.  head- 


quarters. When  the  agents  started  their  job 
last  October,  Attorney  General  Howard  Mc- 
Grath, former  chairman  of  the  Democratic 
National  Committee,  announced  in  Washington 
that  the  Justice  Department  wanted  to  know 
if  any  monopoly  existed  in  connection  with 
prepaid  medical  care  plans.” 


Counties  Asked  To  Study  Report  of 
Re-Districting  Committee 

A report  of  the  committee  to  study  re-dis- 
tricting  of  the  state  into  new  Councilor  Dis- 
tricts has  gone  to  every  County  Society  secre- 
tary and  the  state  officers.  This  report  was 
printed  in  the  May  issue  of  the  “Journal” — 
page  228. 

The  County  Societies  are  asked  to  consider 
this  report,  and  instruct  their  Delegates  to  the 
Annual  Meeting  in  September  as  to  how  they 
should  vote. 

Much  thought,  time  and  effort  were  expend- 
ed in  compiling  this  report  by  the  committee, 
which  is  composed  of  Guy  Aud,  M.  D.,  Louis- 
ville, Chairman,  Branham  B.  Baughman,  M.  D., 
Frankfort,  Robert  W.  Robertson,  M.  D.,  Padu- 
cah, R.  J.  Rust,  M.  D.,  Newport  and  Bruce 
Underwood,  M.  D.,  Louisville,  Secretary. 


Lyon  To  Head  Eastern  Association 

Wendell  V.  Lyon,  M.  D.,  Ashland,  was  elected 
President  of  the  Eastern  Kentucky  Medical 
Association  at  a meeting  attended  by  57  phy- 
sicians May  11th  at  Prestonsburg. 

The  meeting  was  described  as  being  one  of 
the  best  attended  meetings  in  the  history  of  the 
Association,  which  is  composed  of  the  counties 
of  the  Ninth  Councilor  District.  Paul  B.  Hall, 
M.  D.,  Paintsville,  is  Councilor.  The  retiring 
President  is  John  G.  Archer,  M.  D.,  Prestons- 
burg. 


Fourth  District  At  Bardstown 

The  Nelson  County  Medical  Society  enter- 
tained the  Fourth  Councilor  District  at  Bards- 
town, Kentucky,  June  8,  in  what  was  said  to 
be  an  unusually  well  attended  meeting. 

Those  giving  papers  were  Malcolm  Barnes, 
M.  D.,  Sam  A.  Overstreet,  M.  D.,  Louisville; 
R.  Haynes  Barr,  M.  D.,  Owensboro,  and  Wood- 
ford B.  Troutman,  M.  D.,  Louisville.  The  pro- 
gram was  well  received  and  much  appreciated. 

Keith  Crume,  M.  D'.,  Bardstown,  President  of 
host  group,  presided.  J.  I.  Greenwell,  M.  D., 
New  Haven,  is  the  Fourth  District  Councilor. 
Kenneth  L.  Stfnnette,  M.  D.,  Bardstown,  is 
Secretary  of  the  Nelson  County  Society. 
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First  District  Has  Second  Meeting 

The  First  Councilor  District  held  its  second 
meeting  of  the  year,  June  6,  in  the  Murray 
Woman’s  Clubhouse  at  Murray,  Kentucky. 
The  Calloway  County  Society  was  the  host 
group. 

A chicken  dinner  was  served  at  6:30  followed 
by  short  addresses  by  Dr.  Vernon  Pace,  Coun- 
cilor of  the  First  District,  and  Dr.  Hugh  L. 
Houston,  President  of  the  Kentucky  State  Med- 
ical Association.  Dr.  Houston  introduced  Dr. 
Marion  Beard  who  gave  an  excellent  paper  on 
“Treatment  of  Macrocytic  Anemia.’’  The  doctors 
were  very  complimentary  both  in  regard  to 
the  dinner  and  the  paper  presented  by  D'r. 
Beard. 

James  C.  Hart,  M.  D.,  Secretary 
Calloway  County  Medical  Society 


Tenth  District  To  Meet  July  Nineteenth 
At  Lexington  Country  Club 

Councilor  J.  Farra  VanMeter,  M.  D.,  Lexing- 
ton, has  announced  that  the  Tenth  District  an- 
nual dinner  meeting  will  be  held  at  5:00  P.  M., 
Central  Daylight  Time,  Wednesday,  July  19,  at 
the  Lexington  Country  Club. 

Eight  Lexington  physicians  will  each  give  a 
ten  minute  paper.  There  will  be  no  discussion. 
Four  of  the  papers  will  be  given  before  the 
dinner  and  four  afterward.  Following  is  an 
outline  of  the  program: 

“The  Care  and  Treatment  of  Patients  with  Ad- 
vanced Carcinoma,”  J.  S.  Rich,  M.  D1. 
“Preoperative  Medication  with  Propylthioura- 
cil,” A.  L.  Cornish,  M.  D. 

“Significance  of  Unilateral  Growing  Pain  in 
Hip  and  Knee,”  W.  K.  Massie,  M.  D.  (Slides) 
“Post  Phlebitic  Syndrome,”  Jack  Webb,  M.  D. 

DINNER  (6:00  to  7:30  P.  M.) 

“The  Ampulla  of  Vater  and  Pancreatitis,”  J.  B. 
Floyd,  Jr.,  M.  D. 

“Management  of  Severe  Allergic  Bronchial 
Asthma,”  Maurice  Kaufmann,  M.  D. 

“Management  of  Urinary  Tract  Calculi,”  Lewis 
Bosworth,  M.  D. 

“Continuous  Prophylactic  Dicumoral  Therapy 
in  Coronary  Disease,”  Thornton  Scott,  M .D. 


State  Auxiliary  Gives  Station  Wagon 
To  Cancer  Group 

The  Woman’s  Auxiliary  to  the  Kentucky 
State  Medical  Association  presented  a station 
wagon  to  the  Kentucky  division  of  the  Amer- 
ican Cancer  Society  at  a ceremony  held  June 
16,  1950,  at  the  McCracken  County  Health  De- 
partment, in  Paducah. 


Mrs.  E.  W.  Jackson,  Paducah,  President  of 
the  Auxiliary,  presented  the  keys  of  the  auto- 
mobile to  Guy  Aud,  M.  D.,  Louisville,  Regional 
Medical  Director  of  the  American  Cancer  So- 
ciety. It  will  be  used  to  transport  physicians 
and  nurses  that  are  attached  to  the  “cancer 
mobile.” 

Dr.  Aud  paid  tribute  to  the  Auxiliary  for 
their  generosity.  He  stated  that  Kentucky’s 
cancer  control  program  had  received  national 
recognition  and  “with  the  addition  of  the  sta- 
tion wagon,  it  will  be  possible  to  make  a defi- 
nite expansion  of  our  program.” 


Eleventh  District  Plans  Meeting 
August  2 Near  Pineville 

Councilor  Charles  M.  Cawood,  M.  D.,  Middles- 
boro,  has  announced  that  the  Annual  Eleventh 
District  Meeting  will  be  held  at  beautiful  Clear 
Creek  Springs,  near  Pineville,  Kentucky, 
Wednesday,  August  2,  1950. 

The  program  Committee  will  soon  be  ready 
to  announce  the  names  of  the  essayists  and 
the  Program  for  the  evening  which  the  Eleventh 
District  members  will  find  most  profitable.  Be 
on  the  lookout  for  the  advance  letter  which 
each  doctor  in  the  district  will  receive,  setting 
forth  the  details. 

The  Bell  County  Medical  Society  will  be  host 
to  the  District.  Arch  M.  Carr,  M.  D.,  Middles- 
boro,  is  the  president  of  the  Bell  County  group 
and  Charles  S.  Scott,  M.  D.,  is  secretary. 


New  Members  For  1950 

We  wish  to  welcome  to  the  Association  the 
new  members  listed  below,  who  have  joined 
during  the  first  five  months  of  1950.  Many  are 
listed  for  the  first  time — others  are  those  who 
were  not  members  in  1949. 


Name 

Address 

Eell 

Evans,  Robert  R., 

Arjay 

Golden,  James  S.,  Jr. 

Pineville 

Roby,  A.  Lee 

Middlesboro 

Thiess,  Chester  B.,  Jr. 

Alva 

Boyd 

Keeton,  James  M. 

Ashland 

Boyle 

Brewster,  Glenn  W. 

Hustonville 

Clay,  John  L. 

Perryville 

Hofbauer,  Rudolph 

Danville 

Calloway 

Jones,  Conrad  H. 

Murray 

Quertermous,  John  C. 

Murray 

Campbell- Kenton 

Boeh,  Daniel 

Silver  Grove 
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Golder,  Sylvan  A. 

Covington 

Hamm,  Robert  W. 

Bellevue 

Higgins,  Donald  J. 

Newport 

Krieger,  Wm.  A. 

Newport 

Lee,  W.  Vernon 

Covington 

Ragan,  David  Y. 

Cold  Springs 

Robinson,  Raul  A. 

Covington 

Sasaki,  Yasuo 

Covington 

Wilhite,  Everette  C. 

Covington 

Clark 

Guerrant,  E.  P. 

Winchester 

Crittenden 

Dombrowsky,  Edward  F. 

Marion 

Fayet+e 

Boswell,  Walter  L. 

Lexington 

George,  Donald  I. 

Lexington 

McClellan,  James  T. 

Lexington 

Quillin,  Ralph  C. 

Lexington 

Strauss,  Erwin  W. 

Lexington 

Floyd 

Bessinger,  Herbert  E. 

Weeksbury 

Collins,  M.  M. 

Lackey 

Dotson,  M.  T. 

Prestonburg 

Ransdell,  Marvin  S. 

Prestonburg 

Fulton-Kickman 

Appleton,  James  C. 

Clinton 

Grayson 

Tucker,  John  C. 

Leitchfield 

Hardin 

Rustin,  Edward  I. 

Elizabethtown 

Harlan 

Cawood,  Walter  L. 

Harlan 

Loomis,  Chas.  H. 

Benham 

Messer,  A.  E. 

Harlan 

Moore,  John  C. 

Lynch 

Hopkins 

Moore,  Paul  D. 

Sacramento 

Jackson 

Rypstra,  John  B. 

Annville 

Jefferson 

Barnes,  Asa 

Louisville 

Cummings,  Pat  W. 

Louisville 

D'avis,  W.  Burford 

Louisville 

Eller,  C.  Howe 

Louisville 

Flautt,  James  R.,  Jr. 

Louisville 

Levene,  Nathan 

Louisville 

Lewis,  Blaine,  Jr. 

Louisville 

Lore,  Harry  E. 

Louisville 

Nataro,  Maurice 

Louisville 

Pickar,  Daniel  N. 

Louisville 

Polderman,  Hugo 

Louisville 

Sanneman,  Everette  H. 

Louisville 

Uhde,  George  I. 

Louisville 

Witt,  Wm.  R. 

Louisville 

Johnson 

Hall,  Maurice  N. 

Paintsville 

Laurel 

Whitis,  Mack 

East  Bernstadt 

Letcher 

Morin,  Gerald  L. 

Jenkins 

McCracken 

Myre,  Wm.  W. 

Paducah 

Shermvell,  Frank  A. 

Paducah 

Mason 

Christine,  C.  W. 

Maysville 

Colvin,  N.  D. 

Germantown 

Menifee 

Walker,  John  W.,  Jr. 

FranchQU  :g 

Monroe 

E.  A.  Tucker 

Gamaliel 

Morgan-Ellioit- Wolfe 

Gullett,  Ralph  L. 

West  Liberty 

Muhlenburg 

Wilson,  Foster  M. 

Greenville 

Nicholas 

Morford,  Jack  T. 

Carlisle 

Perry 

Adolph,  Paul  E. 

Ary 

Gutsche,  Paul  W. 

Hazard 

Kelly,  M.  F. 

Hindman 

Pike 

Clarke,  Wm.  F. 

Pikeville 

Sanders,  Roy 

Dorton 

Pulaski 

McLeod,  Robert  N. 

Somerset 

Spencer 

Snider,  Thomas  J. 

Taylorsville 

Union 

Smith,  Dudley  V. 

Morganfield 

Williams,  Chas.  E. 

Morganfield 

Webster 

Wainer,  Wm.  W. 

Providence 

Whitley 

Peretti,  Alfred  P. 

Corbin 

Smith,  Truman  S. 

Corbin 

Verran,  Jack  W. 

Corbin 

Woodford 

Hall,  Chas.  N. 

Versailles 

Siaie  Press  and  Radio  Cooperate 

Many  of  you  have  read  accounts  in  your 
local  newspapers  or  heard  over  your  local  radio 
station,  of  news  of  your  approaching  District 
Councilor  meetings  this  summer. 

This  news  in  most  instances  w,as  furnished 
by  the  Headquarters  Office  through  news  re- 
leases we  have  written  and  sent  out  to  news- 
papers and  radio  stations  in  the  Councilor 
District,  prior  to  the  meeting. 

Through  a clipping  service  our  office  sub- 
scribes to,  we  are  able  to  check  the  approxi- 
mate number  of  newspapers  that  have  accept- 
ed and  used  our  releases.  We  have  been  high- 
ly grateful  for  the  cooperation  the  state  press 
and  radio  stations  have  shown. 
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President’s  Page 


June 

1 

1950 

Dear  Fellow  Physicians: 

Plans  for  our  annual  meeting  for  September  26-27-28  at  the  Columbia 
Auditorium  in  Louisville  are  coming  along  beautifully,  with  Dr.  Sam 
Overstreet  developing  the  strongest  scientific  program  possible.  We 
will  have  four  guest  speakers  and  papers  from  the  professional  lead- 
ers of  our  state. 

In  my  official  position,  I have  spent  considerable  time  study- 
ing the  “business”  of  our  association.  I find  that  the  average  cost 

of  the  past  three  annual  meetings  has 
been  $5,376.50  and  each  has  RUN  into  the 
RED.  (For  an  example  of  expense,  the 
stenographer  costs  approximately  $600.00 
each  year  to  record  the  proceedings  of 
the  business  and  scientific  sessions.) 

Our  annual  meeting  is  financed  by 
“booth  fees”  paid  by  our  commercial  ex- 
hibitors. Some  societies  charge  $15.00  to 
$20.00  registration  fees,  but  this  yearly 
session  is  a post-graduate  meeting  and  we 
do  not  want  a “financial  block”  to  the 
spread  of  medical  knowledge  in  our  state. 

By  allowing  the  commercial  exhibitors 
to  finance  our  meeting  we  do  two  things. 
First,  obligate  ourselves  to  respect  them 
and  to  thank  them  for  their  service  to  or- 
ganized medicine.  Second,  give  them  a 
chance  to  tell  us  of  their  products  which 
they  are  convinced  would  help  us  bring 
better  medical  care  to  the  people  of  our 
commonwealth.  This  year  we  will  have 
over  fifty  (50)  companies  that  will  pay  a 
minimum  of  $125.00  to  a maximum  of  $175.00  per  booth  for  the  privi- 
lege of  showing  in  the  exhibit  hall.  The  exhibit  will  be  twice  as  large 
as  any  we  have  had  at  a Louisville  Meeting.  These  exponents  of  free  en- 
terprise deserve  our  loyal  support.  Let  me  urge  you  to  visit  each  booth 
and  register.  Remember  the  exhibitors  at  our  meeting  and  buy  from 
them  when  possible. 


Sincerely, 
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County  Society  Reports 


BELL 

The  regular  meeting  of  the  Bell  County  Med- 
ical Society  was  held  at  the  Bell  County  Health 
office  on  Friday,  May  12,  1950  at  7:30  P.  M. 

In  the  absence  of  the  President  and  Vice- 
President  the  meeting  was  called  to  order  by 
Dr.  Ed  Wilson,  Jr.  The  regular  members  pres- 
ent were  Drs.  C.  D.  Cawood,  Ed  Wilson,  Sr., 
Ed  Wilson,  Jr.,  Waller  Griffing,  R.  F.  Porter 
and  C.  S.  Scott.  Others  present  were  Drs.  F.  B. 
Weller  and  R.  J.  Alford. 

Guests  for  the  evening  were  Drs.  J.  P.  Arm- 
strong and  Le  Rue  Roberts,  dentists  of  Mid- 
dlesboro  and  Pineville  respectively. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

The  Board  of  Censors  reported  favorably  on 
the  applications  of  Drs.  Fred  B.  Weller  and 
Joe  H.  Edds.  Decisions  on  the  applications  of 
Drs.  James  C.  Ausmus  and  Ralph  J.  Alford  had 
not  been  reached.  A great  deal  of  discussion 
followed  as  to  the  legality  and  ethical  prin- 
ciples involved  in  accepting  these  applicants  as 
associate  members  and  to  what  restrictions  of 
location  and  limitation  should  be  placed  on 
their  licenses.  It  was  requested  that  they  be 
contacted  and  asked  to  present  their  licenses 
for  review  at  the  next  meeting. 

The  motion  was  made  and  carried  to  accept 
Drs.  Joe  H.  Edds  and  F.  B.  Weller  as  active 
members. 

The  Secretary  was  requested  to  write  for  a 
listing  of  open  dates  for  the  coming  District 
meeting. 

Dr.  J.  P.  Armstrong,  Middlesboro,  gave  a 
review  of  a new  local  anesthetic,  Xylocaine, 
developed  in  Sweden  and  recently  finding  great 
favor  among  the  professions,  particularly  that 
of  dentistry.  His  personal  experience  with  its 
use  had  been  exceptionally  favorable. 

The  meeting  adjourned. 

Charles  S.  Scott,  Secretary. 


BOYLE 

The  Boyle  County  Medical  Society  met  in 
the  patients’  library  at  Kentucky  State  Hos- 
pital, 7:30  P.  M.,  on  April  13,  1950.  Members 
present  were  Drs.  C.  S.  Jackson,  P.  C.  Sanders, 
S.  P.  Hemphill,  G.  W.  Brewster,  C.  W.  Caldwell, 
and  G.  M.  McClure.  Guests  were  Drs.  Ahrens, 
Smith  and  Schuffet  of  Kentucky  State  Hospital, 
Dr.  Paul  Sides,  Lancaster,  and  the  guest  speak- 
er, Dr.  J.  T.  McClelland,  Lexington. 

After  reading  the  minutes  of  the  previous 


meeting,  there  was  discussion  of  the  Sixth  and 
Seventh  Councilor  District  combined  meeting 
to  be  held  June  15  at  Kentucky  State  Hospital 
and  an  outline  of  the  program  tentatively 
scheduled  was  listed  by  Dr.  McClure.  Dr.  P.  C. 
Sanders  told  of  the  initial  Mental  Health  Clinic 
held  in  this  county  by  Dr.  John  P.  Bell  from 
Louisville  and  his  staff  on  Wednesday,  the 
(twelfth  of  April,  and  said  that  the  Clinic  would 
be  the  second  Wednesday  of  every  month.  Dr. 
J.  T.  McClelland,  Lexington  Clinic,  Lexington, 
associate  of  Dr.  E.  S.  Maxwell,  then  presented  a 
paper  on  Histoplasmosis,  illustrated  with  color 
slides  of  two  cases  which  he  had  seen.  He  also 
had  microscopic  slides  of  the  organisms  on 
view.  It  was  a very  comprehensive  paper  and 
thoroughly  enjoyed  by  the  Society. 

The  meeting  adjourned  at  9:30  P.  M. 

C.  W.  Caldwell,  Jr.,  Secretary 


BOYLE 

The  Boyle  County  Medical  Society  met  in 
the  dining  room  of  the  Ephraim  McDowell 
Memorial  Hospital,  7:30  p.  m.,  May  11,  1950, 
with  the  following  members  present:  Drs.  B. 
F.  Caywood,  G.  M.  McClure,  W.  H.  Smith,  S. 
P.  Hemphill,  C.  W.  Caldwell,  C.  S.  Jackson, 
R.  G.  Jackson,  W.  O.  Hopper,  B.  B.  Rader, 
Davis,  A.  M.  Jester,  P.  C.  Sanders,  Clay,  O. 
L.  May,  Dr.  E.  M.  Montgomery,  and  guest 
speaker,  Dr.  Paul  Harrison,  Berea.  After  read- 
ing and  approval  of  the  minutes  of  the  last 
meeting,  attention  was  called  to  the  new  Ken- 
tucky State  Medical  Journal.  The  editorial 
comment  on  our  Society  meeting  of  March 
17th  was  also  pointed  out.  Dr.  G.  M.  McClure 
announced  that  the  program  for  the  June  15th 
joint  Sixth  and  Seventh  Councilor  District 
Meeting  to  be  held  at  Kentucky  State  Hospital 
was  now  complete.  The  refreshments  will  be 
served  by  Dr.  Ahrens  at  Kentucky  State  Hos- 
pital. The  medical  program  will  then  follow. 
The  first  paper  is  to  be  delivered  by  Dr.  Bruce 
Underwood,  State  Health  Commissioner,  Sec- 
retary and  General  Manager  of  the  Kentucky 
Medical  Association,  and  Editor  of  the  Ken- 
tucky Medical  Journal,  and  followed  by  two 
technical  papers.  Announcement  was  made 
of  the  tragic  death  of  Dr.  William  Barton  and 
his  wife  this  afternoon  in  an  automobile  acci- 
dent, and  the  Secretary  was  directed  to  write 
a letter  of  sympathy  to  the  family  and  the 
Kentucky  State  Journal. 

The  article  on  redistribution  of  the  present 
Councilor  Districts  in  the  current  Journal  was 
then  opened  for  discussion.  After  some  com- 
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ment,  a motion  was  made  by  Dr.  G.  M.  McClure 
that  the  Secretary  be  instructed  to  write  a let- 
ter to  Dr.  Guy  Aud,  Chairman  of  the  Redis- 
tricting Committee,  stating  our  opposition  to 
being  included  in  any  district  such  as  the  pro- 
posed Eleventh,  which  would  be  completely 
incongruous  as  to  normal  trade  and  communi- 
cation contacts. 

The  paper  of  the  evening  entitled  “Some  Ex- 
periences in  Arabia”  was  then  presented  by 
Dr.  Paul  Harrison,  supervisor  of  the  Student 
Health  Department  of  Berea  College.  Dr.  Har- 
rison gave  us  many  interesting  anecdotes  and 
experiences  from  his  forty  years  as  a medical 
missionary  to  the  nomadic  peoples  of  southern 
Arabia.  He  made  the  point  that  even  though 
these  people  had  an  actual  working  wage  of 
something  around  ten  cents  a day,  that  they 
felt  early  in  the  program  that  no  patient 
would  ever  be  given  complete  charity  if  he 
could  pay  any  part  of  his  hospitalization,  and 
that  the  program  was  set  up  in  the  early  part 
to  collect  one  month’s  wages  for  the  hospital 
and  doctor’s  bill,  which  meant  that  the  pa- 
tient gave  about  three  dollars,  or  an  average 
of  three  dollars,  for  his  major  surgery.  Most 
of  the  surgery  that  was  done  was  hernia  re- 
pair, though  there  were  a few  stones  in  the 
bladder  and  gallstones,  an  occasional  prostate 
that  required  surgery,  along  with  the  usual 
traumatic  injuries.  After  his  many  interest- 
ing anecdotes,  he  was  asked  a number  of  ques- 
tions. 

The  meeting  adjourned  at  10:00  P.  M. 

Charles  W.  Caldwell,  Jr.,  Secretary. 


FAYETTE 

The  Fayette  County  Medical  Society  held 
its  annual  dinner  meeting  on  the  evening  of 
May  9,  1950,  at  the  Boiling  Springs  Country 
Club  near  Lexington.  The  occasion  was  at- 
tended by  232  members  and  guests.  After  a 
preliminary  period  of  conversation  re-estab- 
lishing of  acquaintances  and  friendships  and 
conviviality,  dinner  was  served. 

The  Society  was  fortunate  in  having  as  its 
speaker  for  the  occasion  Dr.  Frederick  T.  Bil- 
lings, Jr.,  of  the  Department  of  Medicine,  Van- 
derbilt School  of  Medicine.  He  spoke  in  a 
most  interesting  fashion  on  the  subject  “Pres- 
ent Status  of  ACTH  and  Cortisone”  with  an 
authoritative  discussion  of  the  value  and  in- 
dication of  these  drugs  in  the  treatment  of 
Arthritis  and  other  conditions.  Dr.  Billings 
made  the  very  interesting  points,  not  general- 
ly known  to  his  audience,  that  ACTH  and 
Cortisone  are  somewhat  impractical  for  pres- 
ent use  in  Arthritis,  partly  because  of  their 


high  cost  but  most  importantly  because  of  the 
fact  that  when  the  drugs  are  discontinued  the 
patient’s  condition  reverts  to  as  bad  or  worse 
than  it  was  before  administration  of  the  drugs. 
In  discussing  other  indications  for  the  use  of 
ACTH  and  Cortisone,  Dr.  Billings  said,  to  the 
intense  interest  of  his  hearers,  the  two  diseas- 
es in  which  the  administration  of  the  drugs  is 
curative  and  very  exceedingly  worthwhile 
are  status  asthmaticus  and  sympathetic  ophthal- 
mia. In  the  latter  condition,  use  of  either  of  the 
drugs  may  make  the  difference  between  sav- 
ing or  loss  of  the  secondarily  involved  eye. 

John  S.  Sprague,  Secretary. 


HOPKINS 

The  May  meeting  of  Hopkins  County  Medi- 
cal Society  was  held  at  Hopkins  County  Hos- 
pital on  Thursday  evening,  May  26,  1950  at 
7:30  P.  M.  The  following  members  were  pres- 
ent: Drs.  J.  R.  Corum,  J.  F.  Hunter,  A.  F.  Fin- 
ley, L.  C.  Trover,  F.  A.  Scott,  J.  E.  Johnston, 
J.  S.  Forbes,  C.  B.  Johnson,  W.  L.  Moore,  Paul 
Moore,  M.  S.  Veal,  J.  E.  Haynes  and  D.  W.  An- 
derson. 

After  a delicious  dinner  was  enjoyed,  a busi- 
ness meeting  was  held.  Dr.  John  E.  Haynes 
made  a motion  that  the  Secretary  be  instruct- 
ed to  draw  up  resolutions  showing  the  Hop- 
kins County  Medical  Society’s  opposition  to 
any  form  of  compulsory  health  insurance,  and 
to  forward  copies  of  this  resolution  to  Legis- 
lators from  this  area.  This  motion  was  second- 
ed by  Dr.  F.  A.  Scott  and  passed  unanimously. 

Dr.  John  Haynes,  the  Medical  Society’s  rep- 
resentative on  the  Hopkins  County  Hospital 
Board,  presented  the  program.  He  talked  about 
the  responsibility  of  the  Fiscal  Courts  of  vari- 
ous counties  in  regard  to  hospital  care  of  the 
indigent  people  in  our  counties.  He  stated 
that  it  costs  $15,000  a month  to  operate  Hop- 
kins County  Hospital  approximately  $500  a 
day.  At  the  present  time  the  hospital  has 
$42,000  uncollected  accounts  on  the  books.  This 
money  has  had  to  be  paid  for  by  higher  hos- 
pital charges  to  the  paying  patients  in  the  hos- 
pital. He  said  that  at  present  there  is  no  di- 
rect agency  in  Hopkins  County  responsible 
for  the  poor  patients.  The  hospital  needs 
county  support.  He  advocated  a county  tax 
for  hospital  purposes.  He  said  that  many  peo- 
ple needing  hospital  care  have  not  gotten  it 
because  of  lack  of  money.  He  pointed  out 
that  the  present  compulsory  health  bill  pend- 
ing before  our  Congress  also  makes  no  pro- 
vision for  the  care  of  these  people.  He  drew 
the  attention  of  the  doctors  to  the  fact  that 
in  large  cities  here  are  tax-supported  County 
and  City  hospitals.  He  said  that  the  doctors 
in  the  county  should  get  into  politics  to  help 
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obtain  hospital  care  for  these  poor  people.  At 
the  present  time  he  stated  that  Hopkins  Coun- 
ty allots  $1600  a year  for  hospital  care  for  the 
needy  in  the  County,  but  only  a small  part 
of  this  is  paid  to  Hopkins  County  Hospital.  He 
stated  that  Christian  County  gives  approxi- 
mately $8000  a year  to  Jennie  Stuart  Hospital 
in  Hopkinsville  for  hospital  care  of  their  in- 
digent. 

Dr.  Haynes  listed  the  statutes  of  Kentucky 
which  required  the  counties  to  take  care  of 
their  indigent  citizens.  He  stated  that  Hop- 
kins County  was  not  living  up  to  the  law  in 
this  respect. 

In  closing  Dr.  John  Haynes  stressed  the 
point  that  none  of  the  money  he  was  asking 
for  would  be  used  to  pay  physicians  for  their 
services  to  the  indigent,  but  only  to  help  the 
Hospital  maintain  its  high  standards  of  serv- 
ice to  the  people  of  this  community.  Follow- 
ing his  talk  there  was  a great  deal  of  approv- 
ing discussion  and  a promise  to  help  was 
made  by  all  the  doctors  present.  Dr.  F.  A. 
Scott  then  made  a motion  that  the  Medical 
Society  appoint  a publicity  committee  to  in- 
form the  public,  the  Fiscal  Court  of  Hopkins 
County,  and  any  other  agency  responsible  for 
indigent  people  in  our  county.  This  motion 
was  unanimously  parsed. 

D.  W.  Anderson,  Secretary. 


JEFFERSON 

The  938th  meeting  of  the  Jefferson  County 
Medical  Society  was  held  Monday  evening, 
March  20,  1950,  at  the  Seelbach  Hotel.  Fifty- 
eight  members  were  present  for  dinner.  The 
meeting  was  called  to  order  at  8 p.  m.  by  the 
president,  Dr.  J.  Andrew  Bowen.  The  Presi- 
dent introduced  Mr.  Carmichael,  representing 
the  Society  of  Professional  Representatives, 
who  spoke  briefly  about  the  rules  and  regula- 
tions of  the  new  organization,  the  object  of 
which  is  to  promote  better  understanding  and 
cooperation  between  its  members  and  the  al- 
lied medical  professions  it  serves. 

The  minutes  of  the  previous  meeting  were 
read  and  approved. 

DT.  Robert  C.  Long,  Chairman,  Necrology 
Committee,  read  Resolution  on  the  death  of 
Dr.  Wilbur  F.  Helmus.  Members  stood  in  tri- 
bute. 

Dr.  R.  O.  Joplin,  Chairman,  Building  Com- 
mittee, made  a report  and  asked  for  the  co- 
operation of  every  member  of  the  Society 
when  approached  for  donation  for  a perma- 
nent home  for  the  Society. 

Dr.  David  Cox,  speaking  for  the  Public  Re- 
lations Committee,  called  attention  to  a radio 
program  on  WKLO  the  following  night  on 


“Socialization,”  and  to  a pamphlet  “Challenge 
to  Socialism.” 

The  Secretary  read  a communication  from 
John  L.  Zehnder  Company  notifying  the  So- 
ciety of  available  office  space  for  doctors  in 
the  building  at  840  Barret. 

The  Secretary  read  a letter  from  Mr.  Troy 
W.  Hubbard,  Bowman  Field,  quoting  prices 
for  members  of  the  Society  to  charter  a plane 
round  trip  to  San  Francisco  for  meeting  of  the 
American  Medical  Association.  Announce- 
ment will  be  made  in  the  Bulletin  regarding 
this.  ' \ 

The  following  new  members  were  elected 
to  active  membership:  Drs.  Patrick  W.  Cum- 
mings, and  Don  V.  Hatton.  Dr.  Everett  H. 
Sanneman  was  elected  as  an  associate  mem- 
ber. The  following  requests  for  transfer  of 
membership  to  Emeritus  group  were  approved: 
Drs.  Chauncey  W.  Dowden  and  R.  Lindsey  Ire- 
land. 

The  Scientific  Program  was  at  8:30  P.  M. 
Dr.  George  F.  Dwyer  showed  lantern  slides 
of  “Fractures  of  the  Neck  of  the  Femur.” 

There  being  no  further  business  the  meet- 
ing adjourned  at  9:08  p.  m. 

Robert  Lich,  Jr.,  Secretary. 


WARREN  - EDMONSON 

The  Warren-Edmonson  County  Medical  So- 
ciety met  in  Bowling  Green,  May  9,  1950  for 
a dinner  meeting. 

Routine  business  was  followed  by  a scien- 
tific session. 

Papers  were  given  by  Dr.  D.  G.  Miller,  Jr., 
Morgantown,  “Bites  as  an  Emergency,”  and 
by  Dr.  George  W.  Pedigo,  Jr.,  Louisville,  “New- 
er Concepts  of  the  Pathogenesis  and  Treat- 
ment of  Congestive  Heart  Failure.”  The  Pa- 
pers were  very  interesting  and  well  presented. 
There  were  twenty-three  doctors  in  attend- 
ance. 

Frank  H.  Moore,  Secretary 


THIRD  DISTRICT 

Physicians  from  12  counties  that  comprise 
the  Third  Councilor  District  attended  a meet- 
ing at  the  Helm  Hotel,  Bowling  Green,  April 
11th  at  7:00  P.  M.  Two  outstanding  Nashville 
physicians  were  the  guest  speakers,  Harrison 
J.  Schull,  who  spoke  on  Diagnostic  Consider- 
ations of  the  Jaundiced  Patient,  and  Allen 
Kennedy,  on  Cardiac  Emergencies.  The  dis- 
trict is  composed  of  Allen,  Barren,  Butler, 
Christian,  Cumberland,  Edmonson,  Logan, 
Metcalf,  Monroe,  Simpson,  Todd,  and  War- 
ren counties.  C.  C.  Howard,  Glasgow,  is  Coun- 
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cilor.  Other  officers  of  the  District  are  J. 
Thomas  Gilbert,  Bowling  Green,  President; 
Charles  R.  Yancey,  Hopkinsville,  Vice-Presi- 
dent, and  William  O.  Carson,  Bowling  Green, 
Secretary-Treasurer. 

William  O.  Carson,  Secretary. 


WOODFORD 

The  Woodford  County  Medical  Society  held 
its  monthly  meeting  at  the  Woodford  Memorial 
Hospital,  Tuesday,  March  28,  1950.  The  Soci- 


ety president,  Dr.  Olson  Parrott,  presided  af- 
ter a dinner  served  by  the  Hospital  staff.  The 
program  consisted  of  business  matters,  and 
interesting  medical  items  by  various  members 
of  the  Society.  Ways  and  means  of  expanding 
the  facilities  of  the  Hospital  were  discussed, 
and  plans  were  made  for  inviting  a guest 
speaker  for  the  next  monthly  meeting  to  be 
held  the  4th  Tuesday  in  April.  There  being 
no  further  business  the  meeting  adjourned. 

C.  Noel  Hall,  Secretary 


WOMAN'S  AUXILIARY  NEWS 


The  Ephraim  McDowell  Memorial  located  in 
Danville,  Kentucky,  will  be  open  to  the  public 
every  day  from  June  through  September.  The 
Boyle  County  Auxiliary  has  undertaken  this 
project  for  the  summer.  If  you  should  be 
travelling  near  Danville  this  summer  we  hope 
you  will  plan  to  visit  this  beautiful  home  of 
Dr.  McDowell’s  where  one  hundred  and  forty 
one  years  ago  he  performed  the  first  recorded 
ovariotomy. 

There  have  been  some  important  improve- 
ments in  the  McDowell  Memorial  which  the 
joint  committees,  namely,  the  McDowell  Me- 
morial Committee  from  the  Kentucky  State 
Medical  and  the  McDowell  Memorial  Com- 
mittee from  the  Woman’s  Auxiliary  believe 
will  hasten  the  completion  of  this  project.  Dr. 
Charles  Vance,  Chairman  of  the  McDowell 
Memorial  Committee,  wrote  the  following  to 
the  President  of  the  Auxiliary  and  I quote, 
“The  committee  selected  Miss  Violet  Stilz  to 
be  the  Ti'easurer  of  the  McDowell  fund  and 
asked  me  to  tell  you  that  it  would  be  all  right 
for  you  to  send  in  any  money  you  may  have 
to  her  and  to  tell  the  individual  auxiliaries  to 
also  send  any  money  in  to  her.  They  felt  the 
best  way  to  purchase  the  furniture  was  to 
have  a three  member  furniture  committee  co- 
operate with  Mr.  and  Mrs.  Riffe  (of  Danville 
who  operate  the  Covered  Wagon  Antique 
Shop)  in  said  purchases.  Mr.  and  Mrs.  Riffe 
will  have  the  job  of  locating  suitable  pieces 
and  these  have  to  be  approved  by  the  three 
member  furniture  committee.”  It  is  indeed 
wise  to  have  a Central  Fund  for  the  McDowell 
Memorial  Funds  and  at  the  fall  board  meet- 
ing the  Auxiliary  will  vote  to  give  the  money 
we  now  have  in  our  State  Treasury  to  the 
Central  Fund. 

We  are  fortunate  to  have  Mr.  and  Mrs.  Riffe 


to  locate  the  suitable  pieces  of  furniture  since 
they  are  recognized  authorities.  As  President 
of  the  Auxiliary  I do  hope  you  will  send  any 
available  money  you  may  have  in  your  treas- 
uries earmarked  for  the  McD'owell  Memorial 
in  to  Miss  Violet  Stilz,  620  South  Third  Street, 
Louisville,  Ky. 

The  State  President  of  the  Auxiliary  attend- 
ed the  Daviess  County  Medical  Auxiliary  May 
19  and  installed  new  officers.  Mrs.  John  S. 
Oldham,  President,  and  Mrs.  Currie,  Presi- 
dent-Elect. Excellent  reports  were  given  by 
committee  chairmen.  Mrs.  Horace  Harrison  of 
Owensboro  is  retiring  President. 

Muhlenberg  Auxiliary  held  a luncheon 
meeting  on  May  24  at  the  Greenville  Hotel. 
Mrs.  George  F.  Brockman,  President,  intro- 
duced the  State  President  who  gave  a brief 
address.  Mrs.  Willard  Petway,  State  Corres- 
ponding Secretary  also  attended  the  meeting. 
Muhlenberg  County  Auxiliary  won  the  Third 
National  Prize  in  the  Group  II  Contest  for  se- 
curing the  largest  number  of  Hygeia  subscrip- 
tions. Mrs.  J.  M.  Bray,  chairman  of  their  Hy- 
geia Committee,  deserves  much  credit  for  this 
honor.  The  entire  Woman’s  Auxiliary  is  proud 
of  Muhlenberg  County  for  winning  this  award. 

The  Plymouth  Station  Wagon  bought  by  the 
Woman’s  Auxiliary  for  the  American  Cancer 
Society,  Kentucky  Division,  was  dedicated  in 
Paducah  June  15.  Mrs.  E.  W.  Jackson,  Presi- 
dent, presented  the  keys  of  the  car  for  the 
Woman’s  Auxiliary  to  Dr.  Guy  Aud  of  Louis- 
ville. Dr.  Robert  H.  English,  Director  of  the 
Cancer  Mobile,  and  Mrs.  T.  C.  Carroll,  Com- 
mander Kentucky  Division,  American  Cancer 
Society,  also  attended  the  ceremonies. 
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News  Items 


Melvin  R.  Gilliam,  M.  D.,  has  completed  his 
specialty  training  at  Nichols  Hospital  and  will 
locate  after  July  1,  1950,  in  Lexington.  A na- 
tive of  Boyle  County  and  graduate  of  the  Uni- 
versity of  Louisville  Medical  School  in  1944, 
Dr.  Gilliam  will  limit  his  practice  to  urology. 


Charles  M.  Francis,  M.  D.,  a graduate  of  the 
University  of  Louisville  in  1943,  has  finished 
his  hospital  training  at  Nichols  General  Hos- 
pital and  will  locate  soon  after  July  1,  1950, 
at  Bowling  Green.  He  will  limit  his  practice  to 
ear,  nose  and  throat,  and  will  be  associated 
with  Samuel  E.  Paris,  M.  D.,  who  will  special- 
ize in  eye  work.  Dr.  Francis  is  a son  of  the 
late  Charles  E.  Francis,  M.  D1.,  who  practiced 
at  Bowling  Green  for  many  years.  Dr.  Charles 
M.  Francis,  after  graduation,  served  in  the 
Armed  Forces,  then  practiced  general  medi- 
cine at  Brownsville  a short  time  before  going 
to  Chicago  to  enter  training  for  his  E.  E.  N.  T. 
Specialty.  After  leaving  Chicago,  he  took  a 
year’s  training  at  Louisville  General. 


The  City  Hospital  at  Somerset  celebrated  the 
4th  anniversary  of  its  opening  on  May  14th. 
A special  tour  of  the  70  bed  institution  was 
conducted  by  the  administrator,  Mr.  W.  S. 
Murphy. 


Dr.  Paul  de  Kruiff,  Holland,  Michigan,  noted 
author  of  “Microbe  Hunters”  and  other  books, 
was  a guest  of  Dr.  E.  L.  Henderson,  Louisville, 
President-Elect  of  the  American  Medical  Asso- 
ciation. A few  months  ago  Dr.  Kruiff  was  as- 
signed by  Readers  Digest  to  do  a profile  of  the 
next  American  Medical  Association  President. 
He  illustrated  Dr.  Henderson’s  article  “Here’s 
Health — The  Voluntary  Way,”  which  appeared 
in  the  May  issue  of  Reader’s  Digest. 


William  T.  Waddell,  M.  D'.,  a recent  gradu- 
ate of  the  University  of  Louisville  School  of 
Medicine,  opened  an  office  at  Clarkson  on 
April  15.  He  is  located  in  the  office  formerly 
occupied  by  Dr.  L.  S.  Higdon,  deceased. 


Dr.  Edward  W.  Miller,  Jr.,  Morgantown,  has 
opened  his  office  in  Leitchfield  for  the  prac- 
tice of  medicine.  Dr.  Miller  was  graduated 
from  the  University  of  Louisville  School  of 
Medicine,  June,  1948. 


Dr.  Elwood  Esham,  Vanceburg,  has  been 
commissioned  a Kentucky  Colonel  by  Gover- 
nor Earle  Clements. 


Avrom  M.  Isaacs,  M.  D.,  having  completed 
his  specialty  training  at  General  Hospital  and 
Nichols  Hospital,  will  enter  practice  after  July 
1,  1950,  in  the  Heyburn  Bldg.,  Louisville.  A 
graduate  of  the  University  of  Louisville,  1943, 
and  a veteran  of  World  War  II,  Dr.  Isaacs  will 
limit  his  practice  to  urology. 


Dorothy  Taylor,  M.  D.,  of  the  University  of 
Kentucky  is  in  Egypt  at  tne  request  of  the 
Government,  to  conduct  a survey  on  maternal 
and  child  health,  the  May  issue  of  Medical 
Woman’s  Journal  states. 


Dr.  P.  C.  Sanders,  medical  director  of  the 
Boyle  County  Health  Unit,  addressed  a class 
of  students  at  Centre  College  May  10,  1950, 
on  the  operations  and  services  which  should 
be  available  through  a full-time  health  unit. 
The  class  is  studying  public  health  and  educa- 
tion. 


Colby  N.  Cowherd,  M.  D.,  having  served  as 
a rotating  intern  at  the  Kentucky  Baptist  Hos- 
pital in  Louisville  since  his  graduation  from 
the  University  of  Louisville  School  of  Medi- 
cine in  June,  1949,  will  enter  practice  in  Mun- 
fordville. 


James  Warren  Davis,  M.  D.,  a graduate  of 
Creighton  University  School  of  Medicine  in 
1949,  has  completed  his  internship  at  St.  Jo- 
seph’s Infirmary,  Louisville,  and  will  enter 
practice  in  Louisville. 


Harry  G.  Reid,  Jr.,  M.  D.,  a graduate  of  the 
University  of  Louisville  School  of  Medicine, 
March,  1946,  and  who  has  held  the  position 
of  Chief  Resident  at  the  Kentucky  Baptist 
Hospital,  Louisville,  is  entering  practice  in 
Louisville. 


First  in  the  state’s  five  new  tuberculosis 
hospitals  was  opened  at  Paris  June  14.  The 
Commission,  with  the  approval  of  the  Finance 
Department,  fixed  a salary  of  the  medical 
director  of  the  new  hospital  at  $7,000  a year 
plus  maintenance.  Directors  of  the  other  in- 
stitutions will  be  paid  the  same.  The  Paris 
District  includes  the  counties  of  Bath,  Boone, 
Bourbon,  Bracken,  Campbell,  Clark,  Fayette, 
Fleming,  Gallatin,  Grant,  Harrison,  Kenton, 
Mason,  Montgomery,  Nicholas,  Owen,  Pendle- 
ton, Powell,  Robertson  and  Scott.  Patients 
from  all  of  these  counties,  except  Fayette  and 
Kenton,  will  be  admitted  to  the  Paris  hospital. 
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More  than  $10,000,000  in  federal  funds  for 
hospital  construction  have  been  allotted  in 
Kentucky  in  the  past  three  years,  and  $5,000,000 
more  will  be  allotted  in  1950-51  under  the 
Hill-Burton  Act. 


Dr.  Wendell  V.  Lyon,  Ashland  was  elected 
president  of  the  Eastern  Kentucky  Medical 
Association  at  its  annual  convention  held  at 
Prestonsburg. 


Dr.  Ralph  Denham,  Detroit,  formerly  of 
Williamsburg,  has  been  elected  to  the  Ameri- 
can College  of  Physicians.  He  is  a member  of 
the  staff  of  Henry  Ford  Hospital,  a heart 
specialist,  and  a graduate  of  the  University  of 
Kentucky  and  Vanderbilt  University  School 
of  Medicine.  He  served  with  the  U.  S.  Army 
in  Europe  during  World  War  II. 


Dr.  and  Mrs.  W.  R.  Barton,  Lancaster,  were 
killed  in  an  automobile  accident  May  11th  near 
Shelbyville.  He  was  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in 
1948  and  after  internship  had  located  at  Lan- 
caster where  he  enjoyed  a very  large  practice, 
it  is  deeply  regretted  that  so  fine  a young  doc- 
tor met  such  an  untimely  end. 


Arnold  Gessell,  M.  D.,  Yale  University, 
founder  of  Yale  Clinic  of  Child  Development, 
addressed  a Forum,  Lexington,  on  April  21. 
He  illustrated  his  talk  by  use  of  motion  pic- 
tures and  slides.  He  also  conducted  a Seminar 
on  his  work  for  the  staff  of  the  United  States 
Public  Health  Service  Hospital,  Lexington. 


Mrs.  J.  I.  Greenwell,  wife  of  Dr.  J.  I.  Green- 
well,  New  Haven,  died  May  5,  1950,  after  a 
few  days’  illness.  Mrs.  Greenwell  was  born  in 
1883  at  New  Haven.  She  was  District  Coun- 
cilor for  the  Fourth  District  of  the  Woman’s 
Auxiliary  and  also  President  of  the  Woman’s 
Auxiliary  to  the  Kentucky  State  Medical  As- 
sociation in  1934-1935.  Mrs.  Greenwell  was 
well  known  to  the  many  doctors  in  Kentucky 
as  she  always  attended  the  county  society 
meetings  as  well  as  the  annual  meetings  with 
her  husband. 



Donald  B.  Thurber,  M.  D.,  who  has  resigned 
his  post  as  Director  of  the  Waverly  Hill  Clinic 
which  is  an  agency  of  the  Louisville- Jefferson 
County  Health  Department,  effective  June  12, 
1950,  has  been  appointed  Health  Officer  for 
the  Mason  County  Health  Department. 

Dr.  Thurber,  a graduate  of  the  University  of 
Louisville  School  of  Medicine  in  1936,  has 


served  as  Health  Officer  in  counties  in  the 
Bluegrass  region.  He  has  also  had  postgradu- 
ate work  on  the  chest. 


Dr.  John  R.  Howard,  formerly  of  Loyall, 
died  at  his  home  in  Pineville,  Monday,  April 
24th.  He  was  59  years  of  age.  Dr.  Howard 
practiced  medicine  in  Harlan  County  for  some 
twenty-five  years  and  lived  in  Loyall  many 
of  those  years.  Ill  health  caused  him  to  re- 
tire from  active  practice  in  1945,  the  year  he 
moved  from  Loyall  to  Pineville  to  make  his 
home. 


Dr.  Fred  Weller,  child  specialist,  has  opened 
his  office,  with  Drs.  Charles  and  Adam  Stacy 
in  the  D'avis  Building,  Pineville.  Dr.  Weller,  a 
native  of  Pineville,  is  a graduate  of  the  Uni- 
versity of  Louisville  medical  school.  He  has 
engaged  in  general  practice  here  and  at  the 
Jefferson  Davis  Hospital  in  Houston,  Texas, 
and  recently  completed  post-graduate  work  at 
the  St.  Louis  Children’s  Hospital. 


Dr.  C.  W.  Justice,  Covington,  was  honored 
on  May  11th  at  a dinner  at  St.  Elizabeth’s  Hos- 
pital, upon  completion  of  25  years  as  a mem- 
ber and  former  president  of  the  hospital  staff. 
More  than  100  doctors,  including  the  staff  doc- 
tors and  their  wives  were  present  and  joined 
in  the  celebration. 


Dr.  Magnus  T.  Hopper,  Mayslick,  one  of  the 
founders  and  directors  of  the  Peck  Memorial 
Hospital,  Brooklyn,  New  York,  died  May  2, 
at  the  age  of  82.  While  he  had  practiced  most 
of  his  life  in  the  East,  he  had  never  severed 
his  home  ties  in  Mayslick.  He  was  educated 
in  Mayslick  and  read  medicine  under  the  late 
Dr.  John  Thomas  Strode,  the  leading  physician 
in  his  home  town  at  that  time.  He  finished  his 
medical  training  at  the  Medical  School,  New 
York  Crty. 


Dr.  John  Samuels,  Hickman,  was  elected 
President  of  the  Southwestern  Kentucky  Medi- 
cal Association  at  the  organization’s  81st  an- 
nual meeting,  May  9th.  Other  officers  elected 
were  A.  D.  Butterworth,  Murray,  first  Vice- 
President;  George  E.  Hatcher,  Cerulean 
Springs,  second  Vice-President  .and  W.  P.  Hall, 
Paducah,  Secretary-Treasurer. 


Warren  Samuel  A.  Harris,  M.  D.,  will  enter 
the  practice  of  medicine  at  Lancaster,  Ken- 
tucky, July  1.  He  graduated  from  the  Uni- 
versity of  Louisville  in  1948,  and  has  been  a 
resident  at  the  Louisville  General  the  past 
year.  His  home  town  is  Baltimore,  Maryland. 
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Dr.  J.  W.  Somerville  has  located  at  Mays- 
ville.  He  was  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1945,  and 
interned  at  the  General  Hospital,  Elizabeth, 
New  Jersey.  He  was  for  two  years  in  the 
Armed  Forces  stationed  at  Oliver  General 
Hospital,  Augusta,  Georgia,  and  was  later 
resident  in  medicine  at  the  Baptist  Hospital, 
Louisville. 


Dr.  Alex  J.  Steigman  has  been  appointed 
Professor  of  Child  Health  at  the  University  of 
Louisville  School  of  Medicine,  the  first  profes- 
sor of  such  a specialty  in  medical  college.  He 
will  devote  his  energy  to  an  education  pro- 
gram for  Kentucky’s  general  practitioners.  Dr. 
Steigman  came  to  Louisville  from  Cincinnati 
where  he  was  consultant  for  the  National 
Foundation  for  Infantile  Paralysis.  He  will  in- 
struct undergraduates  and  continue  his  work 
on  viruses,  poliomyelitis,  measles,  chickenpox 
and  influenza.  D'r.  Steigman  was  born  in 
Philadelphia  in  1916  and  was  graduated  from 
Temple  University  School  of  Medicine,  class 
of  1938.  He  was  also  on  the  staff  of  the  Uni- 
versity of  Cincinnati’s  Children’s  Hospital. 


Dr.  Tracy  Jones,  Louisville,  Director  of  Coun- 
ty Health  Work,  Kentucky  State  Department 
of  Health,  has  resigned  and  plans  to  take  a 
year  of  special  study  in  Public  Health  and  In- 
dustrial Medicine  at  Johns  Hopkins.  During 
his  tenure  of  office,  Dr.  Jones  has  made  a real 
contribution  to  the  Public  Health  Program  in 
Kentucky.  He  has  worked  hard  and  thought 
only  of  the  people  whom  he  has  served. 

He  was  born  in  Whitley  county  and  prac- 
ticed medicine  for  a number  of  years  in  Har- 
lan. No  one  in  Kentucky’s  Public  Health  Pro- 
gram has  a better  appreciation  of  the  problems 
that  confront  the  rural  population  than  does 
D'r.  Jones. 


The  Foundation  of  the  American  Society  of 
Plastic  and  Reconstructive  Surgery  offers  as 
its  1950  award  $500.00  (first  prize  of  $300.00, 
second  prize  of  $200.00)  and  a Certificate  of 
Merit,  for  essays  on  some  original  unpublished 
subject  in  plastic  surgery.  Competition  shall 
be  limited  to  residents  in  plastic  surgery  of 
recognized  hospitals  and  to  plastic  surgeons 
who  have  been  in  such  specific  practice  for 
not  more  than  five  years.  For  full  particulars 
write  the  Secretary,  Dr.  Clarence  R.  Straatsma, 
C6  East  79th  Street,  New  York,  N.  Y. 


Dr.  O.  James  Hurt,  Campbellsville,  has  opened 
his  office  in  Bedford  for  the  practice  of  medi- 
cine, obstetrics  and  surgery.  He  will  be  the 
only  doctor  in  Bedford,  a town  of  approxi- 
mately 500  people.  Dr.  Hurt  was  graduated 


from  the  University  of  Louisville  School  of 
Medicine  in  1947  and  interned  at  Maryland 
General  Hospital,  Baltimore,  Maryland.  He 
also  served  on  the  staff  of  Kosair  Crippled 
Children’s  Hospital  in  Louisville  for  three 
years.  A native  of  Hazard,  Dr.  Hurt  received 
his  A.  B.  degree  from  the  University  of  Ken- 
tucky. 


Dr.  Price  Sewell,  Jr.,  Jackson,  announced 
that  he  has  opened  a complete  medical  labora- 
tory in  connection  with  his  office  May  1.  D'r. 
Sewell  stated  that  Earl  A.  Gatlin,  who  has 
been  in  charge  of  the  laboratory  for  the  Boyd 
County  Health  Department,  Ashland,  is  in 
charge  of  the  laboratory.  Mr.  Gatlin  is  a grad- 
uate of  the  Kentucky  State  Department  of 
Health  School  of  Laboratory  Technique  as  a 
Medical  Technologist.  The  laboratory  is  e- 
quipped  to  handle  X-ray,  electrocardiography, 
blood  chemistry,  blood  counts,  blood  typing, 
blood  tests,  urinalysis,  stool  examinations  for 
worms,  and  other  clinical  work. 


Edward  M.  Maxwell,  M.  D.,  having  finished 
a three  year  residency  in  Radiology  at  St.  Jo- 
seph’s Infirmary,  Louisville,  on  July  1,  1950, 
will  enter  the  practice  of  his  specialty.  Dr. 
Maxwell,  who  graduated  from  Medical  Col- 
lege of  Virginia  in  1944,  will  be  associated 
with  S.  E.  Johnson,  M.  D.,  Radiologist  at  St. 
Joseph’s  Infirmary.  Dr.  Maxwell  served  his 
internship  at  Marine  Hospital  in  New  Orleans 
and  was  associated  for  two  years  with  U.  S. 
Public  Health  Service  Tuberculosis  Control 
Division. 


R.  Deitz  Wolfe,  M.  D.,  who  has  completed 
his  training  at  St.  Joseph’s  Infirmary  in  Louis- 
ville, will  enter  private  practice  after  the  first 
of  July  in  Louisville  and  will  limit  his  practice 
to  internal  medicine.  Dr.  Wolfe  graduated 
from  the  University  of  Louisville  School  of 
Medicine  in  1944.  After  serving  an  internship 
at  St.  Joseph  and  a rotating  residency  at 
Jewish  Hospital,  Dr.  Wolfe  served  in  the 
Armed  Forces  from  April,  1946  to  April,  1948. 


The  United  States  at  the  beginning  of  1950 
had  one  doctor  for  every  750  persons.  This 
is  the  best  showing  for  any  nation  in  the  world, 
with  the  exception  of  Palestine  where  a tem- 
porary high  ratio  exists  because  of  an  influx 
of  refugee  doctors. 

Next  to  the  United  States,  the  largest  sup- 
ply of  doctors  in  relation  to  population  exists 
in  Great  Britain  where,  based  on  latest  avail- 
able figures  there,  was  one  doctor  for  870  per- 
sons. Other  countries  in  order  are:  Iceland, 
890;  Denmark,  950;  Canada  and  New  Zealand, 
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970.  Other  nations  r,ange  from  1,100  persons 
per  doctor  to  25,000  persons  per  doctor,  a situ- 
ation which  exists  in  China. 

It  was  based  on  an  estimated  national  popu- 
lation of  151,000,000  and  201,278  doctors  whose 
names  will  be  contained  in  the  eighteenth  edi- 
tion of  the  American  Medical  Directory,  to  be 
issued  about  June  1. 


$h  Mcmoriam 


JESSE  H.  SIMPSON,  M.  D. 
Louisville 
1882  • 1950 


Dr.  Jesse  H.  Simpson,  Louisville,  died  June 
1,  1950.  He  was  born  in  Centerville,  Bourbon 
County,  September  12,  1882.  Dr.  Simpson  was 
graduated  from  the  Kentucky  University,  now 
Transylvania  University  and  from  the  Uni- 
versity of  Louisville  Medical  Department  July 
31,  1907.  He  served  his  internship  at  hospitals 
in  New  York  and  Boston  before  returning  to 
Louisville  to  begin  his  practice  in  1910.  Dr. 
Simpson  was  widely  known  and  loved  as  an 
eye,  ear,  nose  and  throat  specialist  and  had 
practiced  in  Louisville  for  forty  years. 


LABAN  PHELPS  STANLEY,  M.  D. 

1902  - 1950 

Dr.  Laban  Phelps  Stanley  died  of  a heart 
attack  March  2,  1950  at  Huntington,  West  Vir- 
ginia, while  enroute  to  his  former  home  of 
Bedford,  Kentucky.  He  was  born  November 
9,  1902  near  Ewingford.  He  attended  the  local 


schools  in  Trimble  County  and  Was  graduated 
from  the  University  of  Louisville  School  of 
Medicine  in  1928  and  served  his  internship  at 
General  Hospital,  Charleston,  West  Virginia, 
and  later  moved  to  Huntington  where  he  lived 
until  his  death.  He  was  well  beloved  in  his 
native  county  where  he  made  frequent  visits 
and  kept  in  touch  with  his  old  friends. 


POSTGRADUATE  GASTROENTEROLOGY:  As 
Presented  in  a Course  Given  Under  the  Spon- 
sorship of  ihe  American  College  of  Physicians 
in  Philadelphia,  December  1943.  Edited  by 
Henry  L.  Bcckus,  M.  D.,  Professor  of  Gastro- 
enterology, University  of  Pennsylvania,  Grad- 
uate School  of  Medicine.  678  pages  with  258 
illustrations.  W.  B.  Saunders  Company,  Pub- 
lishers. 1950.  Price  $10.00. 

The  volume  is  a transcript  of  proceedings  of 
a recent  postgraduate  course  directed  by  D'r. 
Bockus  under  the  sponsorship  of  the  American 
College  of  Physicians.  Leading  gastroenterolo- 
gists collaborate  with  specialists  in  radiology 
and  surgery  to  give  the  details  about  recent 
advances  in  the  diagnosis  and  treatment  of 
such  conditions  as  peptic  ulcer,  jaundice,  ulcer- 
ative colitis,  gastric  neoplasms,  intestinal  ob- 
struction, etc. 

All  new  developments  in  the  field  are 
covered  , and  when  the  issue  is  controversial, 
qualified  specialists  present  their  own  opinions 
pro  and  con.  Among  the  important  features  are: 
symposia  on  the  liver,  pancreas  and  colon; 
previously  unpublished  material  on  new  meth- 
ods of  treatment  in  non-specific  enteritis  and 
enterocolitis;  discussion  of  the  applications  of 
neuropsychiatry  to  gastrointestinal  disorders; 
many  excellent  illustrations,  including  X-rays; 
and  numerous  informative  case  histories. 

All  physicians  will  find  this  new  book  a 
decided  asset  to  their  libraries,  and  owners  of 
Dr.  Bockus’  three-volume  work  will  value  it 
especially  as  an  up-to-date  supplement  on 
Gastroenterology. 


A MANUAL  OF  CARDIOLOGY:  By  Thomas  J. 
Dry,  M.A.,  M.B.,  Ch.B.,  M.S.  in  Medicine. 
Associate  Professor  of  Medicine,  University 
of  Minnesota  (Mayo  Foundation);  Consultant 
in  Section  on  Cardiology,  Mayo  Clinic.  New, 
Second  Edition.  355  pages  with  97  figures. 
Philadelphia  and  London:  W.  B.  Saunders 
Company,  1950.  Price  $5.00. 

The  past  decade  has  seen  almost  unparal- 
leled series  of  advances  in  the  methods  of  in- 
vestigation and  in  the  management  of  diseases 
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THE  WALLACE  SANITARIUM 

MEMPHIS,  TENNESSEE 

For  the  Diagnosis  and  Treatment  of  Nervous  and  Mental  Diseases 
Drug  Addiction  and  Alcoholism 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


Member  of  the  American  Hospital  Association 
FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH,  M.  D.,  Associate 
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affecting  the  heart  and  the  circulation;  the 
fruits  of  extensive  research  have  become  avail- 
able for  clinical  application  by  the  practicing 
physician.  Each  chapter  h.as  been  revised;  the 
ones  pertaining  to  congenital  malformations, 
to  electrocardiography  as  related  to  clinical 
problems,  to  coronary  heart  disease  including 
acute  myocardial  infarction,  to  congestive  heart 
failure  and  to  subacute  bacterial  endocarditis, 
reflect  the  major  advances  which  have  been 
made  since  the  publication  of  the  first  edition 
of  this  book.  A chapter  dealing  with  heart 
disease  as  it  is  related  to  pregnancy,  anesthesia 
and  surgical  operations  is  new  to  this  edition. 
A number  of  illustrations  ‘have  been  added, 
some  new,  some  as  better  substitutes  for  the 
original  ones. 

The  volume  is  small,  is  in  a flexible  binding, 
and  easily  carried  in  the  valise  or  can  occupy 
a convenient  place  on  the  physician’s  desk. 

Every  physician  and  surgeon  should  be  thor- 
oughly familiar  with  all  concepts  of  cardiology, 
because  it  is  one  of  the  leading  causes  of  death 
in  America. 


WOMAN'S  SURGEON.  By  Searle  Harris,  M.  D., 
Professor  Emeritus  of  Medicine,  University 
of  Alabama,  and  Director  of  the  Searle  Har- 
ris Clinic,  founded  in  1919.  432  pages,  16 

illustrations.  Publisher:  The  MacMillan  Com- 
pany, New  York,  Price  $5.00. 

The  Woman’s  Surgeon  is  the  life  story  of 
Marion  Sims,  surgeon,  who  was  not  only  one 
of  America’s  most  famous  physicians,  but  an 
international  legend,  a controversial  cosmop- 
olite whose  ability  to  blaze  new  trails  and  to 
effect  remarkable  cures  kept  him  almost  con- 
stantly in  the  limelight.  He  practiced  in  Mont- 
gomery, Alabama,  New  York  City,  London  and 
Paris,  giving  American  surgery  a new  and  lofty 
international  eminence.  Woman’s  Surgeon  is 
more  than  a biography,  it  is  a history  of  medi- 
cine in  a crucial  period.  Lister  first  used  anti- 
septics in  the  operating  room,  great  advances 
were  made  in  abdominal  surgery  and  ether  was 
first  used  by  Long  as  an  anesthetic.  Sims,  a 
leader  in  all  these  advances,  with  his  extra- 
ordinary skill  and  cunning  devised  instruments, 
also  developed  methods  to  repair  deforming 
after-effects  of  childbearing  formerly  deemed 
incurable.  He  was  a crusader  for  surgical  gyne- 
cology, founder  of  the  first  Woman’s  Hospital 
and  a surgeon  to  slaves  and  royalty. 

The  author,  Dr.  Searle  Harris,  was  born  and 
educated  in  the  South  and  had  heard  stories 
of  Marion  Sims  from  his  early  childhood.  In 
the  summer  of  his  fifteenth  year,  while  acting 
as  a driver  for  his  father  on  his  round  of  daily 
calls,  he  read  Marion  Sim’s  autobiography. 
From  this  time  forward  he  continued  to  collect 


information  on  Dr.  Sims  and  finally  after 
writing  numerous  articles  about  him  for  various 
journals,  decided  to  publish  his  combined  find- 
ings in  this  biography. 


HARVEY  CUSHING,  Surgeon,  Author,  Artist 
by  Elizabeth  H.  Thomson.  Foreword  by  John 
F.  Fulton,  Sterling  Professor  of  Physiology 
at  Yale  University  School  of  Medicine.  Henry 
Schuman,  Inc.,  Publishers,  New  York  21,  N.  Y. 
Price  $4.00. 

Nearly  a decade  has  passed  since  the  death 
of  Harvey  Cushing,  a great  surgeon  and  one 
of  the  most  controversial  figures  of  his  time. 
The  whole  field  of  brain  surgery  is  built  on 
the  foundation  he  laid  so  brilliantly. 

This  biography  has  caught  not  only  his  rest- 
less and  sometimes  rebellious  spirit,  but  the 
great  personal  charm  which  made  him  beloved 
by  his  patients  and  his  friends  on  three  conti- 
nents. Among  these  were  some  of  the  most 
illustrious  names  of  his  generation — in  medi- 
cine, in  art,  in  literature,  and  in  public  affairs, 
in  addition  to  unusual  scientifc  acumen  Dr. 
Cushing  possessed  the  talents  of  artist  and 
writer,  through  which  in  his  spare  moments  he 
added  luster  to  an  already  enviable  reputation. 
In  recognition  of  his  achievement  in  reducing 
the  mortality  in  brain  operations  from  nearly 
one  hundred  per  cent  to  less  than  ten  per  cent, 
governments,  universities,  and  scientific  socie- 
ties the  world  over  honored  him.  For  his  biog- 
raphy of  the  great  physician  Sir  William  Osier, 
he  was  awarded  a Pulitzer  Prize  in  1926. 

In  this  completely  new  biography  which 
draws  on  a wealth  of  fresh  material  and  per- 
sonal letters,  Miss  Thomson  has  also  given  us 
an  engaging  picture  of  his  wife  and  family  and 
shows  for  the  first  time,  what  a large  part  Mrs. 
Cushing  played  in  influencing  her  husband’s 
career.  This  book,  is,  in  fact,  the  whole  warm, 
intensely  human  story  of  Dr.  Cushing’s  per- 
sonal and  professional  life. 


PROCTOLOGY  IN  GENERAL  PRACTICE  by 
J.  Peerman  Nesserod,  B.S.,  M.S.,  M.Sc.  (Med.) 
M.D.,  F.A.C.S.,  F.A.P.S.,  Associate  in  Surgery, 
Northwestern  University  Medical  School; 
Associate  Surgeon,  Division  of  Proctology, 
Evanston  Hospital,  Evanston,  Illinois;  Certi- 
fied by  the  Central  Certifying  Committee  in 
Proctology  (Founders'  Group)  of  the  Ameri- 
can Board  of  Surgery;  Commander  (MC), 
USNR.  Illustrated.  W.  B.  Saunders  Company, 
Publishers.  Philadelphia.  London.  1950. 
Present  day  interest  in  early  diagnosis  of 
rectal  and  colonic  cancer,  and  the  steadily  in- 
creasing interest  of  many  physicians  in  proc- 
tologic problems  in  general,  have  encouraged 
the  author  to  submit,  in  this  book,  that  part 
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AMINOPHYLLIN  shares  the  actions  and  uses  of  other 
theophylline  compounds,  over  which  it  has  the  ad- 
vantage of  greater  solubility.  It  is  useful  as  a 
diuretic  and  myocardial  stimulant  for  the  relief  of 
pulmonary  edema  or  paroxysmal  dyspnea  of  con- 
gestive heart  failure. . . . Aminophyllin  is  also  useful 
in  the  control  of  Cheyne-Stokes  respiration  and  for 
the  treatment  of  paroxysms  of  bronchial  asthma  or 
status  asthmaticus.” 


Council  on  Pharmacy  and  Chemistry:  New  and  Non- 
official Remedies,  1949,  Xanthine  Derivatives,  Phila- 
delphia, J.  B.  Lippincott  Company,  1949,  p.  323. 


Searle  AMINOPHYLLIN* 

Oral  . . . 


Parenteral  . . . 

Rectal  Dosage  Forms 


SEARLE 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


* Contains  at  least  80%  of  anhydrous  theophylline. 
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of  his  experience  which  he  feels  may  be  of 
value  to  the  general  practitioner.  For  medical 
students  and  interns  an  attempt  has  been  made 
to  correlate  their  studies  in  the  fundamental 
basic  sciences  and  their  clinical  work.  The 
chapter  on  Diagnostic  Procedures  was  prepared 
in  considerable  detail,  not  only  for  the  general 
practitioner  but  also  for  the  internist  who  may 
wish  to  become  proficient  in  proctoscopy.  The 
surgical  management  of  the  common  anorectal 
inflammatory  diseases  is  based  upon  the  con- 
cept of  anal  infection  as  the  chief  etiologic 
agent,  and  is  aimed  toward  the  attainment  of 
a satisfactory  functional  result.  It  is  the  author’s 
hope  that  the  general  surgeon  will  find  herein 
some  incentive  to  bring  his  results  in  anorectal 
surgery  to  the  same  creditable  plane  achieved 
in  other  fields  of  surgery. 


CANCER,  A MANUAL  FOR  PRACTITIONERS, 
Second  edition,  by  The  Committee  on  Publi- 
cation composed  of  Ernest  M.  Daland,  M.  D., 
Chairman;  Sidney  Farber,  M.  D„  George  W. 
Holmes,  M.  D.,  Channing  C.  Simmons,  M.  D„ 
Editor;  Merrill  C.  Sosman,  M.  D.  and  Shields 
Warren,  M.  D.  Published  by  the  American 
Cancer  Society  (Massachusetts  Division)  Inc., 
Boston  Mass.  1950. 

This  book  is  designed  to  aid  the  general 
practitioner  in  the  diagnosis  of  cancer  and  to 
suggest  the  methods  of  treatment  generally  ac- 
cepted as  the  best.  No  attempt  has  been  made  to 
go  into  the  details  of  the  surgical,  radiological 
or  other  forms  of  treatment.  The  publication  of 
the  second  edition  has  been  made  possible  by 
a grant  from  the  American  Cancer  Society, 
Massachusetts  Division. 

Any  volume  on  cancer  is  alw.ays  welcome 
even  though  it  does  not  contribute  anything 
new  in  the  development  and  etiology  of  this 
protean  disease.  Several  State  Health  Depart- 
ments have  purchased  this  book  for  distribu- 
tion in  their  state,  and  there  has  been  a wide 
demand  for  it  from  other  health  organizations, 
colleges  and  medical  schools. 

“Only  the  beginning  of  a cancer  permits  of 
a cure.”  — Celsus,  First  Century. 


MEDICAL  GYNECOLOGY:  By  James  C.  Jan- 
ney,  M.  D.,  F.A.C.S.,  Associate  Professor  of 
Gynecology,  Boston  University  School  of 
Medicine;  Associate  Visiting  Gynecologist, 
Massachusetts  Memorial  Hospital.  New,  2nd 
Edition.  454  pages  with  108  figures.  Phila- 
delphia and  London.  W.  B.  Saunders  Com- 
pany. 1950.  Price  $6.50. 

The  present  volume  has  been  developed 


largely  from  the  author’s  experience  in  the 
clinical  teaching  of  gynecology,  a course  which 
he  has  conducted  for  some  years  at  the  Boston 
University  School  of  Medicine.  In  this  volume 
he  approaches  the  subject  of  gynecology  from 
the  direction  of  the  patient’s  complaints.  The 
general  outline  of  this  volume  is  the  same  as 
that  of  the  course.  It  takes  up  the  common 
symptoms  of  gynecology  and  describes  the  fac- 
tors concerned  in  their  production.  The  mech- 
anism of  symptoms  is  stressed  as  being  ex- 
tremely important  not  only  as  an  aid  in  correct 
diagnosis,  but  also  in  the  formulation  of  a 
treatment  that  will  be  physiologic  rather  than 
arbitrary. 

The  scope  of  the  book  is  limited  to  office 
gynecology.  It  has  two  aims.  One  is  to  aid  the 
medical  student  in  correlating  didactic  lectui.es 
with  the  experience  obtained  in  the  gyneco- 
logic clinic.  The  other  aim  is  to  provide  re- 
fresher material  for  the  general  practitioner 
and  to  bring  him  up  to  date  on  the  newer  de- 
velopments in  the  field.  It  is  a volume  well 
worth  while  for  the  general  practitioner  s 
pei’usal. 

THE  1S49  YEAR  BOOK  OF  DRUG  THERAPY 

(November,  1948-Oclober,  1949),  Edited  by 

Harry  Beckman,  M.  D.,  Director,  Department 

of  Pharmacology,  Marquette  University 

School  of  Medicine,  Milwaukee,  Wisconsin. 

Publisher:  Year  Book  Publishers,  Chicago. 

Price  $5.00. 

The  present  medical  era  is  certainly  charac- 
terized by  ,a  wholesome  reawakening  from 
nihilism  to  the  belief  in  the  worth  of  drugs. 
There  is  too  much  direct  transfer  to  the  bedside 
of  findings  in  animal  experimentation,  not  all 
of  which  is  definitive  even  in  its  own  sphere. 
Investigation  in  clinic  and  ward  is  often  poorly 
controlled  and  only  the  skeleton  of  a real 
trial.  Competitive  drugs  flood  the  market  with 
little  more  supportive  evidence  than  pleasantly 
colored  brochures.  Ideally,  the  physician  should 
not  prescribe  a drug  until  he  has  acquainted 
himself  with  the  studies  which  preceded  its 
introduction,  but  actually  this  is  difficult  to  do. 
This  reliable  book  on  drug  therapy  is  a most 
welcomed  volume  to  the  busy  practitioner,  and 
all  the  significant  advances  of  the  past  year 
have  been  included,  and  the  procedures  are 
very  applicable  to  the  type  of  cases  seen  most 
frequently  in  the  field  of  general  practice.  The 
doctor  should  be  familiar  with  the  standard 
drugs  as  he  is  more  able  to  avoid  the  various 
nostrums  and  proprietary  drugs  of  little  or  no 
value.  The  various  subjects  are  discussed  in  a 
short,  concise  manner,  easily  readable  and  con- 
veniently arranged. 
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MANIFESTATIONS  OF  BREAST  CANCER 

John  B.  Floyd,  Jr.,  M.  D. 

LEXINGTON 


The  order  and  method  of  appearance 
of  signs  and  symptoms  of  breast  carcino- 
ma form  the  basis  of  a clinical  diagnosis. 
The  earlier  the  diagnosis  is  made,  the  bet- 
ter the  results  of  treatment  will  be.  A 
late  diagnosis  is  usually  followed  (by  pal- 
liation only,  with  little  chance  for  a cure 
of  the  disease.  Thus,  it  is  clear  that  bet- 
ter control  of  this  disaese  problem  today 
follows  earlier  diagnosis  and  adequate 
radical  cancer  treatment. 

The  Standard  Treatment1'2  is  to  follow 
Halstead’s  criteria  of  wide  removal  of  the 
breast,  the  pectoralis  muscles,  and  the 
axillary  contents  with  a fine  tissue  tech- 
nique. 

Diagnosis 

This  paper  concerns  the  manifestations 
of  breast  carcinoma,  and  their  application 
to  the  diagnosis  of  the  disease,  and,  to  the 
prognosis  of  the  disease.  Carcinoma  of  the 
breast  is  the  most  common  cancer  in  sta- 
tistical studies  today,  about  4%  of  all  adult 
women  contracting  the  disease3.  In  one  of 
the  best  articles  of  its  type  that  I have 
seen,  and  one  which  should  be  closely 
read  by  all  of  us,  Haagensen  pointed  out 
that  3.4%  of  the  total  number  of  cancers 
of  the  breast  in  his  group  were  detected 
by  routine  examination  of  the  patients 
who  came  from  some  wholly  irrelevant 
symptom3.  He  outlines  his  routine  steps  of 
examination  which  requires  ten  to  twenty 
minutes. 

Examination 

1.  Palpation  of  supra-clavicular  and 
axillary  regions. 

lie-ul  before  the  Montgomery  County  Medical  Society, 
Mt.  Sterling,  Ky.,  during  the  cancer  mobile  visit  on  March 
29,  1950. 


2.  Inspection  of  the  breasts  with  arms 
first  at  the  side,  then  with  the  arms  rais- 
ed above  the  head. 

3.  Palpation  of  the  breasts  with  the  pa- 
tient both  supine  and  in  sitting  positions. 

4.  Secondary  methods.  Transillumina- 
tion, infra-red  photographs,  Roentgen  Ex- 
amination. 

Diagnostic  Manifestations 

Manifestations  of  breast  cancer  as  re- 
vealed by  examination  for  diagnosis  are 
easily  classified  into  five  groups: 

1.  Nodules— local  or  in  the  regional 
nodes. 

2.  Retraction  phenomena. 

3.  Nipple  erosions. 

4.  Nipple  discharges. 

5.  Abnormal  circulatory  relationships. 

1.  A nodule  in  the  breast  is  the  most 

common  sign  which  brings  patients  in  for 
examination.  It  is  extremely  difficult  to 
make  an  accurate  clinical  diagnosis  be- 
cause of  the  large  number  and  character 
of  benign  lesions.  Nearly  all  malignant 
lesions  of  the  breast  are  adenocarcinomas, 
and  are  given  descriptive  names  accord- 
ing to  the  manifestation  of  grade  and  ap- 
pearance; that  is,  medullary,  schirrous, 
inflammatory,  and  so  on,  and  in  early 
cases  the  diagnosis  is  confirmed  only  by 
microscopic  study.  Saltzstein  and  Pol- 
lack4, reporting  154  consecutive  breast 
tumors  in  private  patients,  stated  that  100 
were  benign  while  54  were  malignant.  An 
additional  22  were  presumably  benign 
and  un-operated  on.  The  Histologic  Types 
in  the  hundred  benign  cases  were: 
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1.  Chronic  cystic  mastitis 50 

2.  Duct  papilloma  6 

3.  Intra-cystic  papilloma  6 

4.  Adenofibroma  26 

5.  Lipoma  7 

6.  Abscesses  3 

7.  Fat  necrosis  1 

8.  Extra  mammary  tissue 1 

Total 100 


Chronic  cystic  mastitis  may  be  describ- 
ed in  three  broad  groups: 

1.  Blue  domed  cysts,  typically  discrete, 
tender  and  single,  appearing  in  soft  meno- 
pausal breasts. 

2.  Painful  breasts  (mazoplasia,  mastody- 
nia)  tender  firm  diffusely  thickened  areas 
in  young  women. 

3.  Schimmelbusch’s  disease  — typically 
in  nervous,  childless  women  of  30-40  years 
of  age,  with  multiple  tender  nodules  on 
palpation. 

Fibroadenomas  form  the  second  largest 
of  benign  tumors,  appearing  in  the  child 
bearing  age,  and  are  usually  freely  mov- 
able, well  outlined,  and  non-tender. 

Regional  nodules  generally  refer  to  ax- 
illary adenopathy  which  may  rarely  be 
the  first  sign  noted  of  a carcinoma  of  the 
breast0,  and  here  the  diagnosis  depends 
upon  excision  and  microscopic  examina- 
tion. Clinical  evaluation  of  axillary  nodes 
is  very  inaccurate,  44%  of  nodes  thought 
to  be  uninvolved  showing  microscopic 
metastasis,  while  15%  of  axillary  nodes 
thought  to  contain  metastases  were  un- 
involved0. 

2.  Retraction  Phenomena:  Cancer  of 

the  breast  nearly  always  produces  these 
phenomena,  ranging  from  a simple  dim- 
ple in  the  skin  or  asymmetry  of  a breast 
to  a shrinkage  of  the  breast  or  nipple  re- 
traction or  deviations.  The  signs  are  due 
to  shortening  of  fascial  planes  and  sup- 
ports following  contractive  fibroblastic 
proliferation  which  is  initiated  by  carci- 
noma. The  phenomena  becomes  manifest 
because  of  attachment  to  the  skin  or  pec- 
toral fascia,  and  are  elicited  by  different 
movements  of  the  breasts  and  pectoralis 
muscles.  Haagensen3  states  that  the  signs 
can  be  brought  out  in  all  carcinomas  of 
the  breast  except  a solid  circumscribed 
type  or  well  differentiated  types. 

3.  Nipple  Erosion:  A manifestation  of 

such  change  in  the  nipple  surface  merits 
consideration  as  a Paget  type  of  duct  cell 
carcinoma  until  proven  otherwise  (by  mi- 


croscopic examination.  Of  course,  the  fis- 
sures and  erosions  seen  in  an  early  nurs- 
ing breast  do  not  merit  this  consideration, 
and  inflammatory  and  trophic  lesions  do 
develop.  But  in  older  age  groups  the  per- 
centage of  nipple  lesions  which  are  can- 
cerous is  high  enough  to  merit  considera- 
tion as  a manifestation  of  cancer,  and  jus- 
tifies biopsy  and  microscopic  examina- 
tion. 

4.  Nipple  Discharge:  This  manifesta- 
tion of  abnormality  is  either  physiologic 
and  harmless,  or  pathological  and  indi- 
cative of  inflammation  or  epithelial  pro- 
liferation. Though  5%  of  carcinomas  of 
the  breast  are  accompanied  by  a nipple 
discharge3,  the  pathological  manifestation 
is  benign  in  80-85%.  The  usual  cause  of  a 
yellowish,  brownish,  reddish,  or  bloody 
discharge  from  epithelial  proliferation  is 
an  intraductal  papilloma.  Radial  pressure 
on  a segment  with  expression  of  secretion 
assists  in  localizing  the  involved  duct,  and 
this  manifestation  requires  surgical  ex- 
cision of  the  involved  ducts.  Quite  a 
problem  is  created  when  the  cause  can 
not  be  found,  for  while  procrastination 
has  no  place  in  treatment  of  cancer,  yet 
mastectomy  for  benign  lesion  is  a muti- 
lation. 

5.  Abnormal  Circulatory  Realtionships: 
Such  manifestations  are  an  increased 
blood  supply  with  increased  warmth,  ery- 
thema, and  dilated  vessels,  due  to  the 
growing  carcinoma,  or  the  presence  of 
edema  of  the  skin  of  the  breast  due  to 
blocking  of  subdermal  lymphatics  by  em- 
bolic cancer  cells  or  by  permeation  of 
cancer  cells  directly2.  However,  such  find- 
ings frequently  follow  benign  lesions. 

Prognostic  Manifestations 

The  manifestations  of  breast  cancer  al- 
ready mentioned  are  to  be  termed  “local,” 
in  the  sense  that  the  lesion  is  confined  to 
the  breast  and  axilla,  making  the  patient 
“operable.”  65  to  80%  of  those  patients 
without  axillary  metastases  will  be  alive 
without  signs  of  recurrence  in  five  years 
following  a radical  mastectomy.  Irradia- 
tion as  an  adjunct  has  not  been  found  to 
be  as  valuable  as  once  thought.  If  the  re- 
gional nodes  are  involved,  there  is  less 
chance  of  cure,  46%  being  alive  and  well 
in  five  years2.  About  30%  of  all  patients 
with  breast  carcinoma  seen  and  properly 
treated  will  be  five  year  “cures.” 

In  a study  of  all  female  patients  with 
breast  cancer  entering  the  Presbyterian 
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Hospital  between  1915  to  1934,  correlating  Stout  found  no  five  year  cures  in  eight 
the  five  year  cure  rate  against  twenty-one  types  of  cases,  listed  as  follows3: 
different  clinical  factors,  Haagensen  and 


No.  of 

5 year 

cases 

cure 

1. 

Extensive  edema  of  the  skin  over  the  breast 

41 

none 

2. 

Inflammatory  type  of  carcinoma 

20 

none 

3. 

Carcinoma  developing  during  lactation  or 

6 years 

pregnancy 

20 

none 

4. 

Proved  supraclavicular  metastases 

12 

none 

5. 

Satellite  nodules  in  skin  over  breast 

7 

none 

6, 

Distant  metastases 

7 

none 

7. 

Edema  of  the  arm 

3 

none 

8. 

Intercostal  or  parasternal  nodes 

1 

none 

Thus,  no  cure  can  be  expected  from  use 
of  the  standard  treatment  in  such  cases 
today.  Our  opportunity  to  improve  results 
is  to  be  able  to  apply  definitive  radical 
mastectomy  before  the  “catagorically  in- 
operable clinical  factors”  of  Haagensen 
develop. 

Palliative  treatment  for  late  manifesta- 
tions of  “inoperable”  or  “non-curalble”  le- 
sions consists  of  irradiation  and  hor- 
mones-"6'7'8. Painful  skeletal  sites  in  old 
breast  carcinoma  cases  should  probably 
be  treated  as  a metastasis,  even  though  no 
bony  change  is  manifest  on  a roentgeno- 
gram. Response  to  hormones  is  irregular 
and  transient.  Pain  of  osseous  spread  is 
usually  relieved  by  testosterone.  Huge 
soft  tissue  masses  in  older  post  menopau- 
sal women  generally  respond  to  estrogenic 
substances.  Oopherectomy  in  younger 
women  with  metastases  is  often  found 
helpful  in  the  relief  of  pain. 

Summary 

We  must  teach  everyone  that  four  out 
of  five  women  with  carcinoma  of  the 
breast,  limited  to  the  breast,  can  expect 
to  be  cured  today  by  a radical  mastectomy. 
We  must  all  keep  in  mind  the  five  mani- 
festations of  carcinoma  of  the  breast,  the 
lump,  the  retraction  phenomenon,  the 
nipple  erosion  and  discharge,  and  the  ab- 


normal circulatory  relationships.  The 
situation  is  more  favorable  than  for  any 
other  type  of  cancer  with  few  exceptions 
(notably  the  skin.) 

While  Wangensteen9  recently  suggested 
that  the  clavicle  be  divided  for  extension 
of  supra-clavicular  dissection  to  increase 
the  radicalness  of  the  operation,  the  es- 
sence of  today’s  theme  is  emphasis  on 
early  diagnosis  and  a shortening  of  the 
period  between  the  first  manifestation  of 
the  cancer  and  radical  mastectomy. 
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The  skills  required  in  Ihe  modern  treatment 

of  pulmonary  tuberculosis  are  many  and  va- 
ried. The  frequent  association  of  tuberculous 
and  nontuberculous  complications  adds  further 
to  the  need  for  practically  all  medical  and  sur- 
gical specialty  services,  not  excluding  research 
facilities.  The  closest  possible  association  and 
interchange  of  information  and  ideas  between 
the  tuberculosis  and  general  hospitals  is  for 


these  reasons  evidently  desirable.  Particular- 
ly is  it  desirable  for  the  teaching  hospitals, 
which  are  the  principal  centers  of  clinical  re- 
search, to  maintain  active  contact  with  tuber- 
culosis institutions,  and  even  to  provide  a 
quota  of  beds  for  the  interchange  of  patients. 
Carl  Muschenheim,  M.  D.,  Am.  Rev.  Tuberc., 
July,  1949. 
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RECTAL  BLEEDING,  CAUSES,  MANAGEMENT 

Orville  T.  Evans,  M.  D. 

LEXINGTON 


One  of  the  most  common  rectal  com- 
plaints which  will  cause  a patient  to  con- 
sult his  physician  is  bleeding.  It  is  too  fre- 
quently assumed  that  the  bleeding  is 
hemorrhoidal  in  origin,  and  treatment  is 
instituted  accordingly  without  adequate 
examinations  to  determine  accurately  the 
nature  of  the  bleeding  lesion. 

Types  of  Hemorrhoids 

The  term  “hemorrhoids”  comprises  in- 
ternal hemorrhoids  and  external  hemor- 
rhoids. The  words  internal  and  external 
refer  solely  to  their  site  of  origin;  internal 
piles  arise  in  the  lower  inch  of  the  rectum 
and  upper  part  of  the  anal  canal  in  con- 
nection with  the  internal  hemorrhoidal 
plexus  and  are  covered  with  bright  red 
columnar  epithelium;  external  piles  arise 
in  the  lower  third  of  the  anal  canal,  or  at 
the  anal  margin  in  connection  with  the  ex- 
ternal hemorrhoidal  plexus,  and  are 
covered  with  either  transitional  epithe- 
lium of  the  anal  canal  or  the  skin  of  the 
anus.  Internal  piles  are  insensitive,  where- 
as external  piles  are  quite  sensitive.  The 
appearance  of  both  may  be  considerably 
altered  as  the  result  of  thrombosis,  infec- 
tion, ulceration,  sloughing,  or  in  the  later 
stages  by  the  processes  of  repair.  These 
points  are  most  important  in  considering 
treatment  because  in  many  cases  small 
bleeding  internal  hemorrhoids  can  be  ef- 
fectively treated  by  the  injection  of  a 
sclerosing  solution.  This  method  of  treat- 
ment originated  among  the  quacks  and 
charlatans  and  is  still  practiced  by  them, 
along  with  their  so-called  electric  needle 
treatment  of  piles.  Injection  treatment, 
when  properly  applied  to  well  selected 
cases,  is  a good  treatment.  It  was  recog- 
nized and  introduced  to  the  profession  in 
1884  by  Kelsey.  For  many  years  there 
were  many  accidents,  before  its  applica- 
bility was  fully  understood.  Various 
strengths  of  phenol  were  at  first  used, 
and  are  still  in  use  in  certain  sections  of 
the  country. 

The  objectives  to  be  obtained  by  injec- 
tion treatment  are  (1)  to  stop  bleeding  by 
obliteration  of  vascular  capillary  and  ve- 
nous spaces,  and  (2)  to  produce  a sub- 
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mucous  sclerosis  which  will  draw  up  and 
fix  loose  mucous  membrane.  The  most 
suitable  types  of  hemorrhoids  for  injec- 
tion are  uncomplicated  internal  hemor- 
rhoids which  do  not  protrude  through  the 
grasp  of  the  anal  sphincter,  and  which  are 
manifested  only  by  soft  vascular  masses 
which  bleed  when  traumatized.  This  type 
can  be  quickly  rendered  asymptomatic  by 
a few  submucous  injections.  In  elderly 
people,  and  in  others  in  whom  there  are 
definite  contraindications  for  surgery, 
such  as  tuberculosis  or  other  debilitating 
disease,  injection  is  the  treatment  of 
choice  and  should  be  spoken  of  as  treat- 
ment rather  than  cure.  Combined  hemor- 
rhoids and  external  hemorrhoids  can  be 
cured  only  by  surgery.  External  hemor- 
rhoids are  not  an  important  source  of 
bleeding  from  the  ano-rectum. 

Etiology  of  Ano-Recial  Bleeding 

The  next  most  frequent  cause  of  ano- 
rectal bleeding  is  fissure-in-ano.  This 
type  of  bleeding  may  be  alarming  but  sel- 
dom produces  the  profound  anemia  that 
may  be  caused  by  internal  hemorrhoids. 
A fissure  usually  starts  as  an  abrasion  or 
tear  in  the  lining  of  the  anal  canal  caused 
by  over  distention  of  the  anus  in  the  act 
of  passing  a large  constipated  fecal  mass. 
In  the  differential  diagnosis  the  following 
conditions  have  occasionally  to  be  con- 
sidered: (1)  tuberculous  ulcer  of  the  anus, 
(2)  syphilitic  fissures  and  (3)  carcinoma 
of  the  anus.  A primary  chancre  in  its  early 
stages  may  resemble  a fissure,  but  time 
will  usually  be  all  that  is  necessary  to 
make  the  diagnosis.  A mucous  patch  of 
secondary  syphilis  which  involves  the 
anal  margin  is  easily  confused  with  a fis- 
sure, especially  if  there  are  no  other  ob- 
vious signs.  Here  again  a few  days  obser- 
vation is  all  that  is  requred  to  determine 
that  the  lesion  is  not  an  ordinary  fissure. 
Squamous  cell  carcinoma  of  the  anus  in 
its  early  ulcerated  stage  is  difficult  to  dis- 
tinguish from  a chronic  indurated  fis- 
sure. This  type  of  carcinoma  is  most  fre- 
quently seen  in  men  past  the  age  of  60, 
and  is  more  likely  to  involve  the  anterior 
anal  margin,  rather  than  the  posterior. 

The  only  cure  for  chronic  indurated  or 
complicated  fissures  is  radical  excision 
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and  plastic  repair  of  the  anal  canal.  It  is 
not  within  the  scope  of  this  paper  to  dis- 
cuss the  detailed  method  for  surgical 
treatment  of  fissure. 

Polypoid  Tumors 

The  next  frequent  cause  of  bleeding 
from  the  rectum  is  polyps,  polypoid  tu- 
mor or  polypoid  adenoma.  In  the  present 
state  of  our  knowledge  it  is  believed  that 
most  of  the  polypoid  tumors  of  the  colon 
originate  in  some  peculiar  cellular  ten- 
dency or  arrangement  which  probably 
antidates  birth.  However,  there  is  support 
for  the  belief  that  these  tumors  sometimes 
occur  as  a result  of  reparative  effort,  as 
the  body  defends  itself  against  infection, 
irritation,  or  trauma.  An  example  of  this 
is  polypoid  disease  following  chronic  ul- 
cerative colitis.  These  tumors  are  referred 
to  by  Felsen  as  pseudo-polyps  or  polypo- 
sis cystica  intestini,  and  he  states  that  the 
hereditary  factor  is  not  involved  in  the 
development  of  polyps  following  chronic 
ulcerative  colitis. 

Polypoid  adenoma,  or  adenomatosis  coli 
is  characterized  by  the  development  of 
multiple  tumors  which  arise  from  the  mu- 
cosa of  the  colon.  These  polyps  are  often 
so  numerous  that  normal  mucosa  can  be 
seen  only  with  difficulty.  They  are  at  first 
sessile  and  button  like  in  their  gross  ap- 
pearance, and  they  gradually  spread  on 
the  mucosa  and  project  into  the  lumen  of 
the  bowel  until  they  appear  as  dark  red 
rounded  tumors  which  bleed  easily  as  they 
grow  in  size.  The  bowel  tries  to  expell 
them  as  it  would  any  other  foreign  body. 
Since  the  mucosa  and  submucosa  are 
loosely  attached  structures,  the  adenoma- 
tous tumor  may  acquire  a pedicle  of  sur- 
prising length;  a tumor  in  the  sigmoid 
often  appearing  at  the  anus.  In  the  pedun- 
culated stage  the  adenomas  have  the  ap- 
pearance of  mushrooms  on  a pedicle  of 
mucosa  which  has  a rather  narrow  apex 
and  broad  base.  The  pedunculated  tumors 
are  generally  benign.  When  malignancy 
occurs,  a previously  benign  adenoma  with 
a short  pedicle  becomes  sessile,  spreads 
laterally,  often  undergoes  central  necrosis 
and  eventually  takes  on  the  appearance  of 
a carcinoma.  Cancer  occuring  in  an  aden- 
omatous polyp  remains  rather  well  lo- 
calized for  a relatively  long  period,  ex- 
hibits only  a slowly  invasive  tendency, 
and  if  resection  is  done  at  a reasonably 
early  period  the  tumor  does  not  recur. 
Most  of  the  surgical  cures  of  carcinomas 
of  the  colon  fall  into  this  group.  Whether 


adenomatous  polyps  are  the  precursors  of 
all  cancers  of  the  colon  is  perhaps  still 
open  to  question.  It  appears  certain,  how- 
ever, that  adenomatous  polyps  do  not  in- 
variably become  malignant  anymore  than 
all  ulcers  of  the  stomach  do. 

Prevalence  of  Polyps 

Although  actual  proof  is  lacking,  there 
is  little  doubt  that  polyps  may  exist  sin- 
gly or  in  large  numbers  within  the  colon 
for  many  years  without  producing  physi- 
cal evidence  of  their  presence.  A solitary 
polyp  is  often  discovered  by  accident  in  a 
patient  being  examined  for  an  obscure 
gastro-intestinal  complaint;  about  one 
third  of  these  patients  will  have  observed 
blood  in  the  stools  and,  most  of  the  time, 
the  polyp  was  its  source.  On  rare  occasion 
the  presence  of  such  lesion  will  be  dis- 
covered for  the  first  time  by  the  occur- 
ence of  a severe  hemorrhage.  Many  of 
these  lesions  cannot  be  felt  on  digital  ex- 
amination, and  they  are  too  small  to  be 
detected  by  roentgenographic  examina- 
tion of  the  colon.  The  only  way  to  find 
them  is  by  careful  visual  examination  of 
the  interior  of  the  bowel  through  the 
proctoscope.  Once  the  lesion  is  located  it 
should  be  sectioned  for  histologic  study. 
If  it  is  benign  or  of  a low  grade  malig- 
nancy, figuration  should  be  considered. 
Most  polypoid  lesions  of  the  colon  are 
found  within  reach  of  the  proctoscope. 
They  can  be  destroyed  by  fulguration  with 
little  technical  difficulty  and  small  incon- 
venience or  risk  to  the  patient. 

Since  95%  of  the  cancers  of  the  rectum 
and  distal  colon  are  adenocarcinomas  and 
there  is  considerable  evidence  that  these 
adenomatous  polyps  are  important  fac- 
tors in  the  development  of  adenocarcino- 
ma, I feel  particularly  justified  in  urging 
the  patients  to  submit  to  destruction  of 
even  the  smallest  polypoid  tumor. 

Early  Symptoms  of  Carcinoma 

In  85%  of  patients  with  carcinoma  of 
the  rectum,  bleeding  is  the  first  and  most 
constant  symptom.  We  have  discussed 
briefly  the  pathological  development  of 
the  most  common  malignant  tumors.  The 
subjective  and  objective  manifestations 
of  malignant  lesions  of  the  terminal  part 
of  the  colon  vary  within  wide  limits,  and 
are  modified  by  many  factors.  In  their  de- 
velopment when  they  are  small,  they  do 
not  influence  function  of  the  lower  bowel. 
Dr.  C.  H.  Mayo  once  said  that  less  than 
5%  of  tumors  occur  in  places  where  they 
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can  be  seen,  therefore  it  is  necessary  to 
wait  for  95%  or  more  of  these  tumors  to 
produce  irregularity  in  function  before 
their  existence  can  be  suspected.  There 
may  be  no  symptoms  of  early  carcinoma 
of  the  rectum,  or  distal  colon.  When  in- 
volvement has  become  extensive  there  are 
symptoms  and  signs  which  are  character- 
istic not  only  of  cancer,  but  also  of  many 
other  diseases  of  the  colon;  so  it  behooves 
us,  as  physicians,  to  investigate  every 
case  of  persistent  diarrhea  or  bleeding. 
Too  many  tragedies  have  occured  when 
bleeding  hemorrhoids  and  cancer  co-ex- 
isted, the  patient  being  treated  for  hemor- 
rhoids until  valuable  time  was  lost. 
It  is  probable  that  too  much  empha- 
sis is  placed  on  the  appearance  of 
blood,  whether  it  is  bright  red,  dark  red, 
streaked  on  the  stool,  tarry  and  so  forth. 
The  fact  is,  that  it  is  there,  and  its  source 
should  be  accurately  determined. 

Significance  of  Pain 

If  pain  were  an  early  manifestation  of 
cancer  the  mortality  rate  could  be  great- 
ly reduced.  Pain  in  rectal  cancer  appears 
late,  and  is  the  result  of  the  invasion  of 
other  pelvic  structures.  Constipation  and 
diarrhea  are  unreliable  because  neither 
gives  a true  representation  of  the  condi- 
tion. There  may  be  almost  complete  ob- 
struction, and  so  much  irritation  and 
spasm  producing  urgency  that  the  patient 
thinks  he  has  diarrhea.  Deformity  of  the 
stool  has  little  significance  as  a diagnostic 
aid. 

In  most  instances  this  disease  should  be 
attacked  in  the  most  radical  manner  and 
there  are  few  exceptions  to  the  rule  that, 
whenever  a lesion  is  considered  operable 
the  patient’s  best  chance  for  cure  rests 
with  the  ability  of  the  surgeon  to  com- 
pletely remove  it. 

Ulcerative  Colitis 

Another  important  cause  of  bleeding  is 
chronic  ulcerative  colitis.  The  patient  may 
complain  of  little  or  nothing  other  than  a 
feeling  of  somp  discomfort  in  the  rectum, 
and  the  passage  of  small  quantities  of 
blood.  Ultimately  the  stools  become  soft 
or  watery  with  frequent  discharge  of  mu- 
cus and  blood.  The  etiology  of  chronic  ul- 
cerative colitis  is  unknown. 

Relation  to  Bacillary  Dysentery 

Felsen  believes  that  every  case  can  be 
traced  to  an  acute  attack  of  bacillary  dys- 


entery which  became  chronic  and  pro- 
gressed to  chronic  ulcerative  colitis  and 
that  ileitis,  regional  ileitis,  non-specific 
ulcerative  colitis,  and  non-specific  granu- 
loma are  but  different  stages  of  the  same 
thing.  Buie  agrees  with  this  theory  for 
the  most  part,  but  believes  that  the  defi- 
ciency state  of  the  patient  increases  the 
susceptibility  to  the  disease.  He  also  be- 
lieves that  nervous  instability  is  an  im- 
portant factor  in  the  mechanism  in  about 
75%  of  the  cases.  The  diagnosis  is  made 
from  the  history,  direct  visualization  and 
roentgenographic  examination  of  the 
bowel. 

There  is  some  variation  in  the  color  of 
the  mucous  membrane  of  a normal  bowel, 
it  may  be  pale  or  pink  and  should  have  a 
glistening  surface  whereas  a diseased  mu- 
cous membrane  appears  granular,  and 
bleeds  when  wiped  with  a cotton  appli- 
cator. In  the  bowel  of  chronic  ulcerative 
colitis  there  will  be  no  areas  of  normal 
mucous  membrane  in  the  involved  seg- 
ments, and  the  valve  edges  will  be  ede- 
matous. The  x-ray  appearance  in  the  late 
stages  is  that  of  a lead  pipe  due  to  the  fi- 
brosis in  the  bowel  wall  and  obliteration 
of  haustral  markings. 

Treatment 

The  best  treatment  at  the  present  time 
is  early  bed-rest,  a high  protein,  high  ca- 
loric and  high  vitamin  diet.  The  drugs 
found  to  be  most  useful  are  sulfathalidine 
and  sulfasuxidine,  and  the  newer  anti- 
biotics, such  as  Chloromycetin  and  aureo- 
mycin. 

Conclusion 

In  conclusion  I would  re-emphasize  the 
importance  of  determining  the  source  of 
blood  passed  from  the  rectum  by  accurate 
digital  and  proctoscopic  examinations. 
These  examinations  should  be  followed, 
if  necessary,  by  x-ray  studies  made  by  a 
competent  roentgenologist.  Intelligent  and 
curative  treatment  can  be  instituted  only 
•after  an  accurate  diagnosis  has  been  es- 
tablished. 
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CANCER  OF  THE  ANUS  AND  LOWER  RECTUM 

Robert  A.  Scarborough,  M.  D. 

SAN  FRANCISCO,  CALIF. 


Approximately  one  out  of  every  ten 
cancer  deaths  in  the  United  States  is  due 
to  cancer  of  the  rectum.  Nevertheless,  the 
possibility  for  permanent  cure  is  greater 
for  cancer  of  the  rectum  and  colon  than 
for  cancer  anywhere  else  within  the  body. 
Eighty  to  ninety  per  cent  are  curable  if 
proper  treatment  is  undertaken  before 
metastasis  occurs  to  the  regional  lymph 
nodes.  Thirty  per  cent  are  curable  even 
after  such  lymph  node  metastases  have 
occurred.  Curability  is  directly  related  to 
early  diagnosis.  The  opportunity  for  early 
diagnosis  belongs  largely  to  the  general 
practitioner  who  is  first  consulted  for 
symptoms  which  are  seldom  pathogno- 
monic of  neoplasm,  but  which  should  al- 
ways create  suspicion  of  such  disease. 

Unfortunately,  today,  as  twenty  years 
years  ago,  the  average  duration  of  symp- 
toms prior  to  the  establishment  of  diag- 
nosis is  nine  months,  and  the  average  pe- 
riod elapsing  between  the  time  the  patient 
first  consults  a physician  and  the  estab- 
lishment of  correct  diagnosis  is  five 
months.  Only  two  things  are  necessary  to 
eliminate  this  five  months  period  of  de- 
lay which  is  the  responsibility  of  the 
medical  profession:  (1)  the  doctor  must 

think  of  cancer  when  certain  symptoms 
are  present,  and  (2)  having  thought  of 
this  possibility,  proper  examination  must 
be  carried  out  to  prove  or  to  rule  out  such 
disease. 

Symptoms 

The  dominant  symptoms  of  cancer  of 
the  rectum  are  bleeding  and  change  in 
bowel  habits.  The  onset  of  these  symp- 
toms is  usually  insidious.  Commonly  small 
streaks  of  blood  or  of  blood-tinged  mucus 
are  noted  on  the  stool.  Occasionally  more 
profuse  bleeding  may  occur.  Change  in 
bowel  habits  is  most  frequently  described 
as  increasing  constipation,  with  often  a 
sensation  of  incomplete  evacuation  of  the 
rectum,  although  in  the  majority  of  pa- 
tients there  is  actually  an  increased  fre- 
quency of  stools. 

Characteristically,  the  patient  with  can- 
cer of  the  rectum  shows  no  evidence  of 
anemia  or  of  significant  weight  loss  and 

Read  (before  the  Third  Annual  Cancer  Symposium, 
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has  no  pain.  He  feels  well  and  looks  well, 
and  he  is  usually  quite  certain  that  his 
symptoms  are  merely  due  to  piles. 

Diagnosis 

The  diagnosis  of  a tumor  in  the  rectum 
can  be  readily  established  by  digital  and 
proctoscopic  examination.  The  rectum  is 
an  accessible  site  for  direct  examination 
for  cancer.  The  proctologist  holds  no  pa- 
tent rights  on  the  use  of  the  rubber  glove 
and  the  proctoscope.  Every  doctor  who 
will  prescribe  for  or  treat  hemorrhoids 
should  do  both  a digital  and  a proctoscopic 
examination  before  he  assumes  that  bleed- 
ing is  from  hemorrhoids.  In  the  experi- 
ence of  many  of  the  largest  clinics,  more 
than  50  per  cent  of  all  patients  with  can- 
cer of  the  rectum  have  had  previous  treat- 
ment or  operation  for  hemorrhoids.  This 
tragic  error  would  never  occur  if  these  pa- 
tients received  proper  examination. 

Digital  examination  of  the  rectum 
should  not  be  limited  to  a cursory  inser- 
tion of  the  finger  through  the  anal  canal. 
The  finger  should  be  flexed  toward  the 
hollow  of  the  sacrum,  sweeping  the  en- 
tire circumference  of  the  ampulla  for  evi- 
dence of  a proliferative  growth.  The  ex- 
aminer should  then  press  firmly  against 
the  perineum  as  the  patient  bears  down, 
reaching  up  for  any  palpable  tumor.  Car- 
cinomas 12  or  13  centimeters  above  the 
anus  are  often  palpable  by  this  technic. 

Proctoscopic  examination  permits  di- 
rect visual  inspection  of  the  entire  muco- 
sal surface  of  the  bowel  from  the  anal 
canal  to  the  limit  of  introduction  of  the 
instrument.  This  is  usually  possible  for  a 
distance  of  25  centimeters.  When  a tumor 
is  visualized,  a biopsy  specimen  can  foe 
readily  obtained  with  suitable  biopsy  for- 
ceps. 

X-ray  examination  with  barium  enema 
is  essential  for  diagnosis  of  colonic  lesions 
above  the  reach  of  a proctoscope.  This 
procedure  has  no  place  in  the  diagnosis 
of  carcinoma  of  the  rectum.  Here  it  has  a 
diagnostic  accuracy  of  exactly  zero. 
Fifty  per  cent  of  rectal  cancers  are  entire- 
ly missed  by  such  examination,  and  50  per 
cent  of  apparent  lesions  are  proven  not  to 
exist  by  proctoscopic  examination.  Ba- 
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rium  enema  examination  alone  never 
rules  out  the  possibility  of  cancer  of  the 
large  bowel.  Digital  and  proctoscopic  ex- 
aminations are  necessary  for  diagnosis  of 
more  than  50  per  cent  of  such  lesions. 

Differential  Diagnosis 

Bleeding  or  change  in  bowel  habits  may 
be  due  to  hemorrhoids,  fissure-in-ano,  fis- 
tula-in-ano,  ulcerative  colitis  of  specific 
or  non-specific  etiology,  lymphogranu- 
loma venerea  stricture,  fecal  impaction, 
or  diverticulitis.  Symptoms  should  not  be 
attributed  to  any  of  these  conditions  un- 
til the  presence  or  absence  of  a tumor  has 
been  determined  by  digital  and  procto- 
scopic examinations,  and  by  x-ray  inves- 
tigation of  the  colon  when  all  symptoms 
are  not  satisfactorily  explained  by  direct 
examination. 

In  any  instance  of  a palpable  tumor  of 
the  rectal  wall,  differentiation  must  be 
made  between  carcinoma  and  thrombosed 
internal  hemorrhoid;  submucosal  indura- 
tion resulting  from  previous  injection 
treatment  of  arr  internal  hemorrhoid;  sub- 
mucosal abscess;  an  inflammatory  granu- 
loma due  to  amebiasis,  a foreign  body,  or 
tuberculosis;  and  lymphogranuloma  vene- 
rea stricture.  Carcinoma  has  a character- 
istic firm,  elevated,  irregular  edge,  with 
a variable  depth  of  central  ulceration. 
Diagnosis  is  usually  readily  made  by  pal- 
pation, but  should  be  confirmed  by  biopsy. 
Five  per  cent  of  all  rectal  cancers  are  epi- 
theliomas, originating  in  the  squamous 
epithelium  of  the  anal  canal.  These  usual- 
ly begin  close  to  the  level  of  the  muco- 
cutaneous junction  and  may  extend  up- 
ward into  the  rectal  ampulla  or  downward 
toward  the  anal  verge.  In  the  early  stage 
of  development,  epithelioma  may  be  con- 
fused with  a benign  inflammatory  lesion, 
particularly  a chronic  fissure-in-ano.  Sus- 
picion should  always  arise  when  any  ul- 
ceration of  the  skin  is  surrounded  !by  a 
firm,  thickened,  elevated  edge.  When  this 
is  found,  a biopsy  specimen  should  be  re- 
moved for  microscopic  examination. 

Treatment 

Radical  surgical  extirpation  is  the  only 
satisfactory  method  of  treatment  for  car- 
cinoma of  the  rectum.  There  is  but  one  op- 
portunity for  cure,  and  that  is  at  the  time 
of  the  first  operation.  The  surgical  pro- 
cedure employed  should  remove  the  wid- 
est possible  area  of  likely  spread  of  the 
tumor  both  by  the  lymphatics  and  by  di- 
rect extension.  This  can  !be  accomplished 


only  by  combined  abdomino-perineal  re- 
section, with  permanent  abdominal  colos- 
tomy. The  thought  of  colostomy  is  ab- 
horrent to  the  average  patient,  and  the 
same  point-of-view  is  not  infrequently 
reflected  in  the  attitude  of  the  physician. 
Ladies  and  gentlemen,  colostomy  is  a very 
small  price  to  pay  for  cure  of  cancer.,  The 
patient  with  a colostomy  has  entirely 
satisfactory  bowel  control,  with  regular- 
ity of  evacuation  effected  by  daily  enemas. 
A colostomy  bag  is  never  necessary.  A 
piece  of  cleansing  tissue  over  the  colos- 
tomy stoma  is  held  in  place  by  an  elastic 
webbing  belt.  The  patient  with  a colos- 
tomy can  carry  on  all  business  and  social 
activities  in  normal  fashion,  he  can  work 
and  play,  dance  and  swim,  exactly  like 
anyone  else. 

Numerous  surgical  procedures  have 
been  devised  for  rectal  carcinoma  which 
will  permit  preservation  of  bowel  contin- 
uity and  of  the  sphincter  muscle.  There 
are  some  staunch  advocates  of  the  so-call- 
ed pull-through  operation  and  of  abdomi- 
nal resection  with  low  pelvic  anastomosis. 
One  or  the  other  of  these  procedures  has  a 
place  in  the  treatment  of  cancer.  But  there 
is  a tragic  tendency  to  abuse  these  pro- 
cedures and  to  employ  them  unwisely, 
with  a serious  risk  of  inadequate  resec- 
tion, for  the  immediate  satisfaction  of 
maintaining  bowel  continuity.  These  pro- 
cedures do  not  offer  the  patient  with  car- 
cinoma of  the  rectal  ampulla  the  greatest 
possible  opportunity  for  cure,  and  they 
should  not  be  used.  They  may  be  used  in 
carefully  selected  cases  of  carcinoma  of 
the  rectosigmoid  located  well  above  the 
peritoneal  reflection  of  the  cul-de-sac. 
Decision  as  to  the  type  of  operation  to  be 
employed  in  these  cases  should  be  made 
at  the  time  of  operation,  not  before.  An 
adequate  resection  must  include  at  least 
two  inches  of  the  rectal  wall  and  of  the 
entire  retro-rectal  fat  pad  below  the  low- 
er border  of  the  tumor. 

There  is  some  difference  of  opinion  as 
to  the  best  method  of  treatment  for  epi- 
thelioma arising  in  the  anal  canal.  Radia- 
tion therapy,  properly  employed,  will 
cure  some  epidermoid  cancers.  Objec- 
tionable features  are  the  high  percentage 
of  failures,  and  prolonged  and  painful 
post-irradiation  reactions,  with  infection, 
tissue  necrosis,  hemorrhage,  and  stenosis. 
We  have  become  convinced  that  the  best 
treatment  for  this  type  of  tumor  is  also 
abdomino-perineal  resection  with  perma- 
nent colostomy.  The  perineal  resection 
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must  include  a wide  area  of  perineal  skin 
and  the  contents  of  both  ischio-reotal  fos- 
sae. Because  the  lymphatic  drainage  of 
the  anal  canal  is  to  the  inguinal  lymph 
nodes,  block  dissection  of  these  nodes 
should  also  be  carried  out. 

Pyschological  Aspects  of  Treatment 

The  diagnosis  of  cancer  of  the  rectum 
immediately  poses  the  problem  of  what 
to  tell  the  patient.  To  propose  a major 
surgical  procedure  with  the  necessity  of 
a colostomy  requires  an  adequate  expla- 
nation to  the  patient.  He  must  know  the 
truth,  not  necessarily  the  whole  truth, 
but  nothing  but  the  truth.  Optimism  and 
assurance  are  justifiable  on  the  basis  of 
the  relatively  high  possibility  of  cure.  The 
patient  must  be  imbued  with  conviction 
that  he  can  be  cured,  and  that  he  can 
carry  on  an  entirely  normal  life  subse- 
quent to  operation.  • 

Following  recovery  from  successful 
surgical  extirpation,  repeated  reassurance 
is  frequently  necessary  for  the  peace  of 
mind  and  physical  welfare  of  the  patient. 
Minor  suggestive  complaints,  or  develop- 
ment of  symptoms  of  entirely  unrelated 
illness,  may  convince  the  patient  that  he 
is  hopelessly  riddled  with  cancer.  This 
incorrect  assumption  is  occasionally  made 
by  the  doctor.  While  such  a possibility 
necessarily  must  be  kept  in  mind  by  the 
physician,  acceptance  of  the  fact  should 
never  precede  the  establishment  of  defi- 
nite evidence  that  metastases  are  present. 

Development  of  symptoms  of  bowel  ir- 
regularity or  of  bleeding  is  not  presump- 
tive evidence  of  recurrent  cancer.  The  in- 
cidence of  development  of  new  primary 
lesions  is  sufficiently  high  to  suggest  this 
possibility.  In  such  event,  surgical  exci- 
sion of  the  new  lesion  offers  as  favorable 
a prognosis  as  did  the  first  lesion. 

Polyps 

An  important  phase  of  the  problem  of 
cancer  of  the  rectum  and  colon  lies  in  the 
field  of  preventive  medicine.  The  large 
intestine  is  a frequent  site  for  the  develop- 
ment of  polyps.  There  is  abundant  evi- 
dence that  the  vast  majority  of  these  tu- 
mors are  pre-cancerous  lesions.  Their  dis- 
covery and  destruction  will  prevent  can- 
cer in  many  instances.  Polyps  may  develop 
at  any  age.  They  are  the  commonest 
cause  of  intestinal  bleeding  in  children. 
Probably  4 per  cent  of  adults  harbor  one 
polyp  or  more  in  the  large  bowel.  They 


may  occur  singly,  or  there  may  be  a few 
or  great  numbers.  Diffuse  polyposis  is  fre- 
quently but  not  always  a familial  disease. 
About  10  percent  of  patients  with  chronic 
ulcerative  colitis  develop  multiple  polyps, 
a condition  described  as  pseudopolyposis 
because  of  the  inflammatory  origin  of  the 
lesions.  These,  too,  are  pre-cancerous  le- 
sions. 

Polyps  produce  no  symptoms  until  sur- 
face ulceration  results  in  bleeding  or  un- 
til there  is  mechanical  interference  with 
bowel  mobility.  By  far  the  commonest 
symptom  is  bleeding.  There  may  be  gross 
hemorrhage,  but  in  the  vast  majority  of 
cases  the  only  symptom  is  streaking  of 
blood  on  the  stool.  Investigation  of  rectal 
bleeding  should  include  examination  for 
the  possible  presence  of  one  or  more 
polyps.  Seventy-five  per  cent  of  all  large 
bowel  polyps  occur  in  the  lower  25  centi- 
meters of  the  bowel.  Diagnosis  of  these 
lesions  is  achieved  by  proctoscopy.  Higher 
lesions  must  be  identified  by  x-ray  inves- 
tigation. Routine  opaque  barium  enema 
examination  is  inadequate  in  the  majority 
of  cases.  Air  contrast  examination  by  in- 
flation of  the  colon  with  air  or  oxygen  af- 
f.ter  partial  evacuation  of  the  barium  mix- 
ture, is  the  only  satisfactory  diagnostic 
procedure.  Even  with  the  most  skillful 
technic  of  examination  these  tumors  are 
often  difficult  to  visualize.  A second  and 
a third  examination  may  be  necessary. 

The  treatment  of  polyps  of  the  rectum 
and  colon  is  surgical  removal  of  each  and 
every  polyp.  Lesions  within  reach  through 
a proctoscope  may  be  removed  through 
this  instrument  by  diathermy  snare  if 
they  are  pedunculated,  or  destroyed  by 
electro-fulguration  when  sessile  in  charac- 
ter. The  danger  of  perforation  of  the  bowel 
wall  must  be  recognized  and  avoided.  All 
single  polyps  higher  in  the  colon  should 
be  removed  by  laparotomy  and  colotomy. 
Treatment  of  diffuse  polyposis  of  the  co- 
lon should  consist  of  preliminary  eradica- 
tion of  all  polyps  of  the  rectum,  followed 
by  colectomy  after  end-to-end  anastomosis 
of  the  ileum  to  the  rectal  stump.  When 
malignant  degeneration  has  already  oc- 
curred in  the  rectum,  complete  colectomy 
with  permanent  ileostomy  is  indicated. 
This  is  also  the  proper  treatment  for  poly- 
posis secondary  to  chronic  ulcerative  co- 
litis. 

Any  polyp  removed  from  the  rectum  or 
colon  should  be  subjected  to  careful  mi- 
croscopic examination  by  a competent 
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surgical  pathologist  for  evidence  of  malig- 
nant degeneration.  Some  pathologists 
diagnose  any  adenomatous  polyp  as  adeno- 
carcinoma Grade  I.  Such  diagnosis  may 
lead  to  unnecessary  radical  operations,  or 
a false  sense  of  security  in  the  safety  of 
local  excision.  The  basic  evidence  of 
malignancy  is  invasion  through  the  base- 


ment membrane  or  muscularis  mucosa. 
When  this  has  been  demonstrated,  the  le- 
sion should  be  called  carcinoma  and  be 
treated  as  such.  In  the  absence  of  any  mi- 
croscopic evidence  of  invasion,  complete 
local  excision  or  destruction  of  the  tumor 
is  adequate  and  satisfactory  treatment. 


THE  NEUROLOGIC  MANIFESTATIONS  OF 
i PERNICIOUS  ANEMIA 

Maurice  Nalaro,  M.  D. 

LOUISVILLE 


The  neurological  manifestations  of 
pernicious  anemia,  their  prognosis  and 
treatment,  have  been  the  despair  of  the 
conscientious  clinician.  From  the  time  of 
Addison’s  description  of  progressive 
pernicious  anemia  in  1885,  clinicians  were 
auick  to  realize  how  ultimately  futile  any 
of  the  proposed  methods  of  treatment 
were.  Addison’s1  only  mention  of  nervous 
system  involvement  was  that  of  fatty  de- 
generation of  a portion  of  the  semilunar 
ganglion  of  the  solar  plexus.  Lichtheim2, 
in  1886,  was  the  first  to  describe  the  spinal 
cord  degeneration  and  in  the  foreign 
literature  the  neurologic  complications 
of  pernicious  anemia  are  referred  to  as 
the  “neuro-anemic  syndrome”  of  Lich- 
theim. The  neurologic  manifestations  are 
particularly  distressing,  the  more  so 
when  sphincter  disturbances,  paraplegias, 
contractures,  confusional  psychotic  states, 
and  the  so-called  organic  brain  syndrome 
develop  during  the  natural  history  of  the 
disease. 

Liver  Therapy 

The  outlook  for  pernicious  anemia  pa- 
tients with  neurologic  manifestations 
brightened  considerably  following  the  in- 
troduction of  liver  therapy  by  Minot  and 
Murphy3  in  1926.  It  was  soon  shown  that 
adequate  treatment  with  oral  liver  ex- 
tracts and  lightly  cooked  liver  resulted  in 
a gratifying  return  of  the  blood  to  normal 
levels,  disappearance  of  the  macrocytosis 
and  an  increase  in  the  general  well-being 
and  strength  of  patients  so  treated.  The 
development  of  intramuscular  liver  ex- 
tracts of  high  potency  and  dependability 
overcame  the  vagaries  of  oral  therapy. 

Real  before  the  Louisville  Society  of  Internists,  Septem- 
ber 29,  1949. 


However,  the  improvement  in  the  neu- 
rologic manifestations  was  not  as  im- 
pressive or  as  rapid,  so  that  differences 
of  opinion  arose  as  to  specific  therapy. 
Minot  and  Murphy4,  in  1927,  reported  im- 
provement or  arrest  of  progress  of  the  dis- 
ease in  cases  of  short  duration.  Richard- 
son5 and  other  observers010  reported  fa- 
vorably or  were  optimistic  when  treat- 
ment was  adequate  and  begun  early  and 
believed  that  progression  could  be  arrest- 
ed and  functional  improvement  could  oc- 
cur. Davidson  and  Gulland11,  among 
others  12'14,  were  not  as  optimistic  and 
believed  that  specific  therapy  had  no  ef- 
fect, that  progression  of  the  disease  may 
occur  while  under  treatment,  or  that  any 
improvement  could  be  attributed  to  the 
increase  in  well-being  and  strength  of  the 
patient  concomitant  with  the  attainment 
of  normal  blood  levels. 

Nerve  Degeneration 

Some  investigators  noted  that  the  de- 
gree of  spinal  cord  degeneration  did  not 
always  parallel  the  severity  of  the  clini- 
cal signs  and  symptoms  and  conversely 
minimal  clinical  symptoms  and  signs  were 
associated  with  severe  cord  changes.  This 
led  to  suggestions  by  Baker  et  al15,  and 
many  writers1618  that  peripheral  nerve 
degenerations  were  the  cause  of  many  of 
the  neurologic  symptoms  and  signs  in 
pernicious  anemia.  Earlier  work19'20  was 
scarce,  inadequate,  lacked  confirmation, 
and  often  was  contradictory.  Lichtheim2 
and  some  investigators21'22  denied  that 
there  was  any  peripheral  nerve  degenera- 
tion in  pernicious  anemia.  However,  a 
study  of  biopsy  material  of  the  peripheral 
nerves  in  pernicious  anemia  by  Hamilton 
and  Nixon17  and  a few  others10'23'24  has 
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conclusively  demonstrated  that  degenera- 
tive changes  do  occur  and  may  be  quite 
severe.  This  histologic  evidence  has  prov- 
en that  many  of  the  neurologic  symptoms 
and  signs  in  pernicious  anemia  are  due  to 
peripheral  nerve  involvement  rather  than 
spinal  cord  degeneration.  Even  prior17  to 
the  introduction  of  liver  therapy  in  perni- 
cious anemia,  evidence  accumulated  im- 
plicating the  peripheral  nerves  as  respon- 
sible for  many  of  the  neurologic  signs  and 
symptoms.  This  was  an  important  concept 
since  the  regenerative  capacity  of  these 
nerves  is  well  known  in  contradistinction 
to  the  very  limited,  if  any,  power  of  re- 
generation in  the  cord  itself.  Hence,  po- 
tential complete  restoration  of  function 
could  be  predicted.  Early  diagnosis,  and 
prolonged,  adequate  treatment  with  po- 
tent parenteral  liver  extracts  and  more 
recently  with  Vitamin  B12  has  resulted  in 
a much  more  favorable  prognosis  for  the 
neurologic  manifestations  of  pernicious 
anemia. 

Effect  of  Vitamin  B12 

During  the  past  year  we  have  had  the 
opportunity  at  the  V.  A.  Hospital,  Louis- 
ville, Ky.,  to  investigate  the  effect  of  Vita- 
min B12  on  patients  with  pernicious  ane- 
mia in  relapse  and  we  have  been  particu- 
larly interested  in  the  effect  of  such  ther- 
apy on  the  neurological  picture. 

The  neurologic  examinations  on  admis- 
sion and  at  varying  intervals  after  [begin- 
ning treatment  were  done  by  Dr.  Ephraim 
Roseman,  Consultant  in  Neurology,  or  by 
a representative  of  the  Neurology  Service. 

The  clinical,  hematologic,  and  neuro- 
logical findings  have  been  reported25  pre- 
viously in  some  detail,  and  the  case  re- 
ports to  be  presented  here  will  be  con- 
fined to  a brief  description  of  the  neuro- 
logical manifestations  prior  to  and  fol- 
lowing treatment  with  Vitamin  B12. 

Case  Reports 

Case  1.  A.  S.,  a 59  year  old  white  male 
became  ill  in  1937.  His  illness  was  char- 
acterized by  gradual  onset  of  weakness, 
weight  loss,  sore  tongue,  dyspnea,  “pound- 
ing” headaches,  and  numbness  and  ting- 
ling of  the  hands  and  feet.  The  blood  pic- 
ture was  typical  of  pernicious  anemia. 

The  neurologic  examination  revealed 
minimal  stocking  hypesthesia  up  to  the 
knees  and  glove  hypesthesia  to  pinprick 
and  cotton  wool  up  to  the  junction  of  the 
middle  and  lower  third  of  the  forearms. 
Mistakes  in  position  of  the  fingers  was 


made  about  30%  of  the  time  and  75%  in 
the  toes.  Vibratory  sense  in  the  toes  was 
decreased  about  25%.  Reflexes  were  hypo- 
active,  but  equal  bilaterally. 

He  was  given  0.025  mg.  of  Vitamin  B,„ 
on  11-15-48,  0.025  mg.  on  12'20-48  and 
0.030  mg.  on  3-25-49  for  a total  of  .080  mg. 

There  was  little  change  in  the  neuro- 
logic picture  and  no  progression  during 
our  period  of  observation,  and  he  was  dis- 
charged on  5-7-49. 

Case  2.  E.  N.,  a 53  year  old  white  male 
was  admitted  on  11-16-48  complaining  of 
dyspnea  of  ten  weeks’  duration.  He  had 
noted  numbness  and  tingling  of  the  fin- 
gers and  toes  for  about  three  years  and 
had  been  subject  to  severe  headaches  for 
about  ten  weeks.  The  blood  findings  were 
diagnostic  of  pernicious  anemia. 

The  neurological  examination  was  es- 
sentially negative. 

He  was  given  0.025  mg.  of  Vitamin  B,„  on 

11- 22-48,  0.025  mg.  on ' 12-20-48  and  0’030 
mg.  on  2-28-49  for  a total  of  0.080  mg.  of 
Vitamin  B,2. 

Neurologic  symptoms  or  signs  did  not 
develop  during  our  period  of  observation 
and  he  was  discharged  on  4-21-49. 

Case  3.  W.  C.,  a 68  year  old  white  male 
was  admitted  on  12-23-48  complaining  of 
marked  weakness,  burning  pains  across  the 
chest,  sore  tongue  and  mouth  and  numb- 
ness and  tingling  of  the  hands  and  feet. 
The  blood  picture  was  consistent  with 
pernicious  anemia. 

The  neurological  examination  was  es- 
sentially normal  except  for  an  afterglow 
phenomenon  elicited  in  the  feet. 

He  received  0.050  mg.  of  Vitamin  B]2  on 

12- 30-48  and  another  0.050  mg.  on  3-2-49. 

The  afterglow  phenomenon  was  still 

present  on  discharge  4-26-49  but  there  had 
been  no  further  progression  of  the  neuro- 
logic manifestations. 

Case  4.  R.  T.,  a 53  year  old  colored  male 
was  admitted  on  1-1-49  complaining  of 
poor  appetite,  marked  weakness,  and  sore 
tongue,  for  about  two  months  prior  to  ad- 
mission. The  blood  findings  were  typical 
of  pernicious  anemia. 

The  neurological  examination  revealed 
generalized  weakness.  Mistakes  in  the  po- 
sition of  the  toes  were  made  80-90%  of 
the  time  and  30%  in  the  fingers.  Vibratory 
sense  was  decreased  approximately  50% 
in  the  feet  and  20%  in  the  hands.  The  deep 
reflexes  were  uniformly  hypoactive.  The 
ankle  jerks  were  absent  bilaterally  and 
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there  was  a bilateral  Babinski.  Afterglow 
phenomenon  was  elicited  bilaterally.  This 
was  interpreted  as  being  consistent  with 
mild  combined  system  disease,  with  some 
evidence  of  peripheral  neuropathy. 

He  was  given  0.050  mg.  of  Vitamin  B12 
on  1-8-49  and  0.030  mg.  on  3-2-49  for  a to- 
tal of  0.080  mg. 

He  was  discharged  on  4-26-49,  at  which 
time  there  had  been  little  objective  im- 
provement in  the  neurological  picture. 

Case  5.  W.  K.,  a 56  year  old  white  male, 
was  admitted  on  2-3-49  complaining  of 
weakness,  numbness  and  tingling  of  the 
fingers  and  toes,  staggering  gait,  and  los- 
ing his  feet  in  the  dark  for  about  two 
months  prior  to  admission.  The  blood 
pressure  was  diagnostic  of  pernicious 
anemia. 

The  neurologic  examination  revealed 
a slight  nystagmus  on  extreme  lateral 
gaze  and  a generalized  weakness.  The  fin- 
ger to  nose  tests  were  adequately  per- 
formed with  the  eyes  open,  but  poorly 
with  the  eyes  closed.  The  heel  to  shin 
tests  were  done  sloppily,  worse  on  the 
left  and  there  was  little  difference  wheth- 
er the  eyes  were  open  or  closed.  Position 
and  vibratory  senses  were  decreased  ap- 
proximately 20%  in  the  fingers  bilateral- 
ly. Vibratory  sense  was  lost  up  to  the  iliac 
crests  and  position  sense  was  approxi- 
mately 90%  diminished  in  the  toes.  The 
deep  reflexes  were  hypoactive  but  the 
ankle  jerks  were  absent,  and  there  was  a 
bilateral  Babinski.  This  was  interpreted 
as  being  consistent  with  combined  system 
disease.  However,  due  to  the  history  of 
sudden  paralysis  of  the  lower  extremities 
in  1916,  persisting  for  about  6 months  and 
then  completely  disappearing,  the  possi- 
bility of  multiple  sclerosis  could  not  be 
ruled  out. 

He  was  given  0.030  mg.  of  Vitamin  Bl2 
on  2-17-49,  0.020  mg.  on  2-25-49  and  then 
0.020  mg.  every  other  day  beginning  on 
2-28-49  for  consecutive  occasions,  for  a to- 
tal of  0.150  mg. 

Concurrently,  there  was  a rapid  im- 
provement in  his  symptoms  except  for 
the  neurologic  picture.  There  was  little 
neurologic  improvement  until  3-19-49 
when  the  Babinski  response  was  not  elicit- 
ed. The  deep  reflexes  became  almost  nor- 
mally active  and  the  finger-nose  and  heel- 
shin  prformances  almost  normal.  The  an- 
kle jerks  became  active  on  5-6-49.  There 
was  no  improvement  in  the  vibratory  or 


position  sense  in  the  lower  extremities. 
He  was  discharged  on  5-21-49. 

Case  6.  O.  A.,  an  81  year  old  white  male, 
stated  that  in  the  latter  part  of  December, 
1948  he  became  ill  with  the  “flu”  and  was 
in  bed  serveral  days.  Two  or  three  weeks 
later  he  noted  anorexia  and  developed  a 
sore  tongue  and  mouth.  He  had  noted  ex- 
treme weakness  two  or  three  weeks  prior 
to  admission  and  was  unable  to  get  out  of 
bed.  Pins  and  needles  sensation  had  been 
present  for  about  one  month,  associated 
with  difficulty  in  walking.  The  blood  find- 
ings were  typical  of  pernicious  anemia. 

The  neurological  examination  revealed 
hypoactive  reflexes,  bilateral  Babinski, 
stocking  hypesthesia  to  pain  and  light 
touch  of  the  lower  extremities  up  to  four 
to  five  inches  above  the  ankles.  There  was 
some  decrease  in  pain  sensation  to  pin 
prick  in  the  tips  of  the  fingers  bilaterally. 
Position  sense  was  diminished  50%  in  the 
upper  extremities.  This  was  interpreted 
as  consistent  with  combined  system  dis- 
ease. 

He  received  0.100  mg.  of  Vitamin  Br,  on 
4-8-49. 

He  showed  a remarkable  subjective  re- 
sponse. 

Within  two  weeks  the  patient,  very 
weak  and  unable  to  walk  without  assis- 
tance when  admitted,  was  able  to  walk  un- 
aided and  felt  much  improved.  There  was 
very  little  change  noted  in  the  objective 
neurologic  findings. 

Discussion 

It  can  no  longer  be  held  as  valid  that 
the  neurologic  lesions  in  pernicious  ane- 
mia are  the  direct  result  of  the  anemia  per 
se26,  since  many  cases  have  been  reported 
with  severe  anemia  and  little  or  no  in- 
volvement of  the  nervous  system.  Further- 
more, anemias,  other  than  pernicious 
anemia,  are  seldom  complicated  with  neu- 
rologic manifestations. 

The  more  recent  investigations  by  our- 
selves25 and  others27  of  Vitamin  B12  and 
its  effects  on  pernicious  anemia  in  relapse 
indicate  that  we  are  dealing  with  a “bio- 
chemical lesion”  conditioned  by  a gastro- 
intestinal mucosal  atrophy  resulting  in  a 
nutritional  deficiency.  These  recent  ob- 
servations also  indicate  that  the  hemato- 
logic and  neurologic  manifestations  are 
both  the  result  of  a Vitamin  B12  defici- 
ency. 

Involvement  of  the  nervous  system  in 
pernicious  anemia  has  been  estimated"1' 
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to  be  from  5 to  90%.  If  we  consider  neuro- 
logic involvement  occurring  only  in  those 
cases  with  gross  changes  then,  perhaps, 
5%  is  a good  approximation.  However,  if 
we  include  cases  with  paresthesias,  then 
80%  involvement  of  the  nervous  system 
is  a fair  estimate.  Involvement  of  the 
peripheral  nerves  in  pernicious  anemia 
has  been  variously  estimated  at  5 to  23%18. 
Any  attempt  to  separate  the  neurotic 
from  the  myelitic  signs  and  symptoms  is 
understandingly  difficult  and  can  be 
questioned  as  to  reliability.  Paresthesias, 
hypotonia,  absent  deep  reflexes,  sensory 
disturbances  and  ataxia  may  be  common 
to  both  posterior  column  and  peripheral 
nerve  involvement.  This  aspect  of  the 
problem  has  emphasized  the  controversy 
as  to  the  relative  importance  of  the  spinal 
cord  and  peripheral  nerve  changes  in  the 
production  of  the  neurologic  manifesta- 
tions of  pernicious  anemia. 

Many  investigators, 10'15'17-24  have  ex- 
pressed the  opinion  that  the  peripheral 
nerves  play  a much  more  important  role  in 
pernicious  anemia  than  is  'appreciated, 
and  undoubtedly  this  is  the  basis  for  the 
marked  remission  of  sensory  phenomena 
seen  in  cases  treated  early  and  adequate- 
ly. Recent  neuropathological  investiga- 
tions10'17'23"24 of  patients  demonstrating 
clinical  signs  of  peripheral  neuropathy, 
have  revealed  that  the  peripheral  nerves 
were  involved  in  all  of  these  cases. 

It  has  been  observed  rather  frequently 
that  the  best  results  of  liver  therapy  in 
patients  having  neurologic  manifestations 
have  been  in  those  cases  with  few  if  any 
pyramidal  tract  signs,  i.  e.,  in  those  where 
posterior  column  signs  and  symptoms  are 
dominant.  The  symptoms  and  signs  of 
posterior  column  disease  (medullary)  can 
equally  well  be  caused  by  changes  in 
the  peripheral  nerves  (extramedullary) . 
Since  the  extramedullary  nerves  have  re- 
markable powers  of  regeneration,  more 
than  one  observer  has  suggested  that  with 
adequate  therapy  the  improvement  in 
the  neurologic  signs  and  symptoms  is  due 
to  the  regeneration  that  occurs  in  the 
peripheral  nerves.  On  theoretical 
grounds20,  then,  the  maximum  response 
to  adequate  treatment  will  be,  first,  dis- 
appearance of  symptoms  and  signs  arising 
from  peripheral  nerve  involvement  and, 
secondly,  those  symptoms  resulting  from 
a temporary  loss  of  spinal  cord  function. 
Adequacy  of  treatment  of  the  neurologi- 
cal manifestations  should  be  judged,  not 
only  by  their  improvement,  but  also  by 


evidence  of  no  further  progression28. 

Grinker  and  Kandel14,  Needles29,  and 
Goldhamer,  Bethell,  Isaacs  and  Sturgis13 
have  published  reports  in  which  they  dis- 
agreed with  those  who  believe  that  ade- 
quate liver  therapy  will  arrest  the  pro- 
gression of  the  neurological  lesions  to  pre- 
vent the  development  of  new  symptoms 
and  signs.  Any  neurologic  improvement 
was  thought  by  them  to  be  due  to  the  cor- 
rection of  the  anemia  and  the  concomit- 
tant increase  in  the  sense  of  well-being 
and  strength  of  the  patient.  It  would  seem 
from  their  reports  that  their  patients  did 
not  receive  adequate  therapy  since  their 
criterion  of  an  adequate  blood  count  was 
an  average  of  four  million  and  no  men- 
tion was  made  of  the  volume  of  the  red 
cells.  Nevertheless,  it  is  true  that  many  re- 
ports of  marked  improvement  overlook 
the  fact  that  prior  to  therapy  many  pa- 
tients have  a severe  anemia,  undoubted 
plurivitamin  deficiencies,  as  well  as  cord 
and  peripheral  nerve  signs  and  symptoms. 
Improvement  in  the  neurologic  manifes- 
tations in  these  patients  may  be  due  to 
the  improvement  in  health,  strength,  im- 
proved circulation,  compensatory  hyper- 
trophy, and  to  the  deliberate  or  uncon- 
scious efforts  of  the  patient  in  reeduca- 
tion and  training  and  perhaps  to  subsi- 
dence of  edema  in  the  cord.  Some  writers 
fail  to  realize  that  sepsis  of  any  sort  or 
metabolic  derangements  such  as  diabe- 
tes mellitus,  or  cardiovascular  disease  may 
prevent  a full  response  to  liver  therapy. 
In  these  cases  failure  of  liver  therapy 
should  be  attributed  to  the  complicating 
factor  and  not  to  the  treatment.  As  has 
been  pointed  out  above,  adequacy  of  treat- 
ment cannot  be  based  on  the  quantity  of 
liver  or  its  equivalents,  i.  e.,  a standard 
dose  or  total  quantity  per  course,  since  the 
amount  necessary  for  each  patient  varies 
considerably  at  times.  This  was  overlook- 
ed in  many  of  the  earlier  reports.  Some 
observers  reported  failure  of  liver  therapy 
but  did  not  follow  their  patients  for  ade- 
quate periods  of  time.  It  is  well  known 
that  it  may  be  months  before  the  full 
benefit  of  liver  therapy  may  be  realized. 

Rundles27  has  described  four  types  of 
neurologic  disturbances  in  pernicious 
anemia:  (1)  Cerebral,  (2)  olfactory,  (3) 
peripheral  nerve  and  posterior  columns 
of  the  spinal  cord,  and  (4)  lateral  columns 
of  the  spinal  cord.  The  neurologic  prog- 
nosis has  been  shown  to  depend  on  the 
type  of  disturbance,  its  severity,  duration, 
and,  most  important,  on  the  adequacy  and 
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duration  of  treatment.  Of  the  four  general 
types  of  neurologic  disturbances  describ- 
ed the  commonest  is  involvement  of  the 
peripheral  nerves  and  posterior  columns 
of  the  spinal  cord.  Prognosis  can  be  esti- 
mated at  the  start  of  treatment,  depend- 
ing on  the  type  of  deranged  function. 
Those  that  have  had  a relatively  acute  on- 
set of  their  neurological  symptoms  and 
signs  of  a few  months  duration  appear  to 
have  a good  prognosis.  At  times  patients 
who  appear  completely  incapacitated  will 
recover  almost  completely  with  adequate 
and  prolonged  therapy.  This  was  true  of 
our  cases  3 and  6.  Cerebral  symptoms  if 
present  are  apparently  reversible  and  in 
our  case  3 almost  completely  disappear- 
ed in  about  one  and  a half  months  after 
beginning  treatment  with  Vitamin  B12. 
No  patient  was  observed  that  had  olfac- 
tory symptoms.  Neurologic  improvement 
first  became  evident  as  early  as  2 to  3 
weeks  after  the  start  of  treatment  with 
the  disappearance  of  muscle  tenderness 
and  an  increase  in  muscular  strength. 
Rundles-57  reports  that  the  vibratory 
sense  being  affected  first  and  most  severe- 
ly is  most  likely  to  be  permanently  im- 
paired. This  was  true  of  our  cases  1,  4,  5, 
and  6.  Involvement  of  the  lateral  columns 
of  the  spinal  cord  has  the  poorest  prog- 
nosis of  all.  However,  the  extensor  plan- 
tar reflexes  can  return  to  normal  at  times. 
Inis  occurred  in  our  case  5.  If  pyramidal 
tract  symptoms  have  existed  for  more 
than  a few  months,  the  extensor  plantar 
reflexes  and  hyperactive  tendon  reflexes 
will  almost  always  be  permanent.  This 
was  so  in  our  cases  4 and  6.  This  did  not 
greatly  handicap  these  patients  as  far  as 
their  motor  ability  was  concerned.  In  gen- 
eral, improvement  of  the  neurological 
symptoms  and  signs  was  obvious  after  1 
to  2 months  of  treatment  and  continued 
thereafter  for  several  months,  after  which 
improvement  was  not  appreciably  signifi- 
cant. It  is  believed  that  any  neurologic 
defects  that  remain  after  the  patient  has 
had  adequate  and  prolonged  therapy  are 
due  to  the  irreversible  damage  to  the 
nerve  tissue  which  cannot  be  effected  by 
any  type  of  therapy. 

Summary  and  Conclusions 

1.  The  literature  on  the  neurologic 
manifestations  of  pernicious  anemia  has 
been  reviewed. 

2.  The  six  cases  which  we  have  studied 
all  showed  clinical  and  hematologic  re- 
sponses to  Vitamin  B,.  comparable  to  that 


obtained  by  adequate  treatment  with  liver 
extract.  There  was  no  progression  of  the 
neurologic  manifestations  while  under 
treatment  with  Vitamin  B,2.  Marked  im- 
provement in  all  of  the  neurologic  mani- 
festations could  not  be  expected  since  the 
symptoms  and  signs  in  most  cases  were  of 
long  duration. 

3.  We  believe  that  the  improvement  in 
the  neurologic  manifestations  in  perni- 
cious anemia  are  due  not  only  to  the  speci- 
fic effect  of  therapy  on  the  peripheral 
neuropathy  but  also  to  the  improvement 
in  the  strength  and  general  well-being  of 
the  patient,  and  to  the  correction  of  the 
anemia.  The  part  played  by  the  lesions  in 
the  spinal  cord  in  the  improvement  of  the 
neurologic  picture  is  debatable  and  in 
all  probability  is  of  secondary  importance. 
The  prognosis  of  the  neurologic  manifes- 
tations of  pernicious  anemia  depends  in 
great  measure  on  their  severity  and  du- 
ration prior  to  treatment. 
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The  use  of  phenylhydrazine  in  reducing 
the  red  blood  cells  and  hemoglobin  was 
first  studied  fby  Hoppe-Seyler1,  in  1885,  in 
animal  experimentation.  Its  clinical  appli- 
cation, however,  was  not  made  until  1918, 
when  Eppinger  and  Kloss2  first  used  it  in 
man  in  cases  of  polycythemia  vera.  The 
first  description  of  the  use  of  phenylhy- 
drazine in  treatment  of  polycythemia  vera 
to  appear  in>  the  American  Literature  was 
in  reports  by  Owens3  4 in  1924  and  1925. 
Subsequently  many  other  investigators5"3 
reported  their  results  with  the  adminis- 
tration of  phenylhydrazine  and  acetyl- 
phenylhydrazine  in  the  treatment  of  poly- 
cythemia vera. 

Although  phenylhydrazine  was  known 
to  be  a powerful  protoplasmic  poison,  it 
attained  some  degree  of  popularity  as  a 
therapeutic  agent  in  polycythemia  vera. 
Studies  from  the  standpoint  of  its  possi- 
ble deleterious  action  in  man  have  shown 
that  in  therapeutic  doses,  even  over  pro- 
longed periods  of  time,  it  is  not  particular- 
ly injurious.  Allen78,  in  studies  on  dogs, 
found  little  or  no  evidence  of  changes  in 
the  function  of  the  liver  or  kidneys  fol- 
lowing treatment  with  phenylhydrazine, 
and  reported  that  the  erythropoetic  func- 
tion of  the  bone  marrow  was  not  changed. 
Further  studies9  on  rabbits,  however,  led 
to  the  conclusion  that  the  drug  was  defi- 
nitely toxic  in  chronic  intoxication  of 

Read  before  the  Louisville  Society  of  Internists,  Septem- 
ber 29,  1949 


moderate  severity,  particularly  to  the 
kidney  and  liver.  The  changes  that  oc- 
curred in  these  organs,  however,  were  ap- 
parently not  permanent. 

A certain  element  of  danger  accom- 
panying the  use  of  phenylhydrazine  was 
emphasized  by  Giffin  and  Conner10,  in 
1929,  who  observed  that  phenylhydrazine 
in  very  small  doses  could  cause  an  ex- 
treme degree  of  hemolysis  in  debilitated 
patients  with  advanced  degenerative  dis- 
ease. Vascular  thrombosis  occurred  as  a 
complication  of  phenylhydrazine  treat- 
ment more  frequently  than  with  any 
other  type  of  therapy.  In  three  of  seven 
cases  reported  by  Brown  and  Giffin11' 
peripheral  thrombosis  occurred  during 
excessive  destruction  of  blood. 

Although  untoward  effects  of  the  drug 
have  been  reported,  complications  can 
usually  be  avoided  by  watching  the  blood 
count  carefully  in  the  early  stages  of 
treatment.  This  precaution  is  important 
due  to  the  great  variation  in  patient  tol- 
erance. Most  writers10'1112'13  emphasize 
the  dangers  associated  with  the  use  of 
the  drug,  and  particularly  emphasize  that 
it  should  be  given  only  where  the  thera- 
peutic results  can  be  carefully  checked 
with  frequent  blood  counts.  The  usual 
dose  at  the  onset  of  treatment  is  0.1  gm. 
daily  for  ten  days,  stopping  the  daily  dose 
at  any  time  before  this  if  the  blood  count 
warrants.  The  treatment  may  be  continu- 
ed longer  if  necessary  to  obtain  the  de- 
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sired  results. 

Because  the  condition  is  unusual,  the 
following  case  of  severe  hemolytic  ane- 
mia, complicating  phenylhydrazine  ther- 
apy is  considered  of  interest. 

Case  Report 

J.  P.  G.,  a 55  year  old  white  male,  was 
admitted  to  the  Veterans  Administration 
Hospital,  Louisville,  Kentucky,  on  Febru- 
ary 10,  1949,  complaining  of  weakness, 
dizziness,  pains  in  the  left  chest  and  up- 
per left  side  of  his  abdomen,  and  “yellow 
jaundice.”  These  symptoms  had  been 
rather  sudden  in  onset  five  days  before 
admission.  The  patient  stated  that  he 
had  not  been  entirely  well  during  the 
preceding  5 years,  having  had  occasional 
fainting  spells  and  dizziness,  which  symp- 
toms had  been  ascribed  to  high  blood  pres- 
sure. He  had  also  had  frequent  “gas 
pains,”  and  left  upper  abdominal  discom- 
fort. X-rays,  according  to  information 
given  to  the  patient,  showed  disease  of 
the  gall  bladder  and  some  “sluggishness” 
of  the  colon.  He  had  taken  many  different 
remedies  for  these  complaints  with  some 
improvement. 

Three  years  before  his  present  illness, 
he  developed  epigastric  burning  and  dis- 
comfort which  were  relieved  by  eating, 
belching,  or  passing  flatus.  These  symp- 
toms had  persisted  until  the  present  time. 
On  January  22,  1949,  three  weeks  before 
admission  to  this  hospital,  -a  blood  count 
was  done  by  his  private  physician  and  the 
patient  was  advised  that  he  had  too  much 
blood  and  should  receive  treatment.  This 
blood  count  as  reported  to  the  author,  by 
the  private  hospital  laboratory  where  it 
had  been  performed,  was  as  follows: 
RBC  5.4  million;  WBC,  13,200;  and,  hemo- 
globin (Sahli)  106fV  The  color  index  was 
1.0.  Differential  smear  of  the  peripheral 
blood  showed:  polymorphonuclear  neu- 

trophiles,  68  per  cent;  lymphocytes,  26  per 
cent;  monocytes,  2 per  cent;  and  eosino- 
philes,  4 per  cent. 

The  type  of  treatment  he  then  receiv- 
ed was  not  known  by  the  patient  at  the 
time  of  admission  to  the  hospital,  other 
than  that  he  had  been  taking  some  type 
of  capsules  which  seemed  to  make  him 
slightly  nauseated  and  also  gave  him  a 
headache.  Five  days  before  admission  to 
the  hospital  he  noted  the  appearance  of 
“yellow  jaundice”  along  with  severe  left 
chest  pain,  and  he  developed  marked 
weakness.  His  stools  became  excessively 


dark  and  his  urine  was  darker  than  nor- 
mal. 

Physical  examination:  Temp.  102°  F. 
Pulse  100.  Resp.  24.  B.P.  84/60. 

The  patient  was  a well  developed  and 
well  nourished  white  male  who  appeared 
acutely  ill.  The  skin  and  mucous  mem- 
branes showed  marked  pallor.  There  were 
a few  fine  rales  in  the  right  lung  base 
posteriorly  and  laterally.  There  was  no 
appreciable  icterus  of  the  skin  or  the 
sclerae.  The  abdomen  was  not  remark- 
able. The  remainder  of  the  physical  ex- 
amination was  essentially  normal. 

Laboratory  data:  The  RBC  was  950,000 
per  cu.  mm.  The  hemoglobin  was  3.75 
gms.  per  cent.  The  WBC  was  26,000  per  cu. 
mm.  The  differential  count  showed  65  per 
cent  segmented  polymorphonuclear  neu- 
trophiles,  one  per  cent  stab  forms,  16  per 
cent  lymphocytes,  6 per  cent  normoblasts, 
5 per  cent  monocytes,  and  3 per  cent 
eosinophiles.  Much  polychromasia  of  the 
red  blood  cells  was  reported.  The  icterus 
index  was  9 units.  The  hematocrit  was 
16.5  per  cent.  The  mean  corpuscular  vol- 
ume was  141  cu.  microns,  mean  corpus- 
cular hemoglobin  34.1  micromicrograms, 
and  the  mean  corpuscular  hemoglobin 
concentration  was  24.2  per  cent.  The 
platelet  count  was  255,000  per  cu.  mm. 
The  bleeding  time  was  2 minutes  and  the 
clotting  time  was  4 minutes. 

Gastric  lavage  revealed  62°  free  hydro- 
chloric acid  and  84°  total  acidity  without 
histamine  stimulation.  Urinalysis  was 
normal.  Blood  Kahn  was  negative.  The 
direct  van  den  Bergh  reaction  was  nega- 
tive and  the  indirect  reaction  was  0.15 
mgms.  per  cent.  Liver  function  tests  and 
kidney  function  tests  showed  no  evidence 
of  functional  impairment  in  either  organ. 

Sternal  bone  marrow  aspiration  was  in- 
terpreted by  Dr.  Harold  Gordon,  Chief  of 
the  Laboratory  Service,  as  follows:  “Both 
the  smears  of  the  sternal  marrow  and  a 
section  of  the  precipitated  residue  show 
moderately  cellular  marrow  with  some 
increase  of  erythroid  cells  and  with  mark- 
ed basophilic  stippling  of  the  erythrocy- 
tfes.  The  erythrocytes  do  not  contain  the 
eosinophilic  Heinz  bodies  commonly  seen 
in  chronic  phenylhydrazine  poisoning. 
There  is  no  evidence  of  hypoplasia  or 
aplasia  of  the,  marrow  cells.” 

i 

On  February  5,  1949,  chest  x-ray  show- 
ed slight  elevation  of  the  right  leaf  of  the 
diaphragm,  and  a slight  pleural  effusion 
at  the  right  base  laterally.  Subsequent 
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x-ray  of  the  chest  on  March  10th,  showed 
only  an  old  healed  pleurisy  at  the  right 
costophrenic  angle.  Gall  bladder  series 
and  gastro-intestinal  series  during  his 
hospitalization  were  negative. 

Progress  in  hospital:  During  the  first 
twenty-four  hours  following  admission, 
treatment  consisted  only  of  penicillin 
10,000  units,  intramuscularly,  every  four 
hours,  while  studies  were  undertaken  to 
establish  the  cause  of  the  extreme  anemia. 
The  blood  pressure  remained  near  90/45 
and  the  pulse  around  90,  during  this  time. 
The  temperature  remained  elevated, 
reaching  102.4°  F.  He  complained  only 
of  weakness,  a slight  cough,  and  occa- 
sional “gas  pains.”  On  the  morning  follow- 
ing admission,  the  patient’s  wife  was  able 
to  locate  the  numbers  on  the  prescriptions 
for  the  medicine  Which  the  patient  had 
been  taking  prior  to  his  hospitalization. 
The  apothecary  identified  the  prescrip- 
tion as  containing  phenylhydrazine  hypo- 
chloride  in  capsules  containing  0.1  gm. 
each.  As  near  as  could  be  determined,  the 
patient  had  taken  approximately  3.2 
grams  - (48  grains)  of  phenylhydrazine 
during  the  16  days  prior  to  admission.  As 
soon  as  these  facts  were  established, 
transfusions  of  whole  [blood  were  begun. 
3000  cc:.  of  whole  blood  were  given  during 
the  ensuing  3 days.  The  RBC  following 
these  transfusions  was  4.34  million,  the 
hemoglobin  12.5  grams  per  cent,  and  the 
WBC  7,500.  The  hematocrit  was  41.5  per 
cent  and  the  reticulocyte  count  was  13.5 
per  cent.  The  blood  pressure  returned  to 
normal. 

On  February  12,  1949,  the  patient  de- 
veloped a thrombophlebitis  of  the  deep 
femoral  vein  on  the  left  side  and  appro- 
priate treatment  was  instituted.  Aside 
from  a slight  residual  edema  of  the  left 
leg,  recovery  from  the  thrombophlebitis 
was  uncomplicated.  There  were  no  other 
complications  or  sequelae. 


During  the  remainder  of  his  stay  in  the 
hospital,  complete  blood  studies  were  re- 
peatedly normal.  He  was  discharged  on 
April  30,  1949. 

Summary  and  Conclusions 

A case  of  severe  hemolytic  anemia, 
complicating  phenylhydrazine  therapy  is 
reported. 

This  case  emphasizes  the  importance  of 
careful  hematological  studies  in  patients 
receiving  phenylhydrazine  therapy. 
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The  health  officer  responsible  for  tubercu- 
losis control  in  his  area  should,  as  an  integral 
part  of  his  work,  develop  an  understanding 
and  working  relationship  with  the  social  agen- 
cies in  his  community.  Such  a relationship 
would  certainly  benefit  both  agencies.  The  so- 
cial agency  will  gain  an  insight  into  the  spec- 
ialized medical  and  public  health  problems  as- 


sociated with  tuberculosis  control  and  the 
health. agency  will  have  an  opportunity  to  see 
the  positive  contributions  which  social  work- 
ers and  social  agencies  can  make  toward  the 
effective  management  of  tuberculosis  patients. 
Robt.  J.  Anderson,  Chief.  Div.  Tuberc.  Pub. 
Health  Rep.,  Dec.  2,  1949. 
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HONOR  THOSE  TO  WHOM  HONOR  IS  DUE 


We  would  like  to  paraphrase  the  old 
expression,  “We  live  so  close  to  the  forest 
we  cannot  see  the  trees,”  and  say,  “We 
live  so  close  to  unsung  heroes  we  take 
them  for  granted.” 

Although  physicians  do  not  expect 
praise  it  always  brings  a deep  sense  of 
satisfaction  to  be  acclaimed  worthy  of  es- 
pecial recognition  by  his  fellows. 

Every  reader  of  this  article  knows  of  at 
least  one  physician  that  is  eligible  for  the 
Distinguished  Service  Award  or  the  J. 
Watts  Stovall  Award.  Eligibility  rules 
for  these  awards  are  in  the  paragraphs 
that  follow. 

Professional  and  recreational  demands 
on  our  time  are  so  absorbing  that  it  is  so 
easy  to  forget  to  recognize  some  of  the 
more  substantial  values  of  life.  An  act  of 
kindness — a demonstration  of  apprecia- 


tion— costs  so  little  and  has  so  many 
compensations. 

Read  the  conditions  and  then  nominate 
some  worthy  physician  to  one  of  these 
honors.  The  procedure  is  simple.  Ask  your 
county  society  to  certify  your  nomina- 
tion and  authorize  the  society  secretary 
to  send  the  nominee  to  the  Headquarters 
Office. 

The  Distinguished  Service  Award  is 
made  on  any  one  or  all  of  the  following 
points:  1.  Contribution  to  organized 

medicine  (including  membership  in  coun- 
ty society) ; 2.  Individual  medical  service; 
3.  Community  health  education  and  civic 
betterment;  4.  Medical  research;  5.  Medi- 
cal teaching;  6.  Active  military  service. 

The  purpose  of  the  J.  Watts  Stovall  A- 
ward  is  to  honor  the  most  outstanding 
general  practitioner  in  Kentucky. 
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ELMER  L.  HENDERSON,  M.  D.,  PRESIDENT, 
AMERICAN  MEDICAL  ASSOCIATION 


ELMER  L.  HENDERSON,  M,  D. 
Louisville 


On  June  27,  in  San  Francisco,  Dr.  El- 
mer L.  Henderson,  a great  Kentuckian, 
was  installed  in  the  highest  office  of  A- 
merican  medicine.  For  the  seventh  time 
the  gavel  of  authority  representing  the 
power  of  the  President  of  the  American 
Medical  Association  was  placed  into  the 
hands  of  a capable  Kentuckian.  Dr.  Hen- 
derson was  personally  honored  and 
through  his  election,  all  Kentucky  physi- 
cians were  honored. 

No  man  has  ever  ascended  to  this  high 
office  at  such  a critical  time  or  faced 
problems  of  so  great  importance  to  the 
medical  profession. 

Never  has  any  man  assumed  the  presi- 
dency who  has  more  fully  earned  this 
high  honor.  Dr.  Henderson  has  served  all 
of  the  societies  of  which  he  is  a member 
as  a loyal  worker.  It  would  be  impossible 
to  estimate  the  value  of  his  services  to 
the  American  Medical  Association  during 
past  years.  Neither  could  the  personal 
cost  to  Dr.  Henderson  be  estimated.  He 
has  traveled  literally  hundreds  of  thou- 
sands of  miles.  He  has  been  away  from  his 
practice  on  innumerable  occasions. 

All  physicians  everywhere  owe  a debt 
of  gratitude  to  him  and  it  is  good  to  see 
honor  and  recognition  come  to  one  who  so 


Irichly  deserves  them. 

$ The  strength  of  character  and  the  firm- 
ness of  conviction  required  to  carry  out 
the  duties  of  his  office  have  been  demon- 
strated over  and  over  by  Dr.  Henderson. 
Every  physician  present  at  the  inaugural 
ceremonies  in  the  Gold  Ballroom  of  the 
Palace  Hotel  could  not  have  felt  other- 
wise than  that  the  profession  is  fortunate 
at  this  time  to  have  Dr.  Elmer  Henderson 
as  its  leader. 

Louis  H.  Bauer,  M.  D.,  Chairman  of  the 
Board  of  Trustees  of  A.M.A.  made  the  in- 
troductory remarks.  Dr.  Bauer  said,  “The 
business  of  this  convention  is  tremendous- 
ly important,  not  only  to  the  medical  pro- 
fession but  all  the  millions  of  Americans 
whose  health  is  in  our  care.”  “America’s 
doctors  are  proud  of  this  Nation’s  leader- 
ship in  good  health  and  they  are  deter- 
mined to  keep  it.” 

Dr.  Ernest  E.  Irons,  the  retiring  presi- 
dent who  has  faithfully  served  the  profes- 
sion for  the  past  year,  made  his  farewell 
address  in  which  he  said,  “To  the  Ameri- 
can people  I want  to  say,  ‘God  bless  you,’ 
not  only  for  the  support,  of  medicine’s 
cause,  'but  for  defending  the  ideals  of  free- 
dom which  are  the  firm  foundation  of  our 
America.” 

Dr.  Bauer  administered  the  Presiden- 
tial Oath  of  Office  to  Dr.  Henderson.  This 
was  the  first  time  that  this  impressive 
oath  has  been  used. 

Dr.  Henderson  then  made  his  Inaugural 
Address: 

Dr.  Irons,  Dr.  Bauer,  Mr.  Speaker, 

Members  of  the  American  Medical  Association 
— and  Fellow  Americans: 

In  the  annals  of  American  medicine,  this  is 
an  historic  occasion. 

Tonight,  the  American  Medical  Association, 
in  its  inaugural  ceremony,  is  speaking  not 
just  to  doctors,  but  to  the  American  people — 
on  two  Nationwide  radio  net  works,  reaching 
into  every  State  and  into  every  corner  of  the 
country. 

There  is  a vital  reason  for  this  new  policy. 
Our  affairs  are  no  longer  just  medical  affairs. 
They  have  become  of  compelling  concern  to  all 
the  people. 

American  medicine  has  become  the  blazing 
focal  point  in  a fundamental  struggle  which 
may  determine  whether  America  remains  free, 
or  whether  we  are  to  become  a Socialist  State, 
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under  the  yoke  of  a Government  bureaucracy, 
dominated  by  selfish,  cynical  men  who  believe 
the  American  people  are  no  longer  competent 
to  care  for  themselves. 

In  light  of  the  challenge  which  confronts 
us,  it  is  with  a deep  sense  of  responsibility  that 
I begin  my  year  of  stewardship  as  President  of 
the  American  Medical  Association. 

American  medicine,  which  has  led  the  world 
in  medical  advances,  and  which  has  helped  to 
make  this  the  healthiest,  strongest  Nation  on 
the  face  of  the  globe,  has  been  made  the  first 
major  objective  of  those  ambitious  men  in 
Washington  who  would  make  the  American 
people  walk  in  lockstep  under  a rigidly-con- 
trolled, Government-dominated  economy. 

American  Medicine — Firsl  Objective 
of  the  Socializers 

The  American  medical  system  has  been 
made  a target  for  the  barbs  and  criticisms  of 
a comparatively  small  group  of  little  men — 
little  men  whose  lust  for  power  is  far  out  of 
proportion  to  their  intellectual  capacity,  their 
spiritual  understanding,  their  economic  real- 
ism or  their  political  honesty. 

These  men  of  little  faith  in  the  American 
people  propose  to  place  all  our  people — doc- 
tors and  patients  alike — under  a shabby,  Gov- 
ernment-dictated medical  system  which  they 
call  “Compulsory  Health  Insurance.”  And  this, 
factually,  is  Socialized  Medicine,  regardless  of 
how  hard  they  try  to  disclaim  it. 

But  it  is  not  just  “socialized  medicine”  which 
they  seek;  that  is  only  their  first  goal. 

Their  real  objective  is  to  gain  control  over 
all  fields  of  human  endeavor.  Their  real  ob- 
jective is  to  strip  the  American  people  of  self- 
determination  and  self-Government  and  make 
this  a Socialist  State  in  the  pathetic  pattern  of 
the  socially  and  economically-bankrupt  Na- 
tions of  Europe  which  we,  the  American  peo- 
ple, are  seeking  to  rescue  from  poverty  and 
oppression. 

This  we  must  all  recognize: 

There  is  only  one  essential  difference  be- 
tween Socialism  and  Communism.  Under  State 
Socialism  human  liberty  and  human  dignity 
die  a little  more  slowly,  but  they  die  just  as 
surely! 

Never  will  our  people  accept  the  Socialistic 
program  that  grasping  men  in  our  Government 
have  planned  for  them,  if  they  once  understand 
that  fundamental  fact. 

And  tonight  I call  upon  every  doctor  in  the 
United  States,  no  matter  how  heavy  the  bur- 
dens of  his  practice  may  be,  to  dedicate  him- 
self, not  only  to  the  protection  of  the  people’s 
physical  health,  but  also  to  the  protection  of 


our  American  way  of  life,  which  is  the  foun- 
dation of  our  economic  health  and  our  political 
freedom. 

It  Isn't  Medicine  Which  Has 
Failed  This  Generation 

The  moral  and  spiritual  health  of  a peo- 
ple certainly  is  of  equal  importance  with  their 
physical  well  being. 

It  is  not  American  medicine  which  has 
failed  to  measure  up  to  its  obligations.  It  is 
not  American  business  nor  American  .agricul- 
ture which  has  failed,  nor  the  fine,  loyal 
working  people  of  America  who  have  failed. 

It  is  the  .administrative  arm  of  our  Govern- 
ment in  Washington  which  has  failed  us  in 
this  generation — a Government  which  is  sick 
with  intellectual  dishonesty,  with  avarice, 
with  moral  laxity  and  with  reckless  excesses! 

That  condition  we  simply  must  change,  if 
we  are  to  survive  as  a strong,  free  people,  and 
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7bis  oatb  of  office  was  used  for  the  first  time  in 
the  bistory  of  tbe  American  "Medical  Association 
when  Dr  Elmer  £ Tienderson  of  Louisville.  Ken- 
tucky, was  inaugurated  as  President  in  a public 
ceremony  held  on  June  27  and  broadcast  over 
tbe  ABC  and  Mutual  radio  networks. 
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.all  of  us — every  one  listening  to  me  tonight, 
regardless  of  what  his  way  of  life  may  be — 
shares  the  responsibility. 

There  are  many  who  recognize  this  need. 

Only  two  days  ago,  newspaper  publishers  of 
the  National  Editorial  Association,  which  rep- 
resents 5,200  country  newspapers  in  every  sec- 
tion of  America,  made  a pilgrimage  to  Ply- 
mouth Rock  to  rededicate  themselves  to  the 
principles  and  the  ideals  on  which  this  coun- 
try was  founded — and  to  consecrate  themselves 
anew  to  the  fundamental  freedoms  of  our 
America. 

Tonight,  in  behalf  of  American  medicine,  i 
want  to  pay  tribute  to  the  American  press  for 
its  staunch  devotion  to  the  welfare  of  our 
people. 

If  it  were  not  for  leadership  of  the  Ameri- 
can press,  in  defending  our  fundamental  liber- 
ties, American  medicine,  even  now,  might  be 
socialized — and  under  the  heel  of  political  dic- 
tation. 

The  American  Press  Takes  Its  Stand 
For  Freedom 

The  newspapers  of  America,  with  compara- 
tively few  exceptions,  have  taken  a strong 
stand,  not  only  against  socialized  medicine, 
but  against  all  forms  of  State  Socialism  in 
this  country — and  the  doctors  of  America  are 
proud  to  take  their  stand  beside  the  fighting 
editors  of  America  in  the  battle  to  save  our 
freedom  and  the  system  of  individual  initiative 
which  maintains  it. 

I am  taking  office  as  President  of  the  Ameri- 
can Medical  Association  at  the  half-way  mark 
of  the  fabulous  20th  Century — and  I want  to 
review  briefly  some  of  the  advances  we  have 
made  before  turning  to  the  goals  which  lie 
ahead. 

The  history  of  American  medicine  is  a vi- 
brant, continuing  story  of  human  progress.  Be- 
cause of  that  progress,  millions  of  Americans 
are  alive  today  who  otherwise  would  have  died 
at  birth,  during  infancy,  in  childhood,  in  youth 
or  in  middle  age. 

The  story  of  never-ending  medical  progress 
in  this  country  is  not  just  a story  of  so-called 
“miracle  drugs”  and  “miracle  discoveries.” 

The  Real  Miracle  of  American  Medicine 

The  real  miracle  of  American  medical  prog- 
ress is  the  miracle  of  America  itself — the  moti- 
vating power  of  the  American  spirit,  of  free 
men,  unshackled  and  unfettered,  with  freedom 
to  think,  to  create,  to  cross  new  frontiers. 

Part  of  the  great  miracle  that  is  America 
is  our  freedom  to  share,  to  cooperate,  to  work 
together  for  the  common  good. 


That  is  the  spirit  which  not  only  has  pro- 
vided the  motive  power  for  American  medi- 
cine, but  which  has  permeated  the  entire  fab- 
ric of  our  American  life — inspiring  labor  and 
business  and  industry — science  and  education, 
and  all  our  fields  of  endeavor. 

It  is  only  the  course  of  wisdom  and  com- 
mon sense,  therefore,  to  examine  the  past, 
present  and  future  of  our  medical  system — to 
appraise  what  has  been  done,  what  is  being 
done,  and  what  can  be  done. 

For  if  Government — under  the  guise  of  mis- 
leading promises  of  health  “security” — finally 
regiments  physicians,  dentists,  nurses,  drug- 
gists, scientists,  hospitals,  medical  schools  and 
patients  under  a totalitarian  plan  which  Wash- 
ington directs  and  the  people  pay  for — the 
spirit  of  individual  initiative  not  only  will  be 
killed  in  the  realm  of  health.  Gradually,  it 
will  die  in  all  phases  of  American  life,  just 
as  it  is  dying  today  in  other  Nations  which 
first  embarked  on  socialized  medicine  and  then 
took  the  final,  irrevocable  steps  down  the  path 
of  State  Socialism. 

19  Added  Years  of  Life — 

Can  Government  Match  That  Attainment? 

Let’s  look  at  the  facts: 

In  America,  since  the  turn  of  this  century, 
the  death  rate  has  been  cut  almost  in  half.  In 
1900,  the  average  life  expectancy  at  birth  was 
only  49  years.  Today,  new-born  babies  have  a 
life  expectancy  of  more  than  69  years — a gift 
of  19  years  of  life! 

For  American  mothers  and  babies,  the  risks 
of  childbirth  have  have  been  greatly  reduced. 
Both  the  maternal  and  infant  mortality  rates 
are  the  lowest  in  our  history. 

The  death  rate  for  mothers  in  this  country 
is  the  lowest  reported  by  any  Nation  in  the 
world! 

I wonder  whether  the  politicians  who  want 
control  over  medicine  can  point  to  any  compar- 
able achievement. 

At  the  turn  of  the  century,  pneumonia  and 
influenza,  taken  together,  and  tuberculosis 
were  far  out  ahead  as  the  leading  causes  of 
death.  Today  they  have  been  pushed  down 
to  sixth  and  seventh  places,  respectively,  with 
death  rates  less  than  one-fifth  and  one-sixth 
of  what  they  were  in  1900. 

If  our  would-be  overseers  in  Washington 
had  made  similar  progress  in  the  art  of  Gov- 
ernment, we  might  look  upon  their  preten- 
sions in  the  field  of  health  with  less  fear  of 
the  consequences! 

Dread  diseases  like  typhoid  fever,  diphtheria 
and  smallpox — which  50  years  ago  took  a 
heavy  toll  in  sickness  and  death — virtually 
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have  been  eliminated  as  National  health  prob- 
lems. And  all  of  the  infectious  diseases  have 
been  brought  under  effective  methods  of  pre- 
vention, control  and  treatment. 

Dramatic  Highlights  of  America's  March 
Toward  Good  Health  and  Long  Life 

The  fight  against  disease  and  premature 
death  is  of  significance  and  dramatic  interest 
to  every  man,  woman  and  child  in  our  coun- 
try. 

It  is  being  waged  today  with  weapons- 
which  were  largely  unknown  or  undeveloped 
in  1S00 — new  and  revolutionary  methods  of 
examination,  diagnosis  and  treatment;  new 
drugs,  new  anesthetics,  new  surgical  tech- 
niques, new  vaccines  and  serums,  new  facts 
about  nutrition,  new  kinds  of  equipment  and 
facilities,  new  methods  of  sanitation,  public 
hygiene  and  medical  education. 

A vital  part  of  the  great  advance  has  been 
the  continual  expansion  and  improvement  of 
our  hospital  system,  and  the  constant  raising 
of  standards  in  our  medical  schools. 

Yet  only  recently,  the  advocates  of  a Gov- 
ernment-controlled medical  system  had  the 
amazing  effronteiy  to  castigate  American 
medicine  because,  they  asserted,  there  were 
more  schools  of  medicine  in  1900  than  there 
are  today! 

Better  Medical  Schools  and 
More  Doctors 

The  truth  is  that  in  1900,  the  American  land- 
scape was  dotted  with  scores  of  unaccredited, 
second-and-third-rate  medical  schools,  many 
of  which  were  actually  diploma  mills  for  the 
production  of  quack  doctors! 

Is  that  the  condition  to  which  these  political 
medicine  men  would  have  us  return? 

Today,  as  a result  of  the  American  Medical 
Association’s  fight  for  higher  standards,  that 
dangerously  deplorable  situation  has  been 
eradicated — and  we  now  have  79  Class  A 
medical  schools  with  approximately  25,000 
students.  And  the  number  of  doctors  in  Amer- 
ica is  increasing  at  a more  rapid  rate  than  the 
general  population! 

The  misleading  propaganda  which  has  ema- 
nated from  Washington  on  this  issue  is  an  af- 
front to  the  American  people’s  intelligence. 
Typical  of  this  flagrant  misrepresentation  is 
the  attempt  to  create  a crisis  over  an  alleged 
“doctor-shortage”  in  this  country. 

The  simple  truth  is  that  the  ratio  of  doctors 
to  population  is  higher  in  the  United  States 
than  in  any  Nation  on  earth  except  Israel, 
where  the  unfortunate  refugee  doctors  of  all 
Europe  are  gathered.  It  is  equally  true,  as  we 


are  confident  most  of  the  people  are  aware, 
that  the  individual  physician  today  can  pro- 
vide far  more  medical  service  than  even  a 
decade  ago,  because  of  technological  improve- 
ments. 

Hospital  Facilities  Vastly  Expanded 

Now  let’s  look  at  a half  century  of  progress 
in  the  hospital  field. 

In  1900,  there  were  less  than  1,000  approved 
hospitals,  with  approximately  400,000  beds. 

Today  there  are  more  than  6,300  registered 
hospitals,  with  almost  1,500,000  beds,  serving 
more  than  16,000,000  patients  a year.  And  the 
number  of  hospitals  also  is  increasing  steadily. 

Finally,  in  the  field  of  medical  economics, 
the  past  twenty  years  have  given  our  Nation 
the  new  instrument  of  Voluntary  Health  In- 
surance to  orovide  people  with  prepaid  medical 
care  and  thereby  take  the  economic  shock  out 
of  illness.  Today,  hundreds  of  excellent  Volun- 
tary Health  Insurance  plans  are  available. 
There  are  non-profit  plans  sponsored  by  doc- 
tors and  hospitals.  There  are  commercial  plans 
offered  by  insurance  companies.  There  are 
fraternal  group  plans,  labor-sponsored  plans 
and  industry-sponsored  plans. 

Voluntary  Health  Insurance  Takes 
The  Economic  Shock  Out  of  Illness 

This  has  been  one  of  the  great  advances 
in  medicine  in  our  times,  because  it  is  increas- 
ing the  availability  of  medical  care  to  people  in 
all  income  groups. 

Compulsory  Health  Insurance  is  not  the 
answer  to  this  problem.  The  Voluntary  way 
is  the  American  way  to  cope  with  the  problem 
— and  the  people,  by  their  support  of  the  Vol- 
untary systems,  are  demonstrating  that  fact. 

In  1946,  there  were  40  million  Americans  en- 
rolled in  the  Voluntary  Health  Insurance  plans. 
In  1949,  the  number  had  increased  to  61  mil- 
lion— and  now  it  is  approximately  70  million. 

Within  the  next  three  years,  in  the  opinion 
of  leading  medical  economists,  90  million  per- 
sons will  be  enrolled  in  the  Voluntary  prepaid 
medical  plans — and  when  that  number  has 
been  reached,  the  problem  will  have  been 
largely  resolved. 

This,  then,  is  a brief,  over-all  picture  of 
just  one  chapter  of  American  accomplishment 
— the  stimulating,  hopeful  march  of  medical 
progress  in  the  past  half-century. 

Astounding  Progress  Ahead, 

If  Freedom  of  Initiative  is  Maintained 

Mindful  of  that  astounding  progress,  we  can 
look  forward  to  even  more  amazing  medical 
progress  in  the  next  half-century,  if  the  Arneri- 
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can  spirit  of  freedom,  initiative  and  adventure 
is  kept  alive. 

The  doctors  believe  that  solutions  to  current 
problems  of  medical  care  and  service  can  be 
reached  without  recourse  to  legislation,  with- 
out compulsory  payroll  taxes  and  without  po- 
litical pressure! 

In  the  half-century  ahead,  I think  we  can 
expect  that  doctors  and  their  scientific  allies 
will  achieve  victory  over  cancer. 

Doctors  Can  Achieve  this  Victory, 

But  Politicians  Can't! 

I think  we  will  conquer  infantile  paralysis, 
arthritis,  rheumatic  fever,  premature  heart 
disease  and  high  blood  pressure. 

It  is  reasonable  to  expect  that  pneumonia, 
influenza,  tuberculosis,  the  common  cold  and 
other  infectious  conditions  will  be  reduced  to 
an  absolute  minimum  by  new  methods  of  pre- 
vention, control  and  treatment. 

And  certainly  the  years  ahead  will  bring  a 
wealth  of  new  knowledge  concerning  the  hu- 
man mind  as  well  as  the  human  body. 

We  are  on  the  threshold  of  great  progress 
which  will  do  much  to  alleviate  human  suf- 
fering and  to  prolong  human  life.  But  if  we 
are  to  achieve  this  maximum  progress  in  the 
future,  we  must  keep  alive  the  American  spirit 
and  the  American  methods  which  have  made 
possible  the  progress  of  the  past  and  present! 

This  is  the  spirit,  and  these  are  the  very 
methods,  which  Government  domination  of 
medical  practice  would  destroy! 

In  behalf  of  American  medicine,  I want  to 
express  my  deep  appreciation  of  the  wonder- 
ful support  the  medical  profession  has  received 
from  civic  groups  all  over  America  in  its  fight 
for  liberty. 


America  Rallies  to  the  Cause  of  Freedom 

Today  nearly  10,000  National,  State  and  lo- 
cal organizations,  with  many  millions  of  mem- 
bers, have  taken  positive  action  against  social- 
ized medicine — and  there  is  a rapidly  broad- 
ening front  against  all  forms  of  State  Social- 
ism as  a result  of  the  fight  that  American  med- 
icine has  been  making. 

We  are  proud  to  have  such  outstanding  or- 
ganizations as  the  American  Farm  Bureau 
Federation,  the  American  Legion,  the  National 
Grange,  the  Veterans  of  Foreign  Wars,  the 
General  Federation  of  Women’s  Clubs,  the 
American  Bar  Association,  the  American  Coun- 
cil of  Christian  Churches,  and  thousands  of 
other  groups,  standing  beside  us  in  this  battle 
for  good  medicine  and  sound  Americanism! 

With  the  help  of  God  and  the  American  peo- 
ple, the  medical  profession  will  continue  to 
minister  to  the  sick,  to  relieve  human  suffer- 
ing— and  to  uphold  the  ideals  which  have 
made  America  the  hope  of  freedom-loving 
people  everywhere. 

For  the  first  time  the  inaugural  cere- 
monies were  broadcast.  The  program  was 
carried  by  A.B.C.  and  Mutual  radio  net- 
works of  millions  of  American  homes. 
Perhaps  for  the  first  time  many  citizens 
were  made  to  realize  the  reality  of  the 
threat  that  menaces  the  medical  profes- 
sion and  the  health,  well-being  and  free- 
dom of  the  American  people. 

The  medical  profession  has  a new  lead- 
er. Dr.  Henderson  has  new  duties  and 
new  responsibilities.  It  is  the  duty,  the  re- 
sponsibility and  the  privilege  of  all  phy- 
sicians to  help  their  new  president  in 
every  way  to  maintain  the  freedom  of  the 
profession. 


THE  KENTUCKY  CHILDREN'S  HEART  CLINIC 


In  cooperation  with  the  University  of 
Louisville  School  of  Medicine  and  the 
Kentucky  Heart  Association,  the  State 
Department  of  Health  Divisions  of  Heart 
Disease  Control  and  Maternal  and  Child 
Health  are  jointly  sponsoring  the  Ken- 
tucky Children’s  Heart  Clinic.  The  new 
clinic  is  located  at  the  Kentucky  Treat- 
ment Center  and  was  opened,  on  July  6th. 

To  be  admitted  to  the  clinic  all  children 
must  be  referred  by  a physician.  The 
clinic  will  admit  children  for  diagnosis  of 
any  type  of  heart  disease  but  control  of 
rheumatic  fever  is  expected  to  be  the 
chief  problem  confronting  the  workers. 

Practicing  physicians  who  have  chil- 


dren under  their  care  whom  they  feel  are 
entitled  to  and  could  receive  benefit  from 
the  clinic’s  services,  which  are  given 
without  charge,  should  contact  the  divi- 
sion of  Heart  Disease  Control,  State  De- 
partment of  Health.  The  letter  should 
state  the  reasons  for  referral  and  request 
the  specific  services  desired. 

It  is  important  that  referrals  be  limited 
only  to  those  children  who  are  consider- 
ed to  be  medically  indigent  by  the  referr- 
ing physician. 

Dr.  Robert  F.  Hansen,  director  of  the 
Bureau  of  Preventive  Medical  Services, 
and  Dr.  Cathyrn  R.  Handelman,  director 
of  the  Division  of  Maternal  and  Child 
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Health,  will  be  medical  coordinators  of 
the  program.  Dr.  Joseph  A.  Little,  pedia- 
tric consultant  to  the  Division  of  Mater- 
nal and  Child  Health  and  assistant  pro- 
fessor of  pediatrics  at  the  University  of 
Louisville  School  of  Medicine,  will  be 
medical  director  of  the  clinic. 

Dr.  Herbert  L.  Clay,  Jr.,  associate  pro- 
fessor of  medicine  at  the  University  of 
Louisville  Medical  School,  is  consulting 
cardiologist  on  the  clinic  staff. 

Three  practicing  cardiologists  make  up 
the  Medical  Advisory  Council  to  aid  in 


establishing  policies  for  the  clinic  and  to 
act  as  consultants  on  diagnostic  problems. 
They  are  Dr.  Morris  Weiss,  Dr.  Woodford 
B.  Troutman  and  Dr.  Margaret  Limper, 
all  of  whom  teach  at  the  University  of 
Louisville  Medical  School.  The  clinic  it- 
self will  be  used  as  a teaching  clinic  for 
students  at  the  University  of  Louisville 
Medical  School. 

The  Kentucky  Heart  Association  is  co- 
operating with  the  project  by  furnishing 
transportation  within  the  city  of  Louis- 
ville. 


KENTUCKY'S  PARTICIPATION  III  MIBCENTURY  WHITE 
HOUSE  CONFERENCE  ON  CHILDREN  AND  YOUTH 

■i  v «?.  t>. 


“The  Midcentury  White  House  Confer- 
ence bases  its  concern  for  children  on  the 
primacy  of  spiritual  values,  democratic 
practice  and  the  dignity  and  worth  of 
every  individual.  Accordingly,  the  pur- 
pose of  the  conference  shall  be  to  con- 
sider how  the  mental,  emotional,  and 
spiritual  qualities  essential  to  individual 
happiness  and  to  responsible  citizenship 
can  be  developed  in  children  and  what 
physical,  economic,  and  social  conditions 
are  deemed  necessary  to  this  develop- 
ment.” These  are  the  goals  of  the  National 
Committee. 

Physicians  of  Kentucky  play  a promi- 
ent  role  in  the  Kentucky  Committee  on 
Children  and  Youth  appointed  by  Gover- 
nor Clements,  which  is  a state-wide  group 
of  4C0  working  on  the  problems  of  Ken- 
tucky children  to  present  to  the  White 
House  Conference.  These  physicians  are 
Dr.  Cathryn  Handelman,  acting  chairman 
of  the  Kentucky  Committee,  Dr.  Spafford 
Ackerly,  Dr.  James  W.  Bruce,  Dr.  James 
H.  Prichett,  Dr.  Harry  S.  Andrews,  Dr. 
Hugh  L.  Houston,  Dr.  J.  Gay  Van  Der- 
mark,  and  Dr.  Bruce  Underwood. 

It  is  the  aim  of  the  Kentucky  Commit- 
tee to  organize  local  groups  to  study  their 
assets  and  liabilities  in  services  for  chil- 
dren. In  the  local  community,  the  phys- 
cian  holds  a crucial  position  and  very 
often  takes  the  lead  in  such  a community 
group.  Hazard  has  already  organized  a 
committee  to  study  their  children.  Dr. 


William  F.  O’Doneh,  Jr.,  spoke  on  a panel 
which  discussed,  among  other  things,  the 
health  facilities  in  that  community;  he  is 
taking  an  active  part  in  the  work  of  the 
Hazard  Committee.  ; •• 

The  White  House  Conference  convenes 
every  ten  years  regardless  of  political  af- 
filiation to  focus  attention  on  the  youth 
of  the  nation.  The  first  was  held  in  1909 
and  succeeding  ones  in  1919,  1930,  1940; 
the  present  one  will  be  held  in  December, 
1950.  Results  from  the  past  conferences 
are  such  things  as  the  formation  of  the 
Children’s  Bureau,  child  labor  laws,  and 
great  advancement  in  pediatrics  and  pe- 
diatric education.  Pediatric  education  for 
private  practitioners  is  most  valuable  be- 
cause the  study  of  the  Academy  of  Pe- 
diatrics showed  that  the  general  practi- 
tioner takes  care  of  75  per  cent  of  the 
children,  with  the  pediatrician  taking 
care  of  only  11  per  cent  and  other  special- 
ists the  remaining  14  per  cent.  Kentucky’s 
physician  is  the  general  practitioner. 

The  A.M.A.  has  endorsed  this  Confer- 
ence on  Children  and.  Youth  t as  a most 
worthwhile  project  and  has  appointed 
two  physicians  to  the  National  staff  to  as- 
sist in  any  way  possible. 

We  believe  that  Kentucky  physicians 
should  cooperate  with  their  local  citizens 
to  establish  committees  in  order  that  all 
services  to  children  may  be  evaluated  and 
thought  given  as  to  how  they  may  be  im- 
proved locally  and  on  a state-wide  basis. 


Aug.,  1950]  The  Journal  of  the  Kentucky  State  Medical  Association 

THE  KENTUCKY  SURGICAL  SOCIETY 


375 


Dr.  William  L.  t'sies,  Jr.,  F.  A.  C.  S.,  Chief  Surgeon  io  Si.  Luke's  Hospital,  Bethlehem, 
Pa.,  (left)  guest  speaker  at  the  Harrodsburg  meeting  and  Dr.  Charles  A.  Vance,  Lexing- 
ton, first  president  of  the  Kentucky  Surgical  Society. 


In  this  issue  is  published  the  Constitu- 
tion and  By-Laws  of  the  Kentucky  Surgi- 
cal Society  and  the  program  of  the  first 
meeting  of  this  society  which  was  held  at 
the  Beaumont  Inn,  Harrodsfourg,  May  24, 
1950. 

For  some  years  many  surgeons  in  our 
State  have  thought  there  was  a need  for  a 
society  composed  only  of  surgeons.  It  was 
thought  best  by  the  founders  to  restrict 
this  group  further  by  inviting  to  become 
members  only  those  who  limit  their  work 
completely  to  surgery  and  who  are  Fel- 
lows of  the  American  College  of  Surgeons 
or  have  been  certified  by  the  American 
Board  in  Surgery  or  by  one  of  the  speci- 
fied specialty  boards  (see  below) . The 
membership  is  at  least  temporarily  limit- 
ed to  one  hundred. 

The  charter  members  fully  realized  that 
the  Society  would  cut  itself  off  from 
many  good  men  who  could  not  or  would 
not  meet  these  requirements  and  it  was 
with  no  feeling  of  superiority  that  these 
decisions  were  reached.  In  spite  of  this 
the  members  believed  that  the  purposes 
of  the  Society  now  and  in  the  future  could 
best  be  served  by  these  restrictions.  These 
purposes  were  stated  by  the  Executive 
Committee  in  the  “Program  of  the  First 
Meeting”  which  appears  elsewhere  in  this 


issue.  It  may  be  well  to  repeat  them  here. 
It  shall  he  the  purpose  of  this  Society  to 
bring  together  at  least  once  a year  some  of 
those  men  in  this  state  who  limit  their 
work  to  surgery  and  who  meet  certain 
other  requirements  of  training,  leadership 
and  scientific  enthusiasm. 

The  Executive  Committee  Hopes:  1. 

That  the  Society  will  stimulate  the  mem- 
bers to  share  their  knowledge  and  exper- 
ience; 2.  That  membership  in  the  Society 
will  be  a goal  toward  which  well  trained 
young  surgeons  will  aspire;  3.  That  sur- 
plus funds  shall  each  year  be  used  to  aid 
in  the  support  of  the  McDowell  Memorial 
Home  in  Danville,  Kentucky . 

The  charter  members  thought  that  the 
Society  would  be  greatly  helped  by  in- 
cluding men  practicing  the  specialties  of 
Orthopedics,  Neurosurgery,  Urology, 
Proctology,  and  Gynecology  exclusive  of 
Obstetrics. 

The  Society  is  sure  of  the  enthusiastic 
support  of  its  members  and  is  confident 
of  the  respect  and  good  will  of  the  medi- 
cal profession  throughout  the  State. 

Charles  A.  Vance 
President 
Francis  M.  Massie 
Secretary-Treasurer 

Editor's  Note: 

The  program  of  the  first  scientific  meeting 
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of  this  group  of  outstanding  surgeons  was 
carried  in  the  July  issue  of  The  Journal.  The 
meeting  was  held  in  historic  Beaumont  Inn  at 
Harrodsburg  on  May  24. 

Elected  at  the  meeting  were  Pat  Imes,  M.  D., 
Louisville,  president,  succeeding  Charles  A. 
Vance,  M .D.,  Lexington  and  Francis  M.  Mas- 
sie,  M.  D.,  Lexington  was  reelected  to  serve  as 
secretary-treasurer.  Dr.  Malcom  Thompson, 
Louisville  is  Vice-President. 

The  Council  consists  of  Doctors  Imes, 
Thompson,  Massie,  Vance  and  E.  W.  Jackson, 
Paducah. 

Charter  members  of  the  organization  are 
the  following: 

Doctors  Guy  Aud,  Irvin  Abell,  Jr.,  C.  Melvin 
Bernhard,  Charles  M.  Edelen,  L.  Wallace 
Frank,  K.  Armand  Fischer,  J.  Luther  Fuller, 
Laman  Gray,  R.  Arnold  Griswold,  Everett  G. 
Grantham,  Richard  T.  Hudson,  Hart  Hagan, 
Jos.  E.  Hamilton,  M.  J.  Henry,  J.  Duffy  Han- 
cock, D.  P.  Hall,  John  S.  Harter,  E.  L.  Hender- 
son, Pat  R.  Imes,  W.  O.  Johnson,  Robertson  O. 


Joplin,  K.  D.  Leatherman,  Robert  Lich,  Jr., 

A.  M.  McKeithen,  iChas.  H.  Maguire,  Frank 
Strickler,  H.  G.  Saam,  Jr.,  G.  B.  Sanders,  Mal- 
com Thompson  and  Chas.  Wood,  all  of  Louis- 
ville. 

Doctors  W.  O.  Bullock,  M.  G.  Brown,  N. 
Lewis  Bosworth,  Richard  Crutcher,  Harvey 
Chenault,  Melvin  Dean,  Allen  E.  Grimes,  L. 
E.  Hurt,  Coleman  C.  Johnston,  Ernest  E.  My- 
ers, Owen  B.  Murphy,  Francis  M.  Massie,  W. 
H.  Pennington,  E.  H.  Ray,  D'.  E.  Scott,  John 
S.  Sprague,  Ernest  Strode,  Chas.  A.  Vance, 
and  Jack  G.  Webb,  all  of  Lexington. 

Doctors  E.  W.  Jackson,  J.  Vernon  Pace  and 
R.  W.  Robertson  of  Paducah;  C.  C.  Howard, 
Glasgow;  B.  B.  Baughman,  Frankfort;  Edward 

B.  Mersch  and  James  A.  Ryan,  Covington  and 
George  M.  McClure,  Danville. 

The  Constitution  and  By-Laws  of  the  Ken- 
tucky Surgical  Society  are  printed  in  this  is- 
sue and  begin  on  page  396. 

Hearty  congratulations  and  best  wishes  are 
extended  to  the  new  group. 


AMERICA'S  DOCTORS— HOW  MANY? 


We  have  been  told  many  tales  concern- 
ing the  shortage  of  physicians  in  the  past 
several  months.  Much  misleading  infor- 
mation has  stemmed  from  proponents  of 
compulsory  health  insurance. 

We  have  heard  that  at  the  present  rate 
that  medical  schools  are  turning  out  doc- 
tors, the  shortage  will  progressively  in- 
crease. We  realize  that  doctors  are  need- 
ed in  many  areas,  but  we  do  wish  to  keep 
the  record  straight. 

In  view  of  the  figures  reflected  in  the 
following  A.M.A.  news  release,  it  is  diffi- 
cult for  us  to  understand  how  an  average 
annual  gain  of  2,598  physicians  can  result 
in  an  increasing  shortage; 

“Nearly  two  out  of  every  three  physicians 
in  private  practice  in  this  country  ,are  family 
doctors. 

This  is  brought  out  by  the  American  Medical 
Association’s  recent  count  of  physicians  in  con- 
nection with  its  publication  of  the  18th  edi- 
tion of  the  American  Medical  Directory,  ac- 
cording to  Frank  V.  Cargill,  Chicago,  directory 
editor. 

The  new  directory  shows  that  the  physi- 
cians of  the  United  States  are  in  the  following 
classifications:  72,550  are  in  general  practice 
and  22,976  are  in  general  practice  but  give 


some  attention  to  a specialty;  54,891  limit  their 
practice  to  a specialty;  12,536  are  in  federal 
government  service;  9,700  are  retired  or  in 
fields  not  related  to  medicine;  3,737  are  in 
administrative,  editorial  or  other  executive 
positions  related  to  medicine,  and  24,887  are 
interns,  resident  physicians  or  full  time  phy- 
sicians in  hospitals. 

The  previous  directory,  issued  in  1942,  list- 
ed the  number  of  physicians  in  the  United 
States  as  180,496.  In  the  1950  edition  the  num- 
ber is  201,277,  an  increase  of  20,781  and  an 
average  yearly  gain  of  2,598  during  the  last 
eight  years. 

California  leads  in  the  number  gained,  with 
16,668  physicians  in  1950  as  compared  with 
12,365  in  1942,  an  increase  of  4,303.  New  York 
state  shows  a gain  of  2,284;  Texas,  772;  Penn- 
sylvania, 704;  Florida,  634,  and  Massachusetts, 
603. 

Among  the  24  largest  cities  in  the  United 
States,  New  York  City  (including  Brooklyn) 
is  first  in  physician  population  with  17,915  phy- 
sicians, an  increase  of  1,244  since  1942.  Chi- 
cago is  second  with  7,477,  a gain  of  294;  Phila- 
delphia is  third  with  4,894,  an  increase  of  649; 
Los  Angeles  is  fourth  with  4,183,  a gain  of 
811,  and  Boston  is  fifth  with  3,388,  a gain  of 
454. 
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THE  BARBITURATE  LAW 


A number  of  inquiries  have  been  re- 
ceived concerning  the  Barbiturate  Law 
passed  by  the  1950  General  Assembly  of 
the  Commonwealth  of  Kentucky  which 
became  effective  on  June  15,  1950. 

In  order  that  Kentucky  physicians  may 
have  complete  knowledge  of  the  provi- 
sions of  the  Act,  it  is  printed  in  toto: 

Sec.  1.  As  used  in  this  Act 

(1)  The  term  “barbiturate”  means  the  salts 
and  derivatives  of  Barbituric  Acid  also  known 
as  Malonyl  Urea,  having  somnifacient  or  hyp- 
notic action,  and  compounds,  preparations  and 
mixtures  of  same. 

(2)  The  term  “practitioner”  means  a person 
licensed  under  the  professional  licensing  laws 
of  this  state  to  prescribe  and  administer  medi- 
cines. 

Sec.  2.  It  shall  be  unlawful  for  any  person 
to  possess,  manufacture,  sell,  dispense,  pre- 
scribe or  administer  any  barbiturate  except 
as  authorized  in  this  Act. 

Sec.  3.  Duly  licensed  pharmacists  may  sell, 
dispense  and  furnish  any  barbiturate  upon  the 
prescription  of  a practitioner  and  then  only  if 
the  container  of  such  barbiturate  bears  a label 
showing  the  name  and  address  of  the  pharma- 
cy or  pharmacist,  the  name  of  the  person  for 
whom  the  barbiturate  was  prescribed,  the  date 
of  filling  the  prescription,  and  if  for  an  animal, 
the  specie  and  owner  of  same.  All  such  pre- 
scriptions shall  be  numbered  and  filed  and  re- 
tained for  at  least  two  years.  No  such  pre- 
scription shall  be  refilled. 

Sec.  4.  A practitioner  may  possess  barbitu- 
rates in  reasonable  amounts,  and  deliver  and 
dispense  same  to  his  patients  in  the  general 
course  of  his  practice  provided  the  container 
in  which  such  barbiturates  are  dispensed  bears 
a label  showing  the  name  of  the  practitioner, 
the  name  of  the  person  for  whom  prescribed, 
date  and  directions  for  use.  If  prescribed  for 
an  animal,  the  specie  and  name  of  the  owner 
shall  be  shown  on  the  label. 

Sec.  5.  Wholesalers  and  manufacturers  may 
possess  barbiturates  for  manufacturing  and 
may  sell  and  deliver  same  at  wholesale,  ac- 
companied in  each  case  with  an  invoice  or  bill 
of  sale,  to  the  following: 

(1)  Pharmacists. 

(2)  Practitioners. 


(3)  For  lawful  research,  teaching  or  testing, 
and  not  for  resale. 

(4)  Hospitals  and  institutions  where  distri- 
bution is  directed  by  practitioners. 

(5)  Federal,  State  and  Local  Governments. 

(6)  Manufacturers  and  other  wholesalers. 

Sec.  6.  Nothing  in  this  Act  shall  apply  to  a 

compound,  mixture,  or  preparation  contain- 
ing salts  or  derivatives  of  barbituric  acid  which 
is  sold  in  good  faith  for  the  purpose  for  which 
it  is  intended  and  not  for  the  purpose  of  evad- 
ing the  provisions  of  this  Act  if: 

(1)  Such  compound,  mixture,  or  preparation 
contains  a sufficient  quantity  of  another  drug 
or  drugs,  in  addition  to  such  salts  or  deriva- 
tives, to  cause  it  to  produce  an  action  other 
than  its  hypnotic  or  somnifacient  action;  or 

(2)  Such  compound,  mixture,  or  preparation 
is  intended  for  use  as  a spray  or  gargle  or  for 
external  application  and  contains,  in  addition 
to  such  salts  or  derivatives,  some  other  drug 
or  drugs  rendering  it  unfit  for  internal  admin- 
istration. 

Sec.  7.  All  records,  prescriptions  and  in- 
voices provided  for  in  this  Act  shall  be  pre- 
served for  at  least  two  years  and  open  to  in- 
spection by  authorized  representatives  of  the 
State  Board  of  Health  and  the  State  Board  of 
Pharmacy. 

Sec.  8.  This  Act  shall  be  administered  joint- 
ly by  the  State  Board  of  Health  and  the  State 
Board  of  Pharmacy  and  their  authorized 
agents.  The  State  Board  of  Health  and  the 
State  Board  of  Pharmacy  shall  make  such  rules 
and  regulations  as  are  deemed  necessary  to 
carry  out  the  intent  and  purpose  of  this  Act. 

Sec.  9.  It  is  hereby  made  the  duty  of  the 
State  Board  of  Health,  and  the  State  Board  of 
Pharmacy,  their  officers,  agents,  inspectors, 
and  representatives  and  of  all  peace  officers 
within  the  state,  and  of  all  county  attorneys, 
to  enforce  all  provisions  of  this  Act,  except 
those  specifically  delegated,  and  to  cooperate 
with  all  agencies  charged  with  the  enforce- 
ment of  the  laws  of  the  United  States,  of  this 
state,  and  of  all  other  states,  relating  to  bar- 
biturates. 

Sec.  10.  Any  person  violating  any  provision 
of  this  Act  shall  be  fined  not  more  than  five 
hundred  dollars  or  imprisoned  in  the  county 
jail  for  not  more  than  one  year,  or  both. 
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: EDITORIAL 

On  July  10  the  House  of  Representa- 
tives defeated  the  Administration’s  Re- 
organization Plan  No.  27.  This  action  by 
the  House  kills  the  proposal  for  this  ses- 
sion of  Congress  without  action  by  the 
Senate. 

A constitutional  majority  of  all  mem- 
bers of  either  the  blouse  or  the  Senate  is 
required  to  defeat  a reorganization  plan. 
This  meant  that  218  Representatives  had 
to  vote  against  the  plan  in  order  to  defeat 
it.  At  the  time  the  vote  was  taken  322 
were  present.  249  voted  against  the  pro- 
posal, 71  voted  for  it  and  2 did  not  vote. 

Administration  spokesmen,  during  the 
two  hour  debate  which  preceded  the 
vote,  concentrated  their  attack  upon  the 
American  Medical  Association.  A.M.A. 
actively  opposed  the  Plan  which  would 
have  raised  the  Federal  Security  Agency 
to  Cabinet  status  with  Mr.  Oscar  Ewing, 
supposedly,  as  its  head.  It  would  have 
created  a Department  of  Health,  Educa- 
tion and  Welfare. 

The  press  has,  perhaps  correctly,  inter- 
preted the  vote  as  an  indication  of  the 
feeling  of  the  House  on  the  subject  of  so- 
cialized medicine. 

Kentucky  physicians  owe  their  thanks 
to  the  Kentucky  members  of  the  House  of 
Representatives  who,  to  the  man,  voted 
solidly  against  the  proposal. 

-O- 

Kentucky’s  premature  death  rate  is 
comparable  to  that  of  the  nation.  In  the 
nation,  prematurity  is  the  8th  leading 
cause  of  death  in  all  age  groups;  in  Ken- 
tucky it  is  the  7th  leading  cause  of  death. 

Many  states  have  established  a compre- 
hensive premature  program.  Kentucky 
wants  to  make  a meager  beginning  in- 
helping  to  save  premature  babies.  Dr. 
Cathryn  Handelman,  Director  of  the  Di- 
vision of  Maternal  and  Child  Health,  has 
announced  that  20  incubators  are  being 
placed  in  strategic  points  throughout  the 
state  to  aid  physicians  and  nurses  in  car- 
ing for  premature  babies  in  more  rural 
areas.  The  state  supervisory  nurses  will 
be  available  to  the  local  health  nurses  for 
consultation. 

Physicians  will  be  notified  through 
their  local  health  departments  as  to  the 
final  plans. 


COMMENTS  : 

Dr.  Ernest  E.  Irons  reported  to  the 
A.M.A.  House  of  Delegates  that  more  and 
more  citizens  are  enrolling  in  voluntary 
health  insurance  plans. 

He  said  that  almost  70,000,000  are  pro- 
tected by  hospital  insurance;  40,000,000 
have  some  form  of  insurance  against  sur- 
gical costs  and  about  17,000,000  have 
medical  service  contracts. 

Richard  M.  Jones,  director,  Blue  Cross 
Commission  of  the  American  Hospital 
Association,  stated  recently  that, .Near- 
ly a hundred  million  dollars,  representing 
more  than  88  per  cent  of  income,  was 
paid  to  hospitals  by  the  voluntary,  non- 
profit Blue  Cross  Plans  for  care  of  mem- 
bers during  the  first  quarter  of  1950. 

“From  a total  income  of  $109,801,301 
the  90  Blue  Cross  Plans  of  the  United 
States  and  Canada  paid  $96,989,972  for 
members’  care  and  used  only  $9,184,564 
(8.37  per  cent)  for  operating  expenses. 

“There  are  more  than  38,000,000  persons 
enrolled  in  the  Blue  Cross  Plans  in  the 
United  States  and  Canada,  representing 
more  than  24  per  cent  of  the  United  States 
population  and  21  per  cent  of  the  Cana- 
dian poeple.” 

These  statements  clearly  show  that  the 
task  of  prepaying  medical  care  can  be  ac- 
complished the  voluntary  way. 


Mrs.  Arthur  A.  Herold,  Shreveport,  La., 
the  new  president  of  the  Woman’s  Auxi- 
liary to  the  American  Medical  Associa- 
tion, said  in  her  inaugural  address  at  San 
Francisco  that  the  Auxiliary’s  program 
will  support  “social  medicine”— not  so- 
cialized medicine. 

Mrs.  Herold  urged  all  Auxiliary  mem- 
bers to  actively  engage  in  working  to  ad- 
vance public  health  programs,  especially 
in  rural  areas.  She  also  stressed  the  value 
of  public  health  education  and  the  need 
for  action  in  the  fields  of  the  chronically 
ill,  the  aged  and  for  stepped  up  mental 
health  programs. 

The  Auxiliary  can  fill  a great  need  and 
be  of  great  service  in  supporting  these 
goals  of  the  American  Medical  Associa- 
tion. A.M.A.  has  urged  physicians  to  aid 
in  these  critical  needs.  Often  physicians 
are  too  busy  and  it  is  splendid  for  the  doc- 
tor’s wife  to  lead  the  community  in  meet- 
ing these  health  problems. 
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In  order  to  vote  in  the  November  gen- 
eral election,  the  voter  must  be  properly- 
registered  in  his  local  community  by 
September  8.  Certainly  it  should  not  be 
necessary  to  emphasize  the  importance 
of  the  physician,  his  family  and  employees 
going  to  the  polls — in  this  day  when  the 
medical  profession  has  the  obligation  and 
privilege  of  spear-heading  the  drive  to 
preserve  the  American  way  of  life. 

It  is  correct  and  proper  to  point  out 
now,  however,  “It  is  later  than  you  think,” 
and  each  physician  should  know: 

1.  That  if  he  lives  in  a first  class  city  in 
Kentucky  and  has  not  voted  in  the  past  two 
years,  he  must  register  by  September  8 so  he 
can  vote. 

2.  That  if  he  has  moved  from  one  precinct 
to  another  since  he  has  voted,  he  should  check 
his  status  before  September  8. 

3.  That  if  the  voter  is  a woman  and  has  mar- 
ried since  she  last  voted,  she  should  register 
before  September  8. 

4.  That  if  the  voter  has  just  become  of  age, 
he  must  visit  the  registration  office  before 
September  8. 

Recent  research  has  developed  the  fact 
that  approximately  20  percent  of  physi- 
cians, their  families  and  employees  are 
ineligible  to  vote  because  they  are  not 
registered.  Noble  intentions  and  lofty  pur- 
poses must  go  along  with  the  rules,  rules 
that  are  simple  and  rules  that  are  neces- 
sary. 

Let  every  K.S.M.A.  member  demon- 
strate the  appreciation  he  has  for  the  lib- 
erty he  now  enjoys  and  make  it  his  speci- 
fic responsibility  that  he,  his  family  and 
employees — and  all  others  he  can  influ- 
ence to  do  so — see  that  they  are  properly 
registered  before  September  8,  1950. 


Dr.  J.  Roscoe  Miller,  president  of  North- 
western University,  said  in  a recent  ad- 
dress that,  “Socialized  medicine  as  advo- 
cated by  President  Truman  would  siphon 
the  taxpayer’s  money  to  Washington,  di- 
lute it,  and  then  siphon  it  back  to  him, 
with  the  result  that  he  would  get  less 
medical  care  for  his  dollar  than  he  does 
now.” 

“The  money  would  go  to  pay  for 
bureaucrats  and  paperwork,”  Dr.  Miller 
said  in  an  interview  in  Evanston,  “and  it 
would  be  administered  by  politicians  in- 
stead of  local  family  doctors  who  know 
their  patients  personally,  understand 
their  problems  and  respect  their  confi- 
dences.” 


A negro  physician  was  seated  in  the 
House  of  Delegates  of  A.M.A.  at  the  San 
Francisco  meeting  for  the  first  time  in  the 
history  of  the  organization. 

The  delegate,  Dr.  Peter  M.  Murray, 
New  York,  62,  a native  of  New  Orleans, 
graduate  of  Harvard  University  School  of 
Medicine,  is  the  director  of  the  Depart- 
ment of  Gynecology  in  New  York’s  Har- 
lem Hospital  and  is  director  of  Obstet- 
rics and  Gynecology  in  Sydenham  Hos- 
pital, New  York.  He  is  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gyne- 
cology and  a Fellow  of  the  American  Col- 
lege of  Surgeons. 

S.  E.  Reynolds,  M.  D.,  Morehead,  has 
written  the  Editor  the  following  letter: 

“Much  literature  has  been  published 
lately  concerning  treatment  with  the  new 
antibiotics.  I have  not  seen  any  report  of 
the  use  of  Aureomycin  in  infectious 
(catarrhal)  jaundice.  Therefore,  I would 
like  to  pass  on  a bit  of  information. 

“In  five  cases  of  catarrhal  jaundice 
treated  with  oral  Aureomycin,  I have  had 
wonderful  results.  All  responded  in  24  to 
36  hours  with  temperature  returning  to 
normal  and  appetite  returning. 

“In  an  instance  of  herpes  simplex  form- 
ing on  my  own  lip,  I found  that  Aureomy- 
cin ointment  produced  noticeable  regres- 
sion within  36  to  48  hours.” 

Cortisone  became  available  early  in 
July  to  a large  number  of  hospitals 
throughout  the  United  States  under  the 
trade  mark  “Cortone,”  as  announced  by 
Merck  & Co.,  Inc.,  manufacturing  chem- 
ists, who  first  produced  the  drug  by 
chemical  synthesis. 

For  a temporary  period,  Cortone  will 
be  supplied  only  to  those  hospitals  having 
certain  minimum  facilities  operated  by 
trained  technicians,  and  under  the  super- 
vision of  qualified  physicians.  Hospitals 
registered  by  the  American  Medical  As- 
sociation, numbering  approximately  6,500 
throughout  the  United  States,  meet  these 
requirements  and  are  qualified  to  receive 
Cortone.  The  Journal  of  the  American 
Medical  Association  lists  these  hospitals 
in  its  May  6,  1950  issue. 

As  stated  in  the  directions  which  ac- 
company each  vial  of  Cortone,  the  drug 
is  to  be  used,  during  the  initial  period  of 
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treatment,  only  in  patients  hospitalized 
in  these  institutions.  This  stipulation  is 
considered  essential  for  the  present  by  the 
Food  and  Drug  Administration,  for  safe 
use  of  the  product. 

Cortone  will  be  delivered  to  these  hos- 
pitals in  packages  of  three  vials,  each 
vial  containing  300  milligrams  of  the  sub- 
stance. The  price  to  hospitals  will  be 
$28.50  per  vial,  equivalent  to  $95  per 
gram.  The  price  has  been  reduced  from 
an  original  figure  of  $200  per  gram,  the 
amount  first  paid  by  qualified  clinical 
investigators. 

Steadily  increasing  production  of  Cor- 
tone and  the  accumulating  knowledge 
concerning  its  use  in  rheumatoid  arthritis 
and  other  diseases  have  made  this  limit- 
ed distribution  possible. 



“Where  would  medicine  in  America  be 
today,  if  it  were  not  for  the  aggressive 
and  tremendous  effort  put  forth  by  the 
A.  M.  A.  in  the  last  three  years?”  One  of 
our  members  recently  asked  the  writer. 
The  informed  shudder  to  think  of  what 
might  have  happened  if  the  A.M.A.  had 
not  stepped  into  the  picture.  Your  state- 
ment for  unpaid  A.  M.  A.  dues  is  an  invi- 
tation to  share  in  the  cost  of  the  battle  to 
protect  you,  the  doctor  and  your  patients, 
which  the  A.  M.  A.  is  waging  against  so- 
cialism. Not  only  is  it  protecting  you  in 
particular — it  is  striving  to  preserve  the 
whole  American  system  of  free  enter- 
prise. 



When  Walter  C.  Payne,  M.  D.,  made 
the  recommendation  in  his  President’s 
Address  to  the  House  of  Delegates  of  the 
Florida  Medical  Association  at  its  recent 
annual  meeting  that  physicians  give  more 
attention  to  the  employment  and  training 
of  office  personnel  in  meeting  patients, 
he  was  treading  firm  ground. 

Dr.  Payne  says,  “It  is  highly  important 
that  we  choose  the  members  of  our  office 
staffs  with  extreme  care,  keeping  the 
public  relations  aspect  well  in  mind.  Then 
we  must  take  pains  to  educate  them  in 
the  problems  of  our  profession,  instruct- 
ing them  particularly  in  the  human  inter- 
est values  involved.” 

Many  physicians  forget  how  strategical- 
ly situated  the  office  girl  is,  Dr.  Payne 
believes,  and  he  feels  that  with  proper 
training  the  assistants  can  become  potent 
ambassadors  of  good  will  for  the  profes- 


sion. He  says,  “Every  doctor  should  teach 
his  receptionist  to  be  courteous  and  effi- 
cient, to  think  quickly  and  to  demonstrate 
a personal  interest  in  every  patient,  par- 
ticularly on  the  telephone.” 

In  far  too  many  offices,  the  Florida 
President  says,  patients  find  rude,  ineffi- 
cient, uninterested  and  ill-equipped  as- 
sistants, which  justify  many  complaints 
on  the  part  of  laity.  By  proper  selection, 
training  and  guidance,  this  situation  can 
be  corrected. 


As  an  aid  to  the  Brookings  Institute  in 
preparing  its  report  on  medical  care,  A. 
M.  A’s  Bureau  of  Medical  Economic  Re- 
search, headed  by  Frank  G.  Dickinson,  is 
making  a survey  of  college  health  serv- 
ices. 

Serving  as  a means  of  gathering  infor- 
mation, a 12-page  questionnaire  has  been 
mailed  to  1,150  colleges  and  universities, 
including  23  in  Kentucky. 

It  is  not  A.M.A’s  intent  to  approve  or 
disapprove  any  services.  The  report  of  the 
survey  will  be  ready  for  publication  some- 
time in  the  fall. 

Physicians  in  college  communities  and 
those  who  serve  colleges  as  directors  of 
the  Health  Service  are  urged  to  give  the 
Bureau  full  cooperation  in  this  important 
study  because,  “the  quality,  quantity  and 
financing  of  the  health  services  available 
to  the  faculty  and  non-academic  employ- 
ees as  well  as  to  almost  three  million  col- 
lege students  is  of  vital  importance  to 
American  medicine,”  as  stated  by  Dr. 
George  B.  Lull,  A.M.A.  Secretary. 


Frank  Dickinson,  Director  of  A.M.A.’s 
Bureau  of  Medical  Economics  Research, 
has  asked  the  interesting  question:  “Do 
we  want  to  ride  ‘piggy-back’  to  the  grave 
on  the  shoulders  of  those  who  are  now 
children?” 

Another  way  to  phrase  the  thought 
would  be,  “Security  at  what  price?”  Gov- 
ernmental guarantees  of  security  can  come 
only  through  the  loss  of  freedom.  The  re- 
cipient of  the  gratuity  from  the  welfare 
state  sacrifices  his  freedom  and  so  does 
the  productive  wage  earner  whose  salary 
was  tapped  by  the  government  as  the  only 
source  of  the  funds. 

A prison  is  the  only  place  we  know  of 
that  provides  complete  security  from  the 
economic  hazards  of  life.  In  jail  one  gets 
free  food,  free  clothes,  free  shelter  and 
free  entertainment — at  the  cost  of  personal 
liberty. 
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ORGANIZATION  SECTION 


SCIENTIFIC  PROGRAM  TO  FEATURE  24  PAPERS  AT 

ANNUAL  MEETING  SEPTEMBER  26-28  IN  LOUISVILLE 


Commitiee  on  Scientific  Assembly 
Lists  Convention  Speakers 

The  tentative  Scientific  Program  for  the 
Theodore  N.  Wise  Memorial  Meeting  of  the 
K.  S.  M.  A.  at  the  Columbia  Auditorium,  Sep- 
tember 26  - 28,  has  been  announced  by  Sam 
A.  Overstreet,  M.  D.,  President-elect  and  Chair- 
man of  the  Committee  on  Scientific  Assembly. 

Four  of  the  24  papers  scheduled  will  be  pre- 
sented by  guest  speakers,  and  the  remaining 
20  will  be  read  by  members  of  the  Association. 
The  tentative  program  follows: 

Scientific  Program 

Theodore  N.  Wise  Memorial  Meeting 

KENTUCKY  STATE  MEDICAL 
ASSOCIATION 

Tuesday,  September  26,  1950 

Morning  Session 

9:00  Opening  of  1950  Scientific  Session 

9:30  “Tendonitis  and  Bursitis  of  the  Suba- 
cromial Bursa” 

By  Dr.  K.  Armand  Fischer,  Louisville, 
Kentucky 

Discussion  opened  by  Dr.  Ernest  My- 
ers, Lexington,  Kentucky,  and  D'r.  O. 
B.  Murphy,  Lexington,  Kentucky 

10:00  “X-ray  Examination  of  the  Spine” 

By  Dr.  Alfred  O.  Miller,  Louisville, 
Kentucky 

Discussion  opened  by  Dr.  Garnett  J. 
Sweeney,  Liberty,  Kentucky,  and  Dr. 
Richard  Jackson,  Danville,  Kentucky 

10:30  “Industrial  Medicine” 

By  Dr.  Edward  C.  Holmblad,  Chicago, 
Illinois 

11:00  Visit  the  Exhibits 

11:30  “Abdominal  Trauma” 

By  Dr.  R.  W.  Robertson,  Paducah,  Ken- 
tucky 

Discussion  opened  by  Dr.  L.  E.  Hurt, 
Lexington,  Kentucky,  and  Dr.  G.  l! 
Simpson,  Greenville,  Kentucky 


12:00  Oration  in  Medicine 

By  Dr.  Horace  Harrison,  Owensboro, 
Kentucky 

Afternoon  Session 

2 : CO  “Cutaneous  Blastomycosis” 

Ey  Dr.  Ralph  L.  Cash,  Princeton,  Ken- 
tucky 

Discussion  opened  by  Dr.  E.  S.  Green- 
wood Waters,  Louisville,  Kentucky, 
and  Dr.  Robert  L.  Kelly,  Louisville, 
Kentucky 

2:30  “Urinary  Tract  Calculi” 

By  Dr.  George  A.  Sehlinger,  Louisville, 
Kentucky 

Discussion  opened  by  Dr.  John  M. 
Townsend,  Louisville,  Kentucky,  and 
Dr.  Lytle  Atherton,  Louisville,  Ken- 
tucky 

3:00  “Practical  Aspects  of  Treatment  of  Pros- 
tatitis” 

By  Dr.  Douglas  E.  Scott,  Lexington, 
Kentucky 

Discussion  opened  by  Dr.  W.  V.  Pierce, 
Covington,  Kentucky,  and  Dr.  H.  E. 
Martin,  Ashland,  Kentucky 
3:30  Visit  the  Exhibits 

4:00  “Diagnostic  Aspect  and  Treatment  of 
Tumors  of  the  Mediastinum” 

By  Dr.  Osier  A.  Abbott,  Emory  Uni- 
versity, Georgia 

4:50  “Spinal  Nerve  Root  Syndrome,  A Help 
in  General  Diagnosis” 

By  Dr.  H.  Lester  Reed,  Louisville,  Ken- 
tucky 

Discussion  opened  by  Dr.  Harvey 
Chenault,  Lexington,  Kentucky,  and 
Dr.  Howell  J.  Davis,  Owensboro,  Ken- 
tucky 

Wednesday,  September  27,  1950 

Morning  Session 

9:00  “Post  Menopausal  Bleeding  from  Be- 
nign Lesions  of  the  Genital  Organs” 

By  Dr.  Arthur  B.  Barrett,  Lexington, 
Kentucky 

Discussion  opened  by  Dr.  William  E. 
Oldham,  Louisville,  Kentucky,  and  Dr. 
James  B.  Stith,  Lexington,  Kentucky. 
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9:30  ‘^A  Four  Year  Review  of  Cesarean  Sec- 

tions in  a Small  Hospital” 

By  Dr.  Sam  H.  Flowers,  Middlesboro, 
Kentucky 

Discussion  opened  by  Dr.  Kenneth  L. 
Barnes,  Princeton,  Kentucky,  and  Dr. 
E.  S.  Dunham,  Edmonton,  Kentucky 

10:00  “Glomerulonephritis” 

By  Dr.  Leslie  H.  Winans,  Ashland, 
Kentucky 

Discussion  opened  by  Dr.  John  W. 
Scott,  Lexington,  Kentucky 

10:30  Visit  the  Exhibits 

11:00  “Endometriosis” 

By  D‘r.  Joe  Vincent  Meigs,  Vincent 
Memorial  Hospital,  Boston,  Mass. 

12:00  “Value  to  the  Surgeon  of  a Scout  Film 
of  the  Abdomen” — Oration  in  Surgery 
By  Dr.  C.  Melvin  Bernhard,  Louisville, 
Kentucky 

Afternoon  Session 

2:00  House  of  Delegates  Meeting  in  Scien- 
tific Assembly  Room 
Visiting  Scientific  and  Technical  Ex- 
hibits 
Recreation 

Thursday,  September  28,  1950 
Morning  Session 

9:00  “Hemangiomata  of  the  Ileum  with  In- 
tussusception” 

By  Dr.  Richard  Hunt  Weddle,  Somer- 
set, Kentucky 

Discussion  opened  by  Dr.  John  B. 
Floyd,  Jr.,  Lexington,  Kentucky,  and 
Dr.  Robert  E.  Pennington,  London, 
Kentucky 

9:30  “Amebiasis” 

By  Ryle  A.  Radke,  Lt.  Col.  (MC)  USA, 
Fort  Knox,  Kentucky 
Discussion  opened  by  Dr.  J.  Murray 
Kinsman,  Louisville,  Kentucky,  and 
Dr.  C.  N.  Kavanaugh,  Lexington,  Ken- 
tucky 

10:00  “Differential  Diagnosis  of  Jaundice” 

By  Dr.  Stanley  T.  Simmons,  Louisville, 
Kentucky 

Discussion  opened  by  Dr.  Thornton 
Scott,  Lexington,  Kentucky,  and  Dr. 
E.  W.  Jackson,  Paducah,  Kentucky 

10:30  Visit  the  Exhibits 

11:00  “Therapy  of  Peptic  Ulcer” 

By  Dr.  Walter  L.  Palmer,  University 
of  Chicago,  Chicago,  Illinois 


11:50  “An  Approach  to  the  Problem  of  Gas- 
tric Ulcer  and  Gastric  Cancer” 

By  Dr.  James  E.  Hix,  Owensboro,  Ken- 
tucky 

Discussion  opened  by  Dr.  Jack  Webb, 
Lexington,  Kentucky,  and  Dr.  Arnold 
Griswold,  Louisville,  Kentucky 

Afternoon  Session 

1:30  “Bronchiectasis  in  Childhood” 

By  Dr.  William  J.  Temple,  Covington, 
Kentucky 

Discussion  opened  by  Dr.  Marc  J. 
Reardon,  Cincinnati,  Ohio^  and  Dr. 
O.  O.  Miller,  Louisville,  Kentucky 

2:00  “Some  Uses  and  Abuses  of  the  Clinical 
Laboratory” 

By  Dr.  Matthew  C.  Darnell,  Lexing- 
ton, Kentucky 

Discussion  opened  by  Dr.  Lon  C.  Hall, 
Paintsville,  Ky.,  and  Dr.  Malcolm 
Barnes,  Louisville,  Kentucky 

2:30  “Treatment  of  Coronary  Occlusion  with 
Myocardial  Infarction” 

By  Dr.  J.  T.  Gilbert,  Jr.,  and  Dr.  F.  H. 
Moore,  Bowling  Green,  Kentucky 
Discussion  opened  by  Dr.  George  Ped- 
igo, Louisville,  Kentucky,  and  Dr. 
Lewis  Dickinson,  Glasgow,  Kentucky 
3:00  “Chronic  Otitis  Media” 

By  Gordon  L.  Greene,  Louisville,  Ken- 
tucky 

Discussion  opened  by  Dr.  Alvin  C. 
Poweleit,  Covington,  Kentucky,  and 
Dr.  George  I.  Uhde,  Louisville,  Ken- 
tucky 


Program  Schedule  Provides  Time 
For  Viewing  Exhibits 

Sam  A.  Overstreet,  M.  D.,  President-elect 
and  Chairman  of  the  Committee  on  Scientific 
Assembly,  has  announced  that,  in  addition  to 
the  30  minute  recess  scheduled  for  each  half 
day  session  of  the  Annual  Meeting  for  visiting 
the  scientific  and  technical  exhibits,  Wednes- 
day afternoon  will  be  given  over  entirely  for 
for  the  members  to  see  the  exhibits,  attend  the 
House  of  Delegates  or  play  golf. 

“We  want  to  give  wide  publicity  to  the  fact 
that  every  member  who  attends  this  meeting 
will  have  ample  opportunity  to  visit  all  of  the 
exhibits  and  spend  as  much  time  with  the  ex- 
hibitors as  possible,”  Dr.  Overstreet  said. 

The  second  meeting  of  the  House  of  Dele- 
gates will  be  held  in  the  Scientific  Assembly 
Hall,  at  2:00  P.  M.  on  Wednesday. 
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ATTEND 

The  Theodore  N.  Wise  Memorial  Meeting 
of  the 

KENTUCKY  STATE  MEDICAL  ASSOCIATION 

(Organized  1851) 

TUESDAY  - WEDNESDAY  - THURSDAY 

SEPTEMBER  26  - 27  - 28,  1950 

COLUMBIA  AUDITORIUM  LOUISVILLE.  KENTUCKY 

Scientific  Programs 

Organizational  Activities 
Scientific  Exhibits 

Technical  Exhibits 

Features:  New  and  Improved 

Make  Your  Hotel  Reservations  Now  Attend  all  the  Sessions 


GOOD  MEDICAL  MEETINGS  ARE  COSTLY 
The  Expenses  of  the  1950  Session  will  be 
PAID  BY  OUR  TECHNICAL  EXHIBITORS 
Show  your  appreciation  of  their  support  by 
REGISTERING  WITH  EACH  EXHIBITOR 
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Life  Insurance  Companies  Increase 
Medical  Examination  Fees 

Forty-three  major  life  insurance  companies 
have  raised  their  schedule  of  fees  paid  to  phy- 
sicians for  examinations  and  supplemental 
medical  reports,  Frank  G.  Dickinson,  director 
of  the  Bureau  of  Medical  Economic  Research 
of  the  A.M.A.,  announced  in  Chicago  just  be- 
fore the  San  Francisco  meeting. 

Mr.  Dickinson  stated  he  was  not  informed  as 
to  the  exact  percentage  of  increase,  but  un- 
derstood it  was  about  “fifty  percent  across  the 
board.”  The  A.M.A.  has  had  an  active  interest 
in  this  situation  for  several  years. 

The  companies  announced  by  t?Te  Bureau 
are: 

Aetna,  American  General,  Bankers  Life,  Co- 
lumbian National,  Connecticut  General,  Con- 
necticut Mutual,  Continental  Assurance,  Con- 
trol Life,  Equitable  Assurance,  N.  Y.,  Equitable 
of  Iowa; 

Fidelity  Mutual,  Franklin  Life,  Great  South- 
ern, Guardian,  Home  Life,  Jefferson  Standard 
Life  Insurance  of  Vermont,  Lincoln  National, 
Manhattan,  Maccabees; 

Metropolitan,  Mutual  Life,  New  York,  Mu- 
tual Trust,  National  Life  & Accident,  National 
Life,  Vermont,  New  England  Mutual,  New  York 
Life,  Occidental,  Ohio  National,  Pacific  Mutual; 

Pan  American,  Phoenix,  Pilot  Life,  Provi- 
dent Mutual,  Prudential,  Security  Mutual, 
Southland  Life,  Southwestern,  Standard,  Ore- 
gon, State  Mutual,  Sun  Life,  Travelers,  United 
Life  & Accident. 


S.P.S.R.  Contributes  Expensive  Aid 
to  Medical  Education 

The  Society  of  Professional  Service  Repre- 
sentatives, a new  organization  in  this  state, 
barely  completed  its  formation  before  em- 
barking upon  a constructive  and  expensive 
program  of  cooperation  with  the  medical  pro- 
fession, aimed  at  betterment  of  the  public 
health  in  general. 

The  S.P.S.R.  has  purchased  an  audio-visual 
aid  for  the  University  of  Louisville  School  of 
Medicine,  which  will  be  permanently  installed 
in  the  amphitheatre  of  the  Louisville  General 
Hospital.  It  is  a specially  designed  instrument 
— the  only  other  one  like  it  is  in  Chicago — 
and  will  be  operated  for  the  benefit  of  medical 
students,  interns,  residents,  seminars  and 
clinics  of  interest  to  physicians,  generally. 

Article  Two  of  the  Constitution  states  that 
the  object  of  the  S.P.S.R.  is  “To  promote  a 
better  understanding,  cooperation  and  rela- 


tionship between  its  members  and  the  medical 
and  allied  professions  it  serves.  To  promote 
the  betterment  of  public  health.”  Article  Three 
says  the  society  is  to  be  non-sectarian,  non- 
partisan, self-supporting  and  “shall  not  be  used 
for  any  purpose  of  pecuniary  gain,  profit,  or 
collective  bargaining.” 

Well  and  wisely  drawn,  the  code  of  ethics 
sets  a pattern  for  the  conduct  of  the  “detail- 
man”  that  will  compliment  both  the  S.P.S.R. 
and  the  medical  profession.  The  progress  of 
this  new  organization  will  be  watched  with 
continuing  interest. 


Fifth  Attracts  190  at  Shelbyville 

Approximately  190  physicians  and  their 
wives  attended  the  annual  meeting  of  the  Fifth 
Councilor  District  at  Shelbyville,  June  15. 

A.  J.  Whitehouse,  M.  D'.,  and  Rankin  Blount, 
M.  D.,  of  Lexington,  and  Edward  B.  Mersch, 
M.  D.,  Covington,  brought  an  excellent  scien- 
tific program. 

The  Shelby-Oldham  Medical  Society,  the 
host  society,  was  highly  complimented  by  the 
attendants  for  its  hospitality  and  good  food. 
Several  veteran  members  told  Fifth  District 
Councilor  R.  R.  Slucher,  M.  D.,  Buechel,  that 
it  was  the  best  attended  district  meeting  in 
their  memory. 


Obligation  to  Members  Recognized  in 
Booking  Exhibitors 

When  you  visit  the  technical  exhibits,  you 
can  do  so  with  the  utmost  confidence  and  as- 
surance that  the  Technical  Exhibit  Committee 
has  exercised  every  care  and  precaution  in 
accepting  applications  for  space  only  from 
those  companies  whose  products  have  been 
approved. 

You  are  cordially  invited  and  warmly  urged 
by  the  Committee  to  visit  and  register  with 
every  one  of  the  55  booths  that  you  possibly 
can,  because  these  companies  through  fees 
paid  to  the  Association  (minimum  charge  for 
booth  rent  is  $125.00)  actually  finance  our 
meeting,  and  these  loyal  friends  deserve  the 
highest  degree  of  cooperation  from  you. 

At  the  same  time,  the  Committee  recognizes 
its  responsibility  to  you  in  not  allowing  com- 
panies who  for  some  reason  do  not  measure 
up. 

It  was  necessary  to  reject  a number  of  com- 
panies, who  no  doubt  are  offering  worthy 
products,  but  whose  products  had  not  been  ap- 
proved by  the  proper  rating  agency  at  the 
time  the  application  was  submitted. 
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Although  the  meeting  is  being  held  in  a new 
location — giving  us  more  space  to  sell  than  we 
have  ever  had  before — all  booths  were  con- 
tracted for  early  in  June,  for  an  all  time  high 
in  number  sold  and  dollar  volume. 


Campbell-Kenion  "P-R"  Commitiee 
Prepares  Educational  Program 

Vinson  Pierce,  M.  D.,  Covington,  Chairman 
of  the  Publicity  and  Public  Relations  Com- 
mittee of  the  Campbell-Kenton  Medical  So- 
ciety, and  his  group  have  done  an  excellent 
organization  job.  Serving  with  Dr.  Pierce  are 
Richard  Rust,  M.  D.,  Newport,  Charles  Barcn, 
M.  D.,  Maurice  Walsh,  M.  D.,  J.  G.  Vander- 
mark,  M.  D'.,  of  Covington. 

William  Miner,  M.D  .,  is  Chairman  of  the 
Speakers’  Bureau  for  Kenton  County  and 
George  Hermann,  M.  D.,  of  Newport,  is  Co- 
chairman  for  Campbell  County.  Each  of  these 
two  counties  has  a “contact  man” — Clifford 
Heisel,  M.  D.,  for  Kenton  County,  and  Leo 
Sauter,  M.  D.,  for  Campbell  County.  Robert 
Reichert,  M.  D.,  is  Chairman  of  the  Press  and 
Radio  Committee  and  Charles  Baron,  M.  D., 
is  Chairman  of  the  Literature  Committee.  At 
least  forty  members  of  the  County  Society 
have  agreed  to  fill  assignments  from  the 
Speakers’  Bureau.  Pharmacists  are  also  co- 
operating and  setting  up  a committee  to  work 
with  the  physicians’  publicity  group. 

Dr.  Vandermark  is  President  of  the  Camp- 
belLKenton  Medical  Society  and  Edward  J. 
Stratman,  M.  D.,  Ft.  Thomas,  is  Secretary. 


Members  to  Reap  Advantages  of  Added 
Meeting  Space 

Several  veterans  of  many  Annual  K.S.M.A. 
Meetings  have  stated  that  the  exhibit  hall  of 
the  Columbia  Auditorium,  scene  of  the  1950 
Annual  Meeting,  offers  advantages  in  size, 
comfort  and  adaptability  that  have  never  be- 
fore been  experienced  by  our  Association. 

The  Hall  will  house  the  registration  desk, 
approximately  175  feet  of  wall  space  of  scien- 
tific exhibits  and  55  technical  exhibits.  It  is 
well  lighted  and  well  ventilated,  and  space  in 
the  aisles  will  allow  free  passage  of  traffic. 

“When  one  thinks  of  the  diversity  and  mag- 
nitude of  the  exhibits,  when  one  realizes  the 
opportunity  the  members  will  have  to  acquire 
practical  knowledge  relative  to  the  use  of  the 
latest  medicines,  equipment  and  procedures, 
the  conclusion  might  well  be  reached  that  the 
opportunity  to  spend  a few  hours  in  this  hall 


will  more  than  justify  the  effort  necessary  to 
attend  the  meeting,”  commented  one  K.S.M.A. 
official. 

All  of  the  activities  of  the  Convention  will 
be  on  the  ground  floor.  Members  will  enter 
the  east  end  of  the  exhibit  hall,  off  of  Fourth 
Street.  The  entrance  to  ■ the  Scientific  As- 
sembly will  be  at  the  west  end  of  the  exhibit 
hall. 


Forty  K.S.M.A.  Members  Attend  The 
A.M.A.  at  San  Francisco 

In  addition  to  Elmer  L.  Henderson,  M.  D., 
President  of  the  A.M.A.,  and  delegates  from 
Kentucky,  Clark  Bailey,  M.  D'.,  Harlan,  J.  B. 
Lukins,  M.  D.,  and  Bruce  Underwood,  M.  D., 
Louisville,  36  other  Kentucky  physicians  were 
known  to  have  been  at  the  San  Francisco 
Meeting.  (Others  may  have  been  present  on 
which  we  had  no  information.) 

Present  were:  Norman  Adair,  Covington;  R. 
Haynes  Barr,  Owensboro;  William  M.  Brown, 
Corbin;  George  IW.  Cooper,  Eby;  William  V. 
Eaton,  Jr.,  Paducah;  Hugh  L.  Houston,  Mur- 
ray; Hugh  Mahaffey,  Richmond;  A.  O.  Miller, 
Scottsville;  R.  C.  Moss,  Bowling  Green;  J.  A. 
Mullen,  Benham;  Walter  Lee  O’Nan,  Hender- 
son; Joseph  Schickel,  Burkesville;  Harry  J. 
Stone,  Ashland;  Lt.  Col.  Lucius  G.  Thomas, 
Fort  Knox;  Victor  H.  Vogel,  Lexington;  and 
Claude  Wilson,  Greenville. 

From  Louisville  were:  Joseph  C.  Bell,  Joseph 
A.  Burket,  Misch  Casper,  David  M.  Cox,  John 
H.  Doran,  R.  E.  Doughty,  Clyde  H.  Foshee, 
J.  Duffy  Hancock,  Hunt  B.  Jones,  R.  O.  Joplin, 
Adolph  B.  Loveman,  A.  C.  McCarty,  Robert 
F.  Monroe,  James  H.  Pritchett,  Hugh  H.  Rich- 
eson,  Gradie  R.  Rowntree,  Marjorie  Rowntree, 
Stanley  T.  Simmons,  Lillian  H.  South,  and 
Fred  M.  Williams. 


Lukins  Named  to  Judicial  Council 
of  A.M.A.  at  San  Francisco 

J.  B.  Lukins,  M.  D.,  Louisville,  was  appoint- 
ed a member  of  the  Judicial  Council  of  the 
American  Medical  Association  at  the  June 
meeting  in  San  Francisco. 

The  Judicial  Council  has  three  principal 
functions — (1)  Questions  involving  fellowship 
in  the  Scientific  Assembly.  (2)  All  contro- 
versies arising  under  constitution  and  by-laws 
and  under  principals  of  medical  ethics  to 
which  A.M.A.  is  a party.  (3)  Controversies  be- 
tween two  or  more  constituent  societies  or 
their  members  and  between  constituent  soci- 
eties and  component  societies  of  another  con- 
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stituent  association,  or  other  members. 

Dr.  Lukins  is  among  the  K.S.M.A.’s  most 
useful  and  loyal  members,  having  served  as 
President  and  Chairman  of  the  Council.  Dr. 
Lukins  is  now  A.M.A.  Delegate  from  Kentucky 
and  is  Chairman  of  the  Medico-Legal  Commit- 
tee. 


S.M.A.  at  St.  Louis  November  13-16 

The  Southern  Medical  Association  will  hold 
its  44th  Annual  Meeting  in  St.  Louis,  Missouri, 
November  13-16,  1950. 

The  first  two  days,  Monday  and  Tuesday, 
the  S.M.A.  will  present  four  general  clinical 
sessions,  each  followed  by  a question  and  an- 
swer period.  Wednesday  and  Thursday  will 
be  given  over  to  section  meetings,  which  will 
total  32  sessions  covering  the  various  phases 
of  medicine. 

Kiel  Municipal  Auditorium  will  house  all  of 
the  activities  of  the  meeting. 


Sixth  and  Seventh  Meet  June  15 

The  combined  annual  Sixth  and  Seventh 
District  Councilor  meeting  was  held  at  the 
Kentucky  State  Hospital,  Danville,  June  15. 

Glenn  G.  Bryant,  M.  D.,  Sam  A.  Overstreet, 
M.  D.,  and  Pat  R.  Imes,  M.  D.,  all  of  Louisville, 
presented  a profitable  program. 

While  the  heavy  rain  may  have  hurt  the  at- 
tendance, Sixth  District  Councilor  George  Mc- 
Clure, M.  D.,  Danville,  who  made  the  arrange- 
ments for  the  meeting,  stated  that  it  did  not 
dampen  the  enthusiasm  of  those  who  were 
present  for  the  program.  Carl  Norfleet,  M.  D., 
Somerset,  is  Councilor  for  the  Seventh  District. 


Henderson  to  Speak,  Show  Movie,  at 
Annual  Public  Meeting 

“Activities  of  the  American  Medical  Associ- 
ation” is  the  title  address  Elmer  L.  Henderson, 
M.  D.,  Louisville,  President  of  A.M.A.  will 
give  at  Public  Meeting,  Tuesday  night,  Sep- 
tember 26,  at  8 P.  M.  in  the  Crystal  Ball  Room 


of  the  Brown  Hotel  during  the  Annual  Meet- 
ing. 

Dr.  Henderson  will  also  include  a movie  in 
his  program. 

Members  are  urged  to  invite  their  lay  friends 
to  this  annual  feature  of  the  convention. 


Reserve  Medical  Officers  to  Meet 

To  keep  military  Reserve  Medical  Officers 
of  the  Armed  Forces,  Army,  Navy  and  Air 
Force  posted  on  the  latest  developments  in 
the  field  of  Medical  Science,  a Medico-Military 
Symposium  for  officers  of  the  Fourth  Naval 
District  will  be  held  at  the  U.  S.  Naval  Hos- 
pital, Philadelphia,  Pennsylvania  from  October 
23  to  28. 

It  is  urged  that  officers  make  hotel  reserva- 
tions well  in  advance,  since  no  government 
housing  facilities  will  be  available.  The  final 
session  of  the  symposium  will  be  held  Satur- 
day morning,  October  28,  leaving  the  after- 
noon free  for  officers  to  attend  the  Penn-Navy 
football  game. 

The  attendance  to  this  symposium  is  not  re- 
stricted to  Medical  Officers  of  the  Armed 
Forces.  All  members  of  the  medical  profes- 
sion are  cordially  invited  to  attend. 

M.  H.  Porterfield 
Commander,  MCR,  USNR 
Asst,  to  Dist.  Medical  Officer 
Naval  Medical  Reserve  Program 


Boston  Host  to  Surgeons  October  23-27 

The  American  College  of  Surgeons  plans  to 
feature  color  television  of  surgical  procedures 
from  the  Massachusetts  General  Hospital  in 
Mechanics  Hall  at  the  36th  Clinical  Congress 
in  Boston  October  23-27,  1950. 

Operation  Clinics  in  24  hospitals  in  and 
around  Boston  will  hold  operation  clinics  for 
the  visiting  surgeons.  Hotel  headquarters  for 
the  meeting  will  be  in  the  Statler  and  Copley 
Plaza. 

Eleven  Kentucky  surgeons  were  inducted 
into  the  College  at  the  1949  meeting. 


Five  Groups  Study  “PR"  Program 

Representatives  of  Jefferson  County  Medi- 
cal Society,  Louisville  District  Dental  Associa- 
tion, the  local  Pharmacist  Association,  hospi- 
tal and  nurses  groups  met  recently  in  the 
Henry  Clay  Hotel  to  explore  the  possibility  of 
combined  action  against  the  social  planners. 
The  representatives  of  the  various  groups  were 
to  report  back  to  their  parent  organizations 


the  findings  of  the  meeting,  and  receive  in- 
structions. 


On  July  9,  representatives  of  the  Illinois 

State  Medical  Society,  the  Illinois  State  Dental 
Society  and  the  Illinois  Pharmaceutical  Asso- 
ciation met  to  join  forces  formally  on  a state 
level,  to  mount  a joint  campaign  against  sociali- 
zation of  medicine. 
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President’s  Page 


July 

14 

1950 

Dear  Fellow  Physicians: 

I have  just  attended  the  ninety-ninth  meeting  of  the  American  Medi- 
cal Association  and  the  sixteenth  annual  session  of  the  American  College 
of  Chest  Physicians  in-  San  Francisco.  This  meeting  is,  without  doubt,  the 
greatest  medical  extravaganza  on  earth.  It  is,  frankly,  too  large  for  one  to 
see  all  and  try  to  digest  the  advances  in  medical  science  presented. 

Kentucky  was  honored  and  was  justifiably  proud  to  see  her  son  in- 
stalled as  president  of  A.M.A.  Dr.  Elmer  L.  Henderson  is  the  first  president 

of  our  organization  to  take  an  oath  of  of- 
fice and  to  be  installed  under  the  eyes  of 
movie  cameras  and  be  given  the  oppor- 
tunity to  address  a nation-wide  radio  au- 
dience. Dr.  Henderson’s  address  was  schol- 
arly, timely,  enthusiastically  received  and 
well  delivered.  It  is  my  belief  that  he  will 
lead  American  Medicine  to  new  heights 
in  service  to  the  peoples  of  the  world. 

Kentucky’s  delegates  were  in  attend- 
ance at  every  session  of  the  House  of  Dele- 
gates. We  owe  Drs.  Lukins,  Bailey  and  Un- 
derwood, our  thanks  for  the  performance 
of  the  hard,  routine  tasks  of  their  assign- 
ments. 

The  scientific  programs  of  the  many 
sections,  and  associated  meetings  gave  all 
of  us  an  up-to-date  resume  of  modern 
medicine.  The  new  reports  on  Cortisone 
and  ACTH,  the  anti-coagulants,  and  con- 
tinued studies  on  the  antibiotics  were 
popular  subjects  for  discussion.  It  is  to  be 
desired  that  future  A.M.A.  program  com- 
mittees will  recognize  Kentucky’s  outstanding  medical  scientists  by  invit- 
ing more  of  them  to  participate  on  the  programs. 

For  ten  days  prior  to  the  convention,  and  two  weeks  following,  I had 
the  pleasure  of  traveling  by  automobile,  through  sixteen  Western  States. 
Suffice  it  to  say,  our  Creator  has  given  us  a varied  and  awe-inspiring 
wonderland  unsurpassed  in  the  world— like  our  1950  A.M.A.  meeting,  it  is 
another  extravaganza. 


Sincerely, 


J- 
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County  Society  Reports 


BELL 

The  Regular  Meeting  of  the  Bell  County 
Medical  Society  was  held  at  the  Middlesboro 
Hospital  on  Friday,  June  9,  at  7:30  P.  M. 

Regular  members  present  were  Drs.  S.  H. 
Flowers,  C.  D.  Cawood,  Fred  Weller,  Ed.  Wil- 
son, Jr.,  Waller  Griffing,  Arch  Carr,  C.  S. 
Scott,  Winfred  Smith,  C.  K.  Brosheer,  H.  M. 
Sturm,  R.  F.  Porter,  and  Ed.  Wilson,  Sr. 

Dr.  J.  C.  Ausmus  and  D'r.  R.  J.  Alford  were 
guests. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

Plans  for  the  11th  Councilor  District  Meet- 
ing were  completed.  Wednesday,  August  2, 
1950,  was  set  as  the  date.  The  Program  Com- 
mittee will  consist  of  Dr.  C.  D.  Cawood,  Chair- 
man, Dr.  Ed  Wilson,  Jr.,  and  Dr.  C.  B.  Stacy. 

The  licenses  of  Dr.  R.  J.  Alford  and  Dr.  J.  C. 
Ausmus  were  reviewed  and  found  to  be  in 
order  by  the  Board  of  Censors.  The  motion 
was  made  and  carried  to  accept  these  men  as 
Associate  Members.  The  Secretary  was  re- 
quested to  notify  the  Secretary  of  the  State 
Association  to  renew  their  licenses  for  a period 
of  one  year. 

The  plan  for  redistricting  the  state  was  dis- 
cussed and  approved.  Our  delegate  was  in- 
structed to  vote  for  this  measure. 

A letter  from  the  “Technical  Exhibits  Com- 
mittee” was  read  and  discussed. 

Dr.  Fred  Weller,  Pediatrician  of  Pineville, 
was  the  speaker  for  the  evening.  He  outlined 
preventative  and  therapeutic  measures  used 
in  the  acute  diseases  of  children.  General  dis- 
cussion followed. 

The  meeting  adjourned. 

Charles  S.  Scott,  Secretary 


JEFFERSON 

The  939th  meeting  of  the  Jefferson  County 
Medical  Society  was  held  Monday  evening, 
April  17,  1950,  at  the  Seelbach  Hotel.  There 
were  107  members  and  guests  present  for  din- 
ner, and  about  15  additional  for  the  scientific 
program. 

The  President  introduced  Mr.  Hubbard  and 
Mr.  Weisner  of  Bowman  Field  who  spoke  about 
the  facilities  available  for  chartered  plane 
service  to  the  West  Coast  for  the  A.M.A.  Con- 
vention. 

Dr.  David  M.  Cox  introduced  the  guest 
speaker,  Mrs.  Mary  Hodge  Cox,  whose  subject 
was  “Observation  on  Socialism  in  the  British 


Isles  in  Reference  to  Health  and  Medicine.” 

Minutes  of  the  previous  meeting  were  read 
and  approved. 

Dr.  Cox,  Public  Relations  Committee,  read 
a letter  from  Associated  Industries  of  Ken- 
tucky, giving  three  suggestions  for  promoting 
the  talk  by  Cecil  Palmer  on  “British  Socialized 
Medicine”  to  be  given  on  WGRC  May  7. 

Dr.  M.  J.  Henry  made  a motion  that  every 
suggestion  made  by  Associated  Industries  of 
Kentucky  in  this  letter  be  followed.  Seconded 
by  Dr.  Lytle  Atherton.  Carried. 

Dr.  Robert  C.  Long,  Chairman,  Necrology 
Committee,  stated  that  the  members  of  the 
committee  have  decided  to  draw  up  a ques- 
tionnaire to  be  sent  to  each  member  of  the 
Society  to  be  filled  in  and  filed  with  Miss 
Walker,  which  will  give  complete  history  in- 
formation on  each  member  for  use  as  source 
material  when  needed. 

The  following  new  members  were  elected 
to  active  membership:  Max  H.  Marcum,  M.  D. 
and  Maurice  Nataro,  M.  D.,  and  associate  mem- 
ber Hugo  Polderman,  M.  D. 

The  application  of  Dr.  Alexander  W.  Nettle- 
roth  for  Emeritus  membership  was  approved. 

The  reinstatement  application  from  Dr.  C. 
C.  Fix,  which  had  been  approved  by  the  Ju- 
dicial Council,  was  presented. 

There  was  discussion  by  Drs.  M.  J.  Henry, 
E.  L.  Shiflett,  J.  C.  Bell,  R.  O.  Joplin,  E.  H. 
Baker  and  C.  H.  MaGuire,  and  motion  by  Dr. 
MaGuire  that  this  matter  be  referred  back  to 
the  Judicial  Council,  seconded  and  carried. 

The  following  communications  were  read  by 
the  Secretary: 

(1)  Letter  written  by  Dr.  McDaniel  Ewing 
to  have  a representative  of  Curative  Work- 
shop at  the  May  meeting  of  the  Society. 

(2)  Letter  from  Dr.  L.  M.  Foltz  concerning 
National  Mental  Health  Week  April  23. 

(3)  Letter  from  Dr.  Carl  Victor  regarding 
work  of  the  Association  of  American  Physi- 
cians and  Surgeons  in  combating  socialized 
medicine,  and  enclosing  material  which  will 
be  filed  with  Miss  Walker. 

Motion  was  carried  that  a letter  of  thanks 
be  sent  to  the  ladies  of  the  Auxiliary  for  the 
flowers  in  observance  of  Doctor’s  Day. 

The  Secretary  read  copy  of  the  plan  of  the 
State  Department  of  Health  for  setting  up  a 
Cardiac  Clinic  for  indigent  children,  which 
had  been  approved  in  principle  by  the  Judi- 
cial Council. 

Motion  by  Dr.  Joseph  Bell  that  the  plan  be 
approved,  was  seconded  and  carried. 
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The  Secretary  read  a Resolution  sent  in  by 
D'r.  Haynes  Barr  concerning  national  health 
insurance,  and  motion  was  made  by  Dr.  Henry 
Asman  that  the  Society  go  on  record  in  favor 
of  this  Resolution.  Seconded  and  carried. 

Dr.  Bruce  Underwood  made  a few  remarks 
about  the  attitude  of  lay  people  toward  the 
medical  profession  as  expressed  by  the  House 
of  Representatives  of  the  State  of  Kentucky 
in  the  recent  defeat  of  the  hospital  bill,  and 
stressed  the  need  to  employ  professional  pub- 
lic relations  council.  He  introduced  Mr.  Bob 
Poisell,  now  on  the  staff  of  the  Kentucky 
Medical  Association,  working  throughout  the 
state  with  special  emphasis  on  the  campaign 
against  socialized  medicine. 

Adjourned:  9:45  p.  m. 

Robert  Lich,  Secretary 


MADISON 

The  regular  monthly  meeting  of  the  Madi- 
son County  Medical  Society  was  held  at  the 
Eoone  Tavern  Inn  June  8,  1950.  A Dinner 
Meeting  was  held  prior  to  the  program  of  the 
evening,  the  doctors,  their  wives  and  the  Wo- 
men’s Auxiliary  were  present. 

After  the  dinner,  the  Society  convened  in- 
to the  Parlor  Room  for  the  evening  program. 
Dr.  J.  Bates  Henderson,  Vice  President  pre- 
sided. 

Business:  A letter  from  the  Fayette  County 
Cancer  Clinic  was  read  to  the  Society.  It  ex- 
plained that  the  clinic  was  definitely  for  in- 
digent patients.  The  director  thanked  the  local 
physicians  for  their  splendid  cooperation  and 
the  members  present  agreed  to  comply  with 
the  Cancer  Clinic’s  policies. 

The  motion  was  made  and  seconded  in  the 
usual  manner  that  our  next  two  meetings  be 
held  in  Berea  and  the  September  meeting  be 
held  jointly  with  Berea  College  group. 

Resolution  Committee  was  appointed  by  Dr. 
J.  Bates  Henderson  composed  of  Drs.  Victor 
Dick,  Robert  Sory  and  J.  W.  Armstrong  to 
draft  a resolution  regarding  Doctor  Albert  F. 
Cornelius  who  died  June  6,  1950  at  11:45  P.  M. 
in  St.  Margaret’s  Hospital  in  Pittsburg,  Pa. 

RESOLUTION 

With  deep  sorrow  the  Madison  County  Medi- 
cal Society  records  the  death  of  its  long  time 
member,  Dr.  Albert  Franklin  Cornelius.  Dur- 
ing the  many  months  of  his  illness  the  com- 
munitl  had  felt  the  loss  of  his  services  that 
had  reached  out  into  surrounding  counties.  He 
brought  to  his  professional  work  a back- 
ground of  unusual  training,  his  medical  school 
work,  his  experience  in  Serbia  and  Texas,  his 
experience  with  his  father  and  his  special 


studies  in  Public  Health.  His  interest  in  peo- 
ple and  his  keen  observation  added  to  his  skill 
gave  his  patients  great  confidence  in  him.  In 
addition  to  his  work  as  a general  practitioner 
he  demonstrated  his  ability  as  a surgeon  and 
developed  ,a  reputation  as  an  ophthalmologist. 
He  was  faithful  in  attendance  and  support  of 
his  medical  society  and  made  many  contribu- 
tions to  the  scientific  discussions.  He  was  re- 
spected for  his  strong  religious  feelings  and 
his  services  to  the  community  in  many  ways. 

It  is  with  a sense  of  personal  loss  that  we, 
the  members  of  the  Madison  County  Medical 
Society  send  this  message  to  his  family  and 
spread  the  record  on  the  minutes  of  the  meet- 
ing. 

Program:  Doctor  Thomas  L.  Boneta  was  pro- 
gram chairman  for  the  June  meeting.  Dr. 
Harding  introduced  Dr.  R.  C.  Quillen,  Lexing- 
ton, who  spoke  on  “X-Ray  Interpretation  of 
Bowel  Obstruction.”  This  paper  covered  ulcers, 
pyloric  stenosis,  intussusception,  cancer,  volv- 
ulus, congenital  malformations,  etc.  This  was 
i’ lustrated  by  actual  case  histories  and  X-ray 
films  demonstrated  on  every  case.  The  paper 
was  well  prepared  and  was  a very  excellent 
program.  Good  X-rays  made  before  operations 
■are  very  beneficial  to  the  surgeon  and  patient. 
Discussion  followed.  Therebe  ing  no  further 
business,  the  meeting  adjourned  at  9:30  P.  M. 

Max  E.  Blue,  Secretary 


McCRACKEN 

The  regular  meeting  of  the  McCracken  Coun- 
ty Medical  Society  was  held  at  the  Ritz  Hotel 
with  Dr.  Charles  Billington  presiding.  There 
were  15  members  and  the  following  guests 
present:  Drs.  Jacob  Mayer,  J.  E.  Albritton,  R. 
A.  Orr,  Peter  Trinca,  William  Wakefield,  A. 
D.  Butterworth,  H.  B.  Stone,  Harry  Wright, 
D.  L.  Jones,  J.  C.  Hancock,  Jean  A.  Poe,  B.  K. 
Amos,  Delmas  M.  Clardy  and  Russell  Rudd. 

The  scientific  program  consisted  of  an  in- 
teresting paper  on  “Uses  and  Misuses  of  Sex 
Hormones”  by  Dr.  W.  O.  Thompson,  Clinical 
Professor  of  Medicine,  University  of  Illinois 
College  of  Medicine,  Chicago,  Illinois. 

The  minutes  of  the  April  meeting  were  read 
and  approved. 

The  next  meeting  was  announced  for  Sep- 
tember 27,  1950. 

The  following  bills  were  approved:  Dr.  Er- 
rett  Pace  $1.50,  Dr.  Eugene  Blake  $8.15,  Cherry, 
The  Florist  $12.50,  Paducah  Press  $20.00. 

The  Board  of  Censors  reported  favorably 
on  the  application  of  Dr.  Coles  W.  Raymond. 
Motion  was  made  by  Dr.  E.  W|  Jackson,  sec- 
onded by  Dr.  W.  P.  Hall  and  passed  unani- 
mously that  he  be  elected  to  membership. 
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Motion  was  made  by  Dr.  James  Ward,  sec- 
onded by  Dr.  J.  V.  Page  and  passed  unani- 
mously that  we  go  on  record  approving  the 
redistricting  of  councilor  districts. 

Motion  was  made  by  Dr.  Robert  L.  Reeves, 
seconded  by  Dr.  J.  V.  Pace  and  passed  unani- 
mously that  no  questions  be  asked  following 
the  program. 

Motion  was  made  and  passed  that  the  Ad- 
vertising Campaign  in  October  be  referred  to 
the  President  and  he  appoint  a committee. 

A communication  from  the  American  Can- 
cer Society  revealed  that  a movie  on  Breast 
Cancer  would  be  available  to  Societies  this 
summer.  Motion  was  made,  seconded  and 
passed  that  we  table  the  question. 

Meeting  was  adjourned  at  10:00  P.  M. 

Everett  Pace,  Secretary 


MUHLENBERG 

Meeting  of  the  Muhlenberg  County  Medical 
Society  was  held  in  Greenville,  May  19,  1950. 
The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  H.  H.  Woodson. 

Members  present:  Drs.  G.  F.  Brockman,  R. 
E.  Davis,  J.  H.  Harralson,  G.  H.  Rodman,  G. 
L.  Simpson,  J.  P.  Walton,  J.  L.  Webster, 
Claude  Wilson,  H.  H.  Woodson. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

The  Secretary  reported  an  offer  from  the 
Medical  Auxiliary  to  distribute  literature  pro- 
vided by  the  publicity  committee  of  the  Amer- 
ican Medical  Association  to  each  physician’s 
waiting  room.  Considerable  discussion  was 
held  and  ultimately  the  Auxiliary  distributed 
it  to  all  physicians. 

Dr.  Claude  Wilson  reported  the  receipt  of 
an  application  for  membership  from  Dr.  Lee- 
wan  R.  Kellam,  Morgantown.  Dr.  Wilson  pro- 
posed to  investigate  the  status  of  Dr.  Kellam’s 
membership  in  the  Warren  County  Medical 
Society,  and,  if  that  was  satisfactory,  to  recom- 
mend that  he  be  extended  membership  in  this 
society. 

An  excellent  medical  motion  picture,  “The 
Kidney  In  Disease,”  was  presented  by  a repre- 
sentative of  the  Eli  Lilly  Company. 

There  being  no  further  business,  the  meet- 
ing was  adjourned. 

George  F.  Brockman,  Secretary 


MUHLENBERG 

Meeting  of  the  Muhlenberg  County  Medical 
Society  was  held  on  June  2,  1950.  The  meet- 
ing was  called  to  order  by  the  President,  Dr. 


H.  H.  Woodson. 

Members  present:  Drs.  G.  F.  Brockman,  R. 
E.  Davis,  G.  H.  Rodman,  G.  L.  Simpson,  J.  L. 
Webster,  and  H.  H.  Woodson. 

No  unfinished  business. 

The  Secretary  presented  a communication 
announcing  the  opening  in  Greenville  of  the 
Clinical  Laboratory  of  the  Medical  Research 
Foundation.  This  will  provide  extensive  lab- 
oratory facilities  for  out-patients  without  ever 
burdening  the  hospital  laboratory. 

No  committee  reports  were  submitted. 

Dr.  G.  L.  Simpson  proposed  the  establish- 
ment of  a Trust  Fund  to  assist  financially 
in  procuring  nursing  education  for  the  girls 
who  were  eager  but  unable  to  bear  the  fi- 
nancial expense.  There  was  broad  discussion 
indicating  very  considerable  interest.  All  mem- 
bers indicated  a willingness  to  participate  fi- 
nancially, and  otherwise  in  the  establishment 
of  a fund  which  would  function  somewhat  as 
the  State  Medical  Association  Medical  Fel- 
lowship Fund.  By  contributions  by  the  Soci- 
ety, money  would  be  advanced  for  “scholar- 
ships” in  nursing  schools  for  such  girls  as 
would  undertake  to  provide  graduate  nursing 
service  in  the  community  after  graduation. 
President  H.  H.  Woodson  appointed  Drs.  G.  L. 
Simpson,  J.  P.  Walton,  and  G.  F.  Brockman  as 
a Liason  Committee  to  meet  with  the  Auxili- 
ary to  enlist  their  support  in  this  effort,  and 
to  submit  a concrete  report  for  action  at  the 
next  meeting. 

On  motion  the  business  meeting  was  ad- 
journed. 

George  F.  Brockman,  Secretary 


SCOTT 

The  Scott  County  Medical  Society  met  at 
the  residence  of  Dr.  and  Mrs.  D.  E.  Clark  on 
the  evening  of  "June  22,  1950.  Mrs.  Clark 
served  the  Society  with  a lovely  fried  chicken 
dinner  after  which  the  meeting  was  called  to 
order  by  the  President  with  the  following 
members  present:  Drs.  H.  G.  Wells,  F.  W.  Wilt, 
E.  C.  Barlow,  W.  S.  Allphin,  L.  F.  Heath,  D. 
E.  Clark,  and  H.  V.  Johnson. 

Reading  of  the  minutes  of  the  previous 
meeting  were  dispensed  with  and  the  meeting 
was  turned  over  to  Dr.  D'.  E.  Clark  who  intro- 
duced our  guest  speaker,  Dr.  Melvin  L.  Dean 
of  Lexington. 

Dr.  M.  L.  Dean  read  a very  interesting  and 
instructive  paper  on  Surgical  Jaundice,  with 
emphasis  on  the  Etiology  and  Diagnosis. 

After  a discussion  of  the  paper  by  the  mem- 
bers present  a motion  was  made  and  carried 
that  the  Society  thank  Dr.  and  Mrs.  Clark 
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for  their  kind  hospitality.  No  further  business, 
the  meeting  adjourned. 

H.  V.  Johnson,  Secretary 


SCOTT 

The  regular  monthly  meeting  of  the  Scott 
County  Medical  Society  was  held  July  6,  1950 
at  the  John  Graves  Ford  Memorial  Hospital. 
Dinner  was  served  by  the  Hospital  Manage- 
ment and  then  the  meeting  was  called  to  order 
with  the  following  members  present:  Drs.  H. 
G.  Wells,  L.  F.  Heath,  P.  H.  Crutchfield,  W.  S. 
Allphin,  A.  F.  Smith,  D.  E.  Clark,  F.  W.  Wilt, 
E.  C.  Barlow  and  H.  V.  Johnson. 

Minutes  of  the  previous  meeting  were  read 
and  approved.  No  scientific  papers  were  read 
so  the  time  was  taken  up  by  a discussion  of 
our  local  affairs  and  conditions  at  the  Hospital. 

The  new  law  requiring  physical  examination 


News 


MARION  F.  BEARD,  M.  D. 
Louisville 


Dr.  Marion  F.  Beard,  Louisville,  will  read  a 
paper  before  a meeting  of  the  International 
Society  of  Hematologists  August  21,  1950,  at 
Cambridge  University,  England. 

Dr.  and  Mrs.  Beard  are  scheduled  to  leave 
Louisville  August  1,  and  sail  from  New  York 
on  August  3.  They  plan  to  see  England  and 
do  limited  traveling  on  the  continent. 

Dr.  Beard  was  graduated  from  the  Univers- 
ity of  Louisville  School  of  Medicine  in  1930. 


of  all  the  employees  of  the  Board  of  Educa- 
tion was  discussed  and  samples  of  the  exami- 
nation blanks  were  shown  to  the  doctors. 

There  being  no  further  business,  the  meet- 
ing adjourned. 

H.  V.  Johnson,  Secretary 


WARREN-EDMONSON- BUTLER 

The  Warren-Edmonson-Butler  County  Medi- 
cal Society  met  for  dinner  and  scientific  ses- 
sion on  July  11  at  the  Helm  Hotel  in  Bowling 
Green.  Dr.  Charles  M.  Francis,  practice  lim- 
ited to  ear,  nose  and  throat,  was  welcomed 
as  a new  member.  D'r.  George  Sehlinger,  Lou- 
isville, gave  a fine  paper  on  Renal  Complica- 
tions of  pregnancy  and  Dr.  Frank  H.  Moore, 
Bowling  Green,  presented  a case  report  of  Di- 
lantin Intoxication.  There  were  approximately 
twenty  doctors  in  attendance. 


Items 

Following  graduation  he  took  postgraduate 
work  in  Internal  Medicine  and  Pathology  at 
the  Louisville  General  Hospital.  In  1939  and 
1940  Dr.  Beard  was  instructor  in  research 
hematology  at  the  College  of  Medicine,  Ohio 
State  University,  under  the  prominent  hema- 
tologist, Dr.  Charles  A.  Doane.  While  there 
Dr.  Beard  did  research  with  Dr.  Doane  on  the 
effects  of  the  various  vitamin  factors  on  the 
bone  marrow. 

Dr.  Beard  is  now  Assistant  Clinical  Profes- 
sor of  Medicine  and  head  of  the  section  on 
Hematology  at  the  University  of  Louisville 
School  of  Medicine. 



James  O.  Willoughby,  M.  D.,  and  M.  J.  Cun- 
diff,  D.  D.  S.,  have  established  a clinic  in 
Shepherdsville  with  all  modern  equipment, 
both  medical  and  dental  with  X-ray  facilities, 
as  well  as  fluoroscopy.  Dr.  Willoughby  has  \ 
fully  equipped  diagnostic  laboratory  for  all 
types  of  procedures  in  clinical  medicine. 

D'r.  Willoughby  is  a graduate  of  the  Univer- 
sity of  Louisville  School  of  Medicine  1947,  and 
was  associated  with  the  U.  S.  Public  Health 
Service  until  January,  1948.  He  also  served 
18  months  internship  in  the  Louisville  General 
Hospital. 

Dr.  Cundiff,  a native  of  Shepherdsville,  re- 
ceived his  degree  of  Doctor  of  Dental  medicine 
from  the  University  of  Louisville  School  of 
Dentistry,  and  spent  38  months  with  the  Army 
Dental  Corps.  He  later  received  postgraduate 
instruction  at  Ohio  State  University  School  of 
Dentistry. 
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H.  LESTER  REED,  M.  D. 


Louisville 

Dr.  H.  Lester  Reed  has  been  appointed 
neurosurgeon  consultant  at  the  Central  State 
Hospital,  Lakeland,  by  Dr.  A.  M.  Lyon,  Com- 
missioner of  Welfare.  Dr.  Reed  is  a graduate 
of  Indiana  University  School  of  Medicine.  Be- 
fore coming  to  Louisville  he  was  a member 
of  the  teaching  staff  of  the  Long  Island  Col- 
lege of  Medicine,  Brooklyn. 


Hollis  Johnson,  Jr.,  M.  D.,  has  just  completed 
a residency  in  internal  medicine  at  Louisville 
General  Hospital  and  has  gone  to  the  New  York 
Hospital,  Westchester  Division,  White  Plains, 
to  take  a one  or  two  years’  residency  in  Psy- 
chiatry. Dr.  Johnson  plans  to  return  to  Ken- 
tucky when  he  is  ready  to  enter  practice.  He 
is  a native  of  Paducah  and  a graduate  of  the 
University  of  Louisville  School  of  Medicine, 
1945. 


Roy  a Martin,  M.  D.,  Munfordville,  and 
John  O.  Martin,  M.  D.,  Louisville,  brothers,  who 
graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1944  and  ’46  respective- 
ly, have  given  up  their  practices  and  have  en- 
rolled at  Tulane  University  Medical  School, 
New  Orleans,  for  postgraduate  training  and 
residency. 

Dr.  Roy  has  been  at  Munfordville  for  the 
past  two  years,  after  being  in  the  Army  of 
Occupation  in  Germany.  At  Tulane,  he  will 
take  specialty  graduate  training  in  Oto-laryn- 
gology  for  one  year,  then  follow  it  with  a 
year’s  residency.  In  July  of  1952,  Dr.  Martin 
expects  to  return  to  Kentucky  and  enter  prac- 


tice with  Drs.  Weldon  and  Wells  at  Glasgow. 

D'r.  John  has  been  located  in  Louisville  the 
past  two  and  one-half  years.  He  will  take 
specialty  graduate  work  in  Ophthalmology  at 
Tulane  and  follow  it  with  two  years’  residency, 
one  at  Tulane,  before  re-entering  private  prac- 
tice in  Kentucky  after  July,  1953. 

Both  Doctors  Roy  and  John  will  be  eligible 
to  take  the  American  Board  after  going  into 
practice. 


Patients  of  T.  Atchison  Frazer,  M.  D.,  and 
Oliver  C.  Cook,  M.  D.,  both  of  Marion,  attended 
a testimonial  dinner  at  the  Methodist  Church, 
Marion,  Friday,  July  14,  honoring  these  men 
for  their  many  years  of  faithful  service  to  the 
people  of  Crittenden  County. 

Dr.  Frazer  was  born  in  1869  in  Hopkins 
County,  Kentucky.  He  graduated  from  Van- 
derbilt University  Medical  School  in  1894,  was 
licensed  May  26,  1894.  He  started  in  practice  at 
Blackford,  Kentucky,  and  in  July,  1900,  moved 
to  Marion,  where  he  has  been  ever  since.  Dr. 
Frazer  was  elected  to  serve  as  Councilor  for 
the  First  District  in  1944. 

Born  in  Kentucky  in  1873,  Dr.  Cook  gradu- 
ated in  1899  from  the  Medical  Department 
of  the  University  of  Tennessee.  He  was  licensed 
to  practice  in  Kentucky  May  26,  1899,  and  has 
practiced  in  Marion  since. 

The  Journal  salutes  these  men  for  their 
combined  total  of  one  hundred  years  of  medi- 
cal services  to  the  Crittenden  County  people, 
and  for  their  contribution  to  the  profession. 


Community  Hospital  Service,  Inc.,  and  Ken- 
tucky Physician’s  Mutual,  Inc.,  (Kentucky’s 
Blue  Cross-Blue  Shield  Plans),  are  moving 
August  1st  to  their  new  state  headquarters’ 
building  at  231  West  Main  Street,  Louisville, 
it  was  announced  by  D.  Lane  Tynes,  Executive 
Director  for  the  Plans. 

“The  addition  of  Blue  Shield  operations  to 
the  ever  expanding  membership  of  Blue  Cross 
necessitated  larger  quarters  and  room  for  fu- 
ture expansion,”  Tynes  added. 

The  new  headquarters  building,  which  was 
purchased  January  19,  1950,  is  one  of  the  most 
historic  old  buildings  in  Louisville.  Built  in 
1832  as  a branch  of  the  Bank  of  The  United 
States,  the  building  was  the  first  to  be  erected 
in  Louisville  by  the  Federal  Government  and 
the  earliest  city  structure  to  be  devoted  solely 
to  banking  purposes.  Built  of  brick  and  Bowl- 
ing Green  stone,  it  is  estimated  that  the  build- 
ing is  in  excellent  condition  for  several  more 
centuries’  use. 

Floor  space  available  in  the  building  is  a- 
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bout  four  times  the  amount  now  used  by  the 
Plan  at  its  present  headquarters.  If  this  should 
eventually  prove  inadequate  there  is  sufficient 
vacant  space  on  the  property  for  any  future 
building  needs  . 


The  officers  of  the  State  Board  of  Health 
honored  Dr.  L.  H.  South  with  a luncheon 
Thursday,  July  6th.  Those  present  were  Drs. 
E.  M.  Howard,  Harlan,  President;  J.  Watts 
Stovall,  Grayson,  Vice-President;  Bruce  Un- 
derwood, Louisville,  Secretary;  George  S. 
Coon,  Louisville;  C.  B.  Davis,  Louisville;  W. 

H.  Fuller,  Mayfield,  R.  W.  Robertson,  Padu- 
cah; F.  M.  Travis,  Frankfort  and  Carl  J.  John- 
son, Louisville. 

— 

Joseph  E.  Maurer,  M.  D.,  Louisville,  read  a 
paper  entitled,  “The  Elective  Resection  of  Cer- 
tain Urethral  Strictures,”  written  in  conjunc- 
tion with  Robert  Lich,  Jr.,  M.  D.,  and  Stephen 
Burdon,  M.  D.,  Louisville,  at  the  1950  meeting 
of  the  American  Urological  Association  which 
was  held  in  Washington,  D.  C.,  May  29  - June 

I,  1950. 


Charles  K.  Mahaffey,  M.  D.,  McKee,  who 
was  graduated  from  the  University  of  Tennes- 
see School  of  Medicine,  Memphis,  Tennessee, 
in  1946,  started  a three-year  residency  in 
Radiology,  July  1,  1950,  in  a Memphis  hospital. 
Dr.  Mahaffey,  who  has  been  at  McKee  since 
August,  1947,  hopes  to  return  to  Kentucky  to 
practice  after  certification  by  the  American 
Board  of  Radiology. 


Arthur  C.  Lawrence,  M.  D.,  a graduate  of 
the  University  of  Louisville  School  of  Medi- 
cine, 1939,  has  completed  a two  and  one-half 
year  residency  at  the  St.  Joseph  Hospital  in 
Obstetrics  and  Gynecology  in  Louisville,  and 
has  returned  to  Paterson,  New  Jersey  to  go 
into  private  practice. 


Dr.  Harold  M.  Kelso,  Knoxville,  became  di- 
rector of  County  Health  work  for  the  State 
Board  of  Health  July  1,  1950.  He  replaces  Dr. 
Tracy  Jones,  who  resigned  to  enter  Johns  Hop- 
kins School  of  Public  Health.  Dr.  Kelso,  a na- 
tive of  Madisonville,  Tennessee,  received  his 
M.  D'.  degree  from  the  University  of  Tennessee 
Medical  School.  For  four  years,  before  going 
to  Knoxville,  he  was  assistant  director  of  rural 
health  for  the  State  of  Virginia.  He  has  been 
director  of  preventable  diseases  for  the  Knox- 
ville Bureau  of  Health  since  1944.  He  also  did 
graduate  work  at  Johns  Hopkins  University, 
where  he  was  awarded  a M.  A.  degree  in  Pub- 


lic Health  in  1933.  Dr.  Kelso  has  held  public 
health  positions  in  Madisonville,  Nashville, 
Gallatin,  and  Livingston,  all  in  Tennessee  and 
Pulaski,  Virginia. 


Charles  K.  Bush,  M.  D'.,  formerly  of  Louis- 
ville, has  recently  been  named  Superintendent 
of  the  Dixon  State  Hospital,  Illinois. 

Dr.  Eush  was  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1929  and 
practiced  in  Louisville  until  World  War  II. 


Dr.  Fred  W.  Rankin,  Lexington,  has  been 
elected  as  a member  of  the  French  Academy 
of  Surgery.  In  1948,  the  French  government 
conferred  on  Dr.  Rankin  the  Cross  of  Chevalier 
in  the  Legion  of  Honor  in  recognition  of  his 
servcies  in  World  War  II.  He  served  as  war- 
time chief  surgical  consultant  to  the  armies 
of  the  United  States  in  the  rank  of  brigadier 
general. 


On  July  9,  representatives  of  the  Illinois 
State  Medical  Society,  the  Illinois  State  Dental 
Society  and  the  Illinois  Pharmaceutical  Asso- 
ciation met  to  join  forces  formally  on  a state 
level,  to  mount  a joint  campaign  against  so- 
cialization of  medicine. 

On  June  7,  representatives  of  Jefferson 
County  Medical  Society,  Louisville  District 
Dtental  Association,  the  local  Pharmacist  As- 
sociation, hospital  and  nurses  groups  met  in 
the  Henry  Clay  Hotel  to  explore  the  possibil- 
ity of  combined  action  against  the  social  plan- 
ners. The  representatives  of  the  various 
groups  were  to  report  back  to  their  parent 
organizations  the  findings  of  the  meeting,  and 
receive  instructions. 


Dr.  R.  J.  Phillips  opened  an  office  for  the 
practice  of  medicine  in  Owenton,  July  1st.  He 
served  two  years  as  intern  at  the  Good  Sa- 
maritan Hospital,  Lexington.  He  was  gradu- 
ated from  the  University  of  Louisville  School 
of  Medicine  June  15,  1948. 


At  the  annual  meeting  of  the  Kentucky 
Chapter,  National  Foundation  for  Infantile 
Paralysis  Dr.  Kenneth  Landauer,  New  York, 
Director  of  medical  care  for  the  National 
Foundation  for  Infantile  Paralysis,  said  that 
Kentucky  did  “a  good  job”  in  caring  for  its 
696  cases  of  polio  in  1949.  Mr.  Neil  Dalton  was 
re-elected  chapter  chairman.  Other  officers 
elected  were:  Vice-chairman,  Gabe  Taylor, 
Greensburg;  treasurer,  Merle  E.  Robertson, 
Louisville,  and  secretary,  Mrs.  Baldwin  C.  Bur- 
nam,  Louisville. 
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'Dr.  B.  F.  Wright,  Seco,  surgeon,  owner  and 
operator  of  a hospital  at  Seco,  former  County 
Judge  of  Letcher  County,  ,and  one  time  repre- 
sentative in  the  General  Assembly,  was  ap- 
pointed on  the  twenty-three  member  commit- 
tee on,  “The  Function  and  Resources  of  the 
State  Government”  by  Governor  Earle  Clem- 
ents. 


The  University  of  Louisville  School  of  Medi- 
cine has  made  the  following  appointments: 
Dr.  Bruce  Underwood,  State  Health  Commis- 
sioner, professorial  associate  in  preventive 
medicine  and  public  health;  Dr.  Arthur  M. 
Schoen,  instructor  in  medicine  and  research 
assistant  in  surgery.  Medical-faculty  promo- 
tions were:  D'r.  Robert  P.  Bergner  to  associate 
professor  of  anesthesiology;  Dr.  J.  Duffy  Han- 
cock to  clinical  professor  of  surgery;  Dr. 
Charles  G.  Baker,  Dr.  Lewis  Fine,  Dr.  George 
McAuliffe,  and  Dr.  Maurice  T.  Fliegelman  to 
clinical  instructors  in  dermatology  and  syph- 
ilology. 


Dr.  Hobart  Lester  has  returned  from  the 
Army  and  opened  an  office  in  Louisa,  Law- 
rence County.  Hg  was  born  in  Johnson  Coun- 
ty in  1913  and  was  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in 
1946. 


The  Somerset  Clinic  opened  May  21  for  pub- 
lic inspection  and  according  to  those  in 
charge  the  purpose  of  this  clinic,  through  the 
qualifications  and  the  experience  of  the  as- 
sociated doctors,  is  to  offer  service  more 
promptly  and  better  diagnostic  facilities.  Dr. 
R.  N.  McLeod  has  charge  of  pediatrics  and  Dr. 
Robert  C.  Bateman  will  confine  his  work  to 
obstetrics  and  gynecology.  Dr.  A.  B.  Morgan 
will  give  full  service  in  eye,  ear,  nose  and 
throat,  both  surgical  and  therapeutic.  D'r.  W. 
E.  Harris  will  be  in  dentistry  and  oral  surgery. 
Dr.  M.  R.  Holtzclaw  and  Dr.  R.  H.  Weddle 
will  offer  services  in  general  surgical  fields 
other  than  neuro-surgery  and  corrective  ortho- 
pedics. 


Dr.  Howard  W.  Ripy  has  located  in  Lexing- 
ton. He  was  born  in  Lawrenceburg  February 
27,  1921,  and  was  graduated  from  the  Vander- 
bilt University  School  of  Medicine  in  1945. 


Dr.  Harold  F.  Funke  has  opened  an  office 
at  Bardwell,  Carlisle  County.  He  was  born  in 
Missouri  in  1921  and  was  graduated  from  the 
University  of  Louisville  School  of  Medicine  in 
1946.  He  served  his  internship  at  St.  Elizabeth 
Hospital,  Covington,  St.  Frances  Hospital, 


Beech  Grove,  Indiana,  and  served  in  the  Army 
for  two  years. 


Dr.  Lawrence  P.  Emberton  has  located  at  Ed- 
monton, Metcalf  County.  He  was  born  in 
Tompkinsville  in  1922  and  was  graduated  from 
the  Medical  College  of  the  State  of  South  Caro- 
lina in  1948  and  served  his  internship  at  the 
Fordham  Hospital  Bronx,  New  York. 


Dr.  Edward  W.  Connelly  has  located  at  Ash- 
land to  practice  Obstetrics  and  Gynecology. 
He  was  born  in  Paintsville,  September  8,  1917; 
and  was  graduated  from  the  Jefferson  Medical 
College  of  Philadelphia  in  1942. 


Dr.  Dahar  Cury,  Jr.,  has  located  at  Fleming, 
Letcher  County.  He  was  born  in  Norton,  Vir- 
ginia, in  1921  and  was  graduated  from  the 
University  of  Virginia,  Department  of  Medicine 
in  1945. 


Dr.  Gordon  T.  Brown  has  located  with  Pine 
Mountain  Settlement  School,  Pine  Mountain. 
He  is  a native  of  Michigan  and  was  born  in 
1924.  He  was  graduated  from  the  University 
of  Indiana  School  of  Medicine  in  1949. 


Dr.  James  T.  Ramsey  has  located  at  Owen- 
ton.  He  was  born  in  Ohio  in  1921  and  was 
graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1949  and  served  his  in- 
ternship at  the  Good  Samaritan  Hospital,  Cin- 
cinnati. 


D'r.  John  C.  Gaw  has  located  in  Liggett, 
Harlan  County.  He  was  born  in  Long  Beach, 
California,  in  1922  and  was  graduated  from  the 
University  of  Tennessee  College  of  Medicine 
in  1950. 


The  Frontier  Nursing  Services,  Wendover, 
Leslie  County,  during  the  fiscal  year  ending 
April  30,  1950,  provided  care  for  764  patients 
and  service  amounting  to  5,857  hospital  days, 
at  its  Hyden  Hospital  and  Health  Center.  The 
Frontier  Nursing  School  now  has  85  graduates 
working  in  Southern  and  Southeastern  states, 
in  Alaska,  France,  India,  Japan,  Siam,  the 
Philippines  and  various  countries  of  Africa 
and  South  America. 


Dr.  Harold  J.  Elliott,  has  located  at  Pine 
Mountain  Settlement  School,  Pine  Mountain, 
Harlan  County.  He  was  born  in  West  Africa 
in  1914  and  was  graduated  from  the  University 
of  Buffalo  School  of  Medicine  in  1938.  He  was 
with  the  Red  Bird  Hospital  at  Veverly  until 
1940-1946  and  then  went  to  Nigeria,  Africa. 
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flu  Memoriam 


JOHN  LINTON  PHYTHIAN,  M.  D. 

Newport 
1870  - 1950 

Dr.  John  Linton  Phythian,  ,a  member  of  the 
Campbell-Kenton  County  Medical  Society, 
died  of  arteriosclerotic  heart  disease  on  April 
3,  1950,  in  the  eightieth  year  of  his  life. 

'Dr.  Phythian  was  born  in  Frankfort,  Ken- 
tucky. He  attended  Miami  University,  Ox- 
ford, Ohio,  and  graduated  from  the  Louisville 
School  of  Medicine  in  1891.  He  did  post  gradu- 
ate work  at  Columbia  University  Medical 
School  in  New  York  City,  and  also  abroad.  He 
began  practicing  with  his  father,  Dr.  John  L. 
Phythian,  Sr.,  in  Newport,  Kentucky,  in  1891. 
His  grandfather  and  great-grandfather  were 
physicians  and  surgeons,  also  his  brother,  Dr. 
Charles  Phythian,  who  practiced  medicine  in 
Cincinnati,  Ohio. 

During  the  Fifst  World  War  he  served  with 
the  Armed  Forces  as  a Major.  While  serving 
overseas,  Dr.  Phythian  was  chief  of  a surgical 
unit.  After  the  war  he  resumed  practice  in 
Newport,  Kentucky,  which  he  continued  un- 
til his  death. 

D'r.  Phythian  was  a member  of  the  surgical 
staffs  at  St.  Elizabeth’s  and  Speers  Hospitals, 
serving  as  Chief  of  Staff  for  many  years.  He 
was  President  of  the  Board  of  Trustees  at  the 
latter  hospital  for  a number  of  years.  He  was 
a founder  member  of  the  American  College  of 
Surgeons,  and  a member  of  the  Campbell- 
Kenton  County  Medical  Society,  Kentucky 
State  Medical  Society,  and  the  Southern  Medi- 
cal Association.  He  served  as  district  surgeon 
for  the  L & N Railway  for  many  years. 

Dr.  Phythian  will  long  be  remembered  as 
a fine  physician  and  surgeon,  and  he  will  be 
greatly  missed  by  his  patients  and  associates. 


JAMES  EDWIN  PARKER,  M.  D. 

Corbin 
1894  - 1950 

Dr.  James  Edwin  Parker,  son  of  Dr.  Jame: 
W.  Parker  who  was  a pioneer  in  the  practice 
of  medicine  and  surgery  in  Southeastern  Ken 
tucky,  was  born  March  12,  1894,  in  Knox  Coun 
ty,  Kentucky,  .and  died  June  8,  1950,  in  Louis 
vill.  The  cause  of  death  was  carcinoma  o 
right  kidney  and  heart  disease.  Dr.  Parke: 


received  his  A.B.  degree  from  Berea  College; 
in  1925  he  was  graduated  from  the  University 
of  Louisville  School  of  Medicine.  He  served 
his  internship  and  residency  at  Mississippi 
State  General  Hospital  in  Natchez,  Mississippi; 
in  September,  1927,  he  was  health  officer  at 
Jackson,  Breathitt  County,  Kentucky.  In  1929, 
Dr.  Parker  opened  an  office  for  general  prac- 
tice and  surgery  at  Corbin,  Kentucky,  where 
he  was  located  and  remained  in  practice  until 
his  recent  death. 

During  each  year  he  was  in  practice,  Dr. 
Parker  never  failed  to  spend  a few  weeks  tak- 
ing postgraduate  work  or  special  courses  in 
some  field  of  medicine.  Even  in  the  month  of 
March  of  this  year  he  finished  a course  in 
anesthesiology  at  The  George  Washington  Uni- 
versity School  of  Medicine,  Washington,  D. 
C.  It  was  on  this  return  trip  from  Washington 
that  he  discovered  that  he  had  a tumor  of  the 
right  kidney,  and  he  remained  in  Louisville 
for  treatment  up  until  the  time  of  his  death. 

He  was  a member  of  the  A.M.A.,  state  and 
county  medical  societies  and  was  a veteran  of 
World  War  I serving  overseas,  and  was  wound- 
ed in  action  and  served  his  country  with  dis- 
tinction. 

The  passing  of  D'r.  Parker  is  a great  loss  to 
his  country  and  to  the  Kentucky  State  Medical 
Association.  He  was  esteemed  in  his  profes- 
sion and  was  respected  by  all  the  citizenry. 
He  believed  in  a free  enterprise  of  medicine 
and  withstood  any  inroads  which  tend  to  take 
away  the  individual  doctor,  his  rights,  and 
privileges.  He  will  be  remembered  by  the 
Knox  County  Medical  Society  for  his  fine 
spirit  of  cooperation  and  for  his  high  regard 
for  the  privileged  rights  in  the  practice  of  his 
profession. 

T.  R.  D'avis,  Secretary, 

Knox  County  Medical  Society 


ORRIN  LYLE  REYNOLDS,  M.  D. 
Covington 
1874  - 1950 

Dr.  Orrin  Lyle  Reynolds,  Covington,  died 
May  30,  1950.  He  was  born  in  Cincinnati  on 
July  21,  1874,  and  was  graduated  from  Ohio 
Medical  College  in  1898  and  served  his  intern- 
ship at  Bellevue  Hospital,  New  York.  Dr. 
Reynolds  was  a staff  member  at  St.  Elizabeth 
Hospital  and  a practicing  physician  in  northern 
Kentucky  for  48  years.  He  was  one  of  the 
founders  of  the  Anti-Tuberculosis  League  of 
Kenton  County  and  was  on  the  Board  of  the 
Kenton  County  Tuberculosis  Sanitorium. 
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CONSTITUTION  AND  BY-LAWS 
KENTUCKY  SURGICAL  SOCIETY 


CONSTITUTION 
Article  I 

Name 

This  society  shall  be  called  the  Kentucky 
Surgical  Society. 

Article  II 

Object 

The  object  of  the  Society  shall  be  the  stimu- 
lation and  improvement  of  the  science  and  art 
of  surgery,  the  mutual  improvement  of  the 
members  and  to  assist  in  the  care  of  the  Mc- 
Dowell Memorial  Home  in  Danville,  Kentucky. 

Article  III 

Membership 

Section  1.  This  Society  shall  consist  of  Ac- 
tive, Senior  and  Honorary  Fellows. 

Section  2.  The  active  membership  shall  be 
limited  to  one  hundred  Fellows,  who  are  resi- 
dents of  the  State  of  Kentucky. 

Section  3.  Any  active  Fellow  who  has  held 
this  position  for  twenty  (20)  years  or  more  or 
who  has  attained  the  age  of  sixty-five  (65) 
years  shall  become  a Senior  Fellow.  Senior 
Fellows  will  be  exempt  from  the  payment  of 
dues  but  sha’l  enjoy  all  the  privileges  of  the 
Society,  and  shall  not  be  counted  in  the  limit- 
ed number  of  Fellows. 

Section  4.  Candidates  for  election  to  Fel- 
lowship shall  be  selected  by  the  Council  from 
the  names  proposed  by  the  Fellows. 

Section  5.  Proposals  for  each  Fellowship 
must  be  made  by  a Fellow  of  the  Society.  The 
proposals  must  be  submitted  in  writing  by  the 
Fellow  to  the  Secretary-Treasurer  two  months 
before  the  annual  meeting,  and  shall  be  acted 
upon  at  the  next  regular  subsequent  meeting. 
Each  proposed  Fellow  must  be  endorsed  by  at 
least  three  Fellows  who  will  vouch  for  his 
character  and  standing  before  his  name  will 
receive  consideration  by  the  Council.  No  one 
shall  be  eligible  unless  he  is  a graduate  of 
seven  years’  standing  from  a recognized  medi- 
cal college.  A candidate  must  be  a member 
of  the  Kentucky  State  Medical  Association, 
must  limit  his  practice  to  surgery  or  one  of 
the  following  surgical  specialties:  Neurological 
Surgery,  Orthopedics,  Proctology,  Urology  and 
Gynecology  exclusive  of  Obstetrics.  He  must 
be  a diplomate  of  the  American  Board  in 
Surgery  or  in  one  of  the  above  surgical  spe- 
cialties or  a Fellow  of  the  American  College 
of  Surgeons. 


Section  6.  If  objections  are  raised  to  any 
candidate  the  name  must  be  voted  upon  by 
all  members  present  and  must  receive  ninety 
(90)  percent  of  the  votes  cast  by  secret  bal- 
lot. 

Section  7.  The  investigation  of  a candidate 
for  membership  shall  include  a letter  of  in- 
quiry addressed  by  the  Secretary-Treasurer 
to  each  Fellow  of  the  Society.  The  informa- 
tion thus  acquired  may,  if  desired,  be  in  the 
form  of  a confidential  letter  to  the  Secretary- 
Treasurer,  who  shall  detach  and  return  the 
writer’s  signature.  The  letters  or  abstracts 
shall  then  be  forwarded  to  the  Chairman  of 
the  Council. 

Section  8.  Fellows,  after  acceptance  of  in- 
vitations, must  qualify  within  three  months  by 
the  payment  of  the  initiation  fee.  The  invi- 
tations if  not  accepted,  shall  be  withdrawn  at 
the  succeeding  meeting. 

Section  9.  Any  candidate  for  Fellowship 
who  is  rejected  by  the  Society  cannot  be  pro- 
posed again  until  two  years  has  elapsed. 

Section  10.  Honorary  Fellows  shall  be  pro- 
posed by  the  Council  and  elected  by  the  So- 
ciety. They  shall  not  be  required  to  pay  any 
fee  or  dues,  nor  shall  they  be  privileged  to 
vote  or  hold  office. 

Section  11.  The  resignation  of  a Fellow 
may  be  accepted  by  the  Council  provided  he 
is  not  in  arrears,  nor  under  charges  pending. 

Section  12.  Any  violation  of  the  Constitu- 
tion or  By-Laws,  or  conduct  unbecoming  a 
gentleman,  may  be  punished  by  a reprimand, 
suspension  or  expulsion. 

Section  13.  Any  Active  Fellow  who  shall 
absent  himself  without  presenting  reasons  ac- 
ceptable to  the  Council,  from  three  consecutive 
meetings,  shall  be  dropped  from  Fellowship  in 
the  Society.  He  shall  be  notified  of  the  fact 
by  the  Secretary-Treasurer,  and  can  only  be 
reinstated  by  unanimous  vote  of  the  Council. 

Section  14.  Every  candidate  for  Fellowship 
shall  be  required  to  sign  a pledge  that  he  will 
not  indulge  in  fee-splitting  in  any  way,  shape 
or  form,  and  that  he  limits  his  practice  as  re- 
quired in  Section  5,  above. 

Article  IV 

Officers 

Section  1.  The  officers  of  the  Society  shall 
consist  of  a President,  Vice-President  and  a 
Secretary-Treasurer. 

Section  2.  Nominations.  The  officers  shall 
be  nominated  by  a committee  of  three  or  more 
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THE  WALLACE  SANITARIUM 

MEMPHIS,  TENNESSEE 

For  the  Diagnosis  and  Trealmeni  of  Nervous  and  Mental  Diseases 
Drug  Addiction  and  Alcoholism 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 

Member  of  the  American  Hospital  Association 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men 
Individual  rooms.  All  buildings  equipped 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
I J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neurops' chiatrist 
Medical  Director 
T.  J.  SMITH.  M.  D.,  Associate 


and  women, 
with  radio. 
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Fellows.  This  committee  shall  be  appointed 
by  the  President. 

BY-LAWS 

Section  I 

Meetings 

The  annual  meeting  of  the  Society  shall  be 
held  at  such  a time  and  place  as  may  be  desig- 
nated by  the  Council.  The  meetings  shall  be 
held  on  Saturday. 

Section  II 

Special  Meetings 

A special  meeting  may  be  called  at  any 
'ime  by  the  President,  and  it  shall  be  his  duty 
to  do  so  upon  the  requisition  in  writing,  of 
any  seven  Fellows. 

Section  III 

Quorum 

For  the  transaction  of  business  any  number 
of  Fellows  at  any  regular  meeting  shall  consti- 
tute a quorum.  For  elections,  for  changes  in 
the  Constitution  and  By-Laws,  for  ordering 
assessments,  or  for  any  other  business  affect- 
ing the  interest  of  the  Society  one-third  (1/3) 
Fellows  shall  be  required  to  form  a quorum. 
For  expulsion  of  a Fellow  one-half  (1/2)  Fel- 
lows shall  be  required  to  form  a quorum. 

Section  IV 

Duties  of  the  President  and  Vice-President 

The  President  shall  preside  at  the  meetings 
of  the  Society,  preserve  order,  regulate  de- 
bates, sign  certificates  of  Fellowship,  approve 
bills,  appoint  committees  not  otherwise  pro- 
vided for,  serve  on  the  Council,  announce  re- 
sults of  elections  and  perform  all  the  duties 
legitimately  appertaining  to  his  office.  In  his 
absence,  the  Vice-President  shall  preside. 

In  absence  of  the  Vice-President,  the  chair 
shall  be  taken  by  the  Senior  Fellow  of  the 
Council,  who  may  be  present. 

Section  V 

Secretary-Treasurer 

The  Secretary-Treasurer  shall  keep  the 
minutes  of  the  Society,  shall  issue  at  least 
four  weeks  prior  to  the  annual  meeting,  a pre- 
liminary program  of  the  time  and  place  of 
meeting,  and  business  to  be  transacted,  and  at 
the  same  time  he  shall  issue  a list  of  the  names 
of  candidates  for  Fellowship  who  are  under 
consideration  by  the  Council.  He  shall  also 
issue  the  final  program  of  the  meeting.  He 
shall  attest  all  official  acts  requiring  certifica- 
tion, in  connection  with,  or  independent  of  the 
President.  He  shall  notify  officers  and  Fel- 
lows of  their  election  and  take  charge  of  all 
papers.  He  shall  serve  as  a member  of  the 


Council  and  shall  act  as  Secretary  of  that  body. 
It  shall  be  the  duty  of  the  Secretary-Treasurer 
to  receive  all  money  and  funds  belonging  to 
the  Society.  He  shall  pay  all  bills  when  prop- 
erly ordered  by  the  Society,  collect  all  dues 
and  assessments  as  promptly  as  possible,  re- 
port to  the  Society  at  each  meeting  the  names 
of  any  Fellows  in  arrears,  or  those  who  have, 
in  accordance  with  the  By-Laws  regulating 
the  same,  forfeited  their  Fellowship.  He  shall 
present  an  annual  account  for  audit.  He  shall 
receive  all  papers  and  reports  of  discussion  on 
papers  presented  to  the  Society,  and  shall  take 
charge  pf  their  publication.  He  shall  have 
charge  of  the  publication  of  scientific  papers, 
submitting  proof  copies  of  all  papers  and  dis- 
cussions to  authors,  or  to  those  taking  part 
in  the  discussions  before  their  publication.  He 
shall  have  authority  to  employ  a competent 
stenographer  to  take  reports  of  all  discussions 
of  papers  on  scientific  subjects  presented  to 
the  Society. 

Section  VI 

Council 

The  Council  shall  consist  of  Five  Fellows, 
the  President,  the  Secretary-Treasurer  and  the 
last  three  ex-Presidents.  The  Chairman  of  the 
Council  shall  be  the  Senior  Fellow  of  the 
Council;  “senior”  meaning  longest  in  service 
on  the  Council.  Until  there  are  a sufficient 
number  of  ex-Presidents,  vacancies  in  the 
Council  shall  be  filled  by  appointment  by  the 
President.  Each  year  the  ex-President  long- 
est on  the  Council  shall  retire  from  this  body 
thus  making  room  for  the  most  recent  ex- 
President.  Meeting  of  the  Council  shall  be 
held  at  the  call  of  the  Chairman;  a majority 
of  the  members  constitute  a quorum. 

Special  meetings  of  the  Council  may  be  held 
on  the  call  of  the  Chairman  of  the  Council  or 
at  the  request  of  three  members  of  the  Coun- 
cil, in  the  interval  between  the  meetings  of 
the  Society. 

The  Secretary-Treasurer  of  the  Society 
shall  be  the  Secretary  of  the  Council. 

The  Council  shall  be  the  executive  body  of 
the  Society.  Accurate  minutes  of  its  proceed- 
ings shall  be  kept  by  the  Secretary. 

All  proposed  candidates  for  Fellowship  shall 
be  submitted  to  it  for  action,  and  the  names 
of  those  candidates  who  have  complied  with 
the  requirements  of  the  Society  and  the  rules 
of  the  Council,  and  who  shall  receive  its  favor- 
able recommendations  shall  be  presented  to 
the  Society  for  election  as  Fellows.  The  mem- 
bers of  the  Council  may  not  propose  or  endorse 
candidates  for  membership  in  the  Society.  It 
shall  require  three  votes  in  the  Council  to 
recommend  a proposed  candidate  for  mem- 
bership. The  Council  shall  determine  the 
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“Dramamine . . . has  been  found 
to  exert  a temporary 
therapeutic  and  prophylactic 
action  in  motion  sickness.”1 


Dramamine 

for  the  Prevention 
or  Treatment  of 
Motion  Sickness 


Unusually  satisfactory  results 
have  been  obtained  with  Dramamine* 
(brand  of  dimenhydrinate)  as  a pro- 
phylactic or  active  therapeutic  agent 
for  the  relief  of  nausea,  vomiting  or 
dizziness,  which  many  individuals 
experience  in  travelling  by  ship,  air- 
plane, train  and  other  vehicles. 


1.  Council  on  Pharmacy  & Chemistry:  New  and  Non- 
official Remedies,  1950,  Philadelphia,  J.  B.  Lippincott 
Co.,  1950,  p.  460. 

*Trademark  of  G.  D.  Searle  & Co.,  Chicago  80,  111. 
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place  and  time  of  meetings,  the  program  and 
shall  pass  on  papers  for  publication  in  the 
State  Journal.  It  shall  act  as  a Board  of  Cen- 
sors for  the  Constitution  and  By-Laws,  or  un- 
professional conduct  by  any  Fellows  of  the 
Society,  and  it  alone  shall  have  the  power  of 
moving  their  expulsion,  suspension,  or  repri- 
mand. 

The  Council  shall  supervise  all  arrange- 
ments for  the  scientific  meetings  and  the  sci- 
entific program. 

No  invitation  shall  be  extended  to  non-mem- 
bers to  read  scientific  papers  before  the  Soci- 
ety until  the  matter  has  been  approved  by  the 
Council.  The  invitation  shall  be  sent  by  the 
Secretary  at  the  request  of  the  Chairman  of 
the  Council. 

Section  VII 

Papers  and  Reports 

All  papers  and  Reports  not  published  else- 
where read  before  the  Society  shall  be  deliv- 
ered to  the  Secretary-Treasurer  at  the  time  of 
their  presentation.  The  Council  will  choose 
papers  to  be  sent  for  publication.  No  papers 
shall  be  published  which  has  not  been  read  in 
full  before  the  Society  nor  presented  by  title. 

Section  VIII 

Initiation  Fee 

Every  Fellow  shall  on  admission  pay  an 
initiation  fee  of  $15.00  by  which  act  he  ac- 
knowledges and  accepts  the  Constitution  and 
By-Laws  of  the  Society.  This  fee  shall  include 
all  dues  for  the  calendar  year. 

Section  IX 

Annual  Dues 

There  shall  be  an  annual  assessment  of 

$10.00. 

Section  X 

Arrearage  of  Fellows 

Annual  dues  shall  be  paid  on  or  before  Jan- 
uary first.  If  any  Fellow  has  not  paid  by  the 
following  March  first  after  notification  by  the 
Secretary-Treasurer  he  shall  forfeit  his  Fel- 
lowship. The  notice  shall  contain  a copy  of 
this  section. 

Section  XI 

Invited  Guests 

Any  Fellow  may  invite  any  physician  or 
other  scientist  in  good  standing  to  a meeting 
of  the  Society,  and  every  such  visitor  shall  be 
introduced  to  the  President  and  by  the  Presi- 
dent to  the  Society,  and  his  name  entered  up- 
on the  minutes.  The  President  may  invite  any 
such  persons  to  participate  in  the  discussions 

but  all  invited  guests  shall  withdraw  from  the 
executive  session. 


Section  XII 

Seal  and  Certificate  of  Fellowship 

The  Society  shall  have  a distinct  seal  and 
every  Fellow  shall  be  entitled  to  a certificate 
of  Fellowship  signed  by  the  President  and 
Secretary-Treasurer. 

Section  XIII 

Order  of  Business 

1.  Preliminary  addresses 

2.  Announcements  of  Local  Committee  of 
arrangements. 

3.  Admission  of  new  Fellows  and  introduc- 
tion of  invited  guests. 

4.  President’s  address. 

5.  Reading  of  papers  and  discussions. 

6.  Verbal  communications. 

Executive  Session 

1.  Reading  of  minutes  of  last  meeting. 

2.  Appointment  of  Auditing  and  Nominat- 
ing Committee. 

3.  Reports  of  Secretary-Treasurer. 

4.  Reports  of  Auditing  Committee. 

5.  Reports  of  special  committees. 

6.  Unfinished  business. 

7.  New  Business. 

8.  Report  of  Council; 

(a)  Report  on  Annual  Meeting  and 
Speaker 

(b)  Report  on  Publications 

(c)  Report  on  those  recommended  for 
membership 

9.  Election  and  Induction  of  new  officers. 

10.  Adjournment. 

Section  XIV 

Rules  of  Order 

The  proceeding  of  the  Society  shall  be  con- 
ducted under  the  usual  parliamentary  rules  of 
order. 

Section  XV 

Amendments  in  the  Constitution  and  By-Laws 

No  part  of  the  Constitution  shall  be  amend- 
ed, altered  or  repealed  except  at  a regular 
meeting.  The  suggested  amendments,  altera- 
tion or  repeal  in  the  Constitution  shall  have 
been  presented  at  a previous  annual  meeting, 
signed  by  three  Fellows.  The  By-Laws  may  be 
amended,  altered  or  repealed  at  any  regular 
meeting  of  the  Society,  such  changes  to  take 
effect  immediately  provided  the  proposed 
bhanges  are  read  at  the  Executive  Session. 
The  adoption  of  the  suggested  amendments,  al- 
teration or  repeal  shall  be  by  the  vote  of  three- 
fourths  of  the  Fellows  present. 
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OFFICERS  OF  KENTUCKY  STATE  MEDICAL  ASSOCIATION 

SAM  A.  OVERSTREET 
President 


Samuel  Alvin  Overstreet  was  born  De- 
cember 21,  1896,  in  Jessamine  County, 
Kentucky.  He  is  the  son  of  Alvin  J.  and 
Lucy  Grant  Overstreet.  After  complet- 
ing his  grade  and  secondary  school  work, 
he  graduated  from  nearby  Asbury  Col- 
lege at  Wilmore,  Kentucky,  with  an  A.B. 
degree  in  1918. 

Dr.  Overstreet’s  education  was  inter- 
rupted because  of  World  War  I.  After 
getting  his  academic  degree,  he  enlisted 
as  a private  in  the  Marine  Corps— but  af- 
ter a year’s  service  and  with  the  war’s 
end,  he  was  mustered  out  in  1919  in  time 
to  enter  the  University  of  Louisville 
School  of  Medicine  that  fall.  He  was  a- 
warded  his  M.  D.  degree  in  1923. 

After  finishing  medical  school,  Dr.  Ov- 
erstreet served  an  internship  at  the  Belle- 
vue Hospital  in  New  York.  He  then  re- 
turned to  Cincinnati  and  practiced  there 
a year  with  Dr.  Carey  P.  McCord.  While 
in  Cincinnati,  he  married  Irma  Grace 
Jones,  December  25,  1924.  To  this  mar- 
riage were  born  three  sons,  Peter,  Robert 
and  Evan. 

Dr.  Overstreet  started  a senior  intern- 
ship in  Medicine  at  Louisville  City  Hos- 
pital in  1925  and  a residency  in  1926.  At 
the  close  of  this  residency  he  became  In- 
structor in  Internal  Medicine  and  Assis- 
tant Instructor  in  Roentgenology  at  the 
University  of  Louisville  School  of  Medi- 
cine. Since  that  time,  Dr.  Overstreet  has 
been  on  the  faculty  at  the  Medical  School 
and  is  now  Associate  Clinical  Professor 
of  Medicine. 

During  1935  when  medical  units  in  the 
U.  S.  Naval  Reserve  were  organized  in 
Louisville,  Dr.  Overstreet  was  one  of  a- 


bout 45  physicians  appointed  reserve  of- 
ficers. With  the  outbreak  of  war,  his  unit 
was  called  and  he  entered  active  service 
January  5,  1942.  He  was  separated  in  De- 
cember, 1945,  with  the  rank  of  Captain. 

As  a medical  consultant  for  the  office 
of  the  Surgeon  General  of  the  Army  he, 
in  March,  1948,  flew  to  Japan  and  other 
oriental  stations  on  a teaching  mission  in 
the  Army’s  Far  Eastern  Command. 

Back  in  practice  after  the  war,  Dr.  Ov- 
erstreet continued  his  activities  in  or- 
ganized medicine  and  was  installed  as 
President  of  the  Jefferson  County  Medi- 
cal Society  for  the  year,  1947.  He  is  also 
a member  of  the  Southern  Medical  Asso- 
ciation, American  Medical  Association, 
American  College  of  Physicians,  Interna- 
tional Society  of  Internists  and  the  Amer- 
ican Gastroenterological  Association. 

In  1927  Dr.  Overstreet  became  a diplo- 
mate  in  the  National  Board  of  Medical 
Examiners.  In  1929  he  was  elected  to  a 
fellowship  in  the  American  College  of 
Physicians,  and  became  a diplomate  in 
the  Board  of  Internal  Medicine  in  1937, 
and  the  Sub  Specialty  Board  of  Gastro- 
enterology in  1946.  He  is  civilian  consu1- 
tant  in  the  field  of  Gastroenterology  to 
the  Veterans  Administration  and  the  U. 
S.  Army. 

When  the  House  of  Delegates  at  the 
Owensboro  meeting  in  1949  faced  the 
duty  of  selecting  a President-elect  who 
would  lead  the  Association  through  the 
1950-51  year,  in  addition  to  the  usual 
qualities  desired,  it  had  two  important  ob- 
jectives in  mind.  First,  it  wanted  a lead- 
er that  would  continue  to  pilot  the  Asso- 
ciation in  vigorous  opposition  to  compul- 
sory health  insurance.  Second,  since  the 
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Association  was  to  celebrate  its  100th 
birthday  in  1951,  it  wanted  to  find  a man 
that  would  not  only  give  sound  and  active 
direction  to  the  preparation  for  the  meet- 
ing but  who  would  compliment  the  of- 
fice. The  wisdom  exercised  by  the  House 
was  clearly  demonstrated  when  Dr.  Over- 
street  was  chosen. 

With  the  Korean  invasion,  the  gather- 
ing of  war  clouds  over  the  world,  and 
this  country  facing  mobilization  of  its  re- 
sources and  manpower,  the  selection  of 
Dr.  Overstreet  seems  even  more  fortu- 
nate. Because  of  his  broad  experience  in 
the  Armed  Forces,  he  will  give  able  lead- 
ership as  the  Association  cooperates  in 
the  mobilization  effort. 


Vice  Presidenis 


J.  LELAND  TANNER,  M.  D. 

Henderson 

Dr.  Tanner  was  born  in  1903  in  Jackson 
County,  Indiana.  He  received  his  A.  B.  de- 
gree from  DePauw  University  in  1926  and 
was  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1931.  Dr. 
Tanner  then  attended  the  Harvard  Uni- 
versity School  of  Public  Health  and  re- 
ceived the  degree  of  M.  P.  H.  in  1934.  He 
interned  at  Deaconess  Hospital,  Louis- 
ville. 

Dr.  Tanner  engaged  in  the  general  prac- 
tice of  Medicine  in  Henderson  in  1937  af- 
ter having  served  as  Director  of  the  Clin- 
ton, Henderson,  Barren  and  Mercer  Coun- 
ty Health  Departments. 

He  is  a member  of  his  county  and  state 
medical  societies,  the  AMA,  the  American 
Academy  of  General  Practice,  the  Hender- 
son Rotary  Club  and  the  Episcopal 
Church. 

Mrs.  Tanner  is  the  former  Bernice  Ax- 
tell  of  South  Bend,  Indiana.  They  have 
two  children,  Patricia  and  Nancy. 


V/.  BURR  ATKINSON,  M.  D. 

Lebanon 

Dr.  Atkinson,  a native  of  Campbells- 
ville,  attended  Georgetown  College  and 
received  his  B.  S.  degree  from  that  insti- 
tution in  1917.  He  was  graduated  from 
Jefferson  Medical  College,  Philadelphia, 
in  1921. 

During  World  War  II,  he  held  the  rank 
of  Major  in  the  Army  Medical  Corps  and 
did  outstanding  work  in  Selective  Service. 

Dr.  Atkinson  gave  impetus  to  the  or- 
ganization of  the  Hill-Burton  program  in 
Kentucky  as  Director  of  the  Division  of 
Hospitals  and  Related  Services  of  the 
State  Department  of  Health.  He  is  now 
engaged  in  private  practice  in  Lebanon. 

He  has  served  the  association  in  the 
capacity  of  Councilor  and  in  1944  was  a 
delegate  to  the  American  Medical  Asso- 
ciation. 


i 


RICHARD  J.  RUST,  M.  D. 

Newport 

Dr.  Rust  was  born  in  Newport  in  1915. 
Following  graduation  from  St.  Xavier 
University  in  1933,  he  attended  the  Uni- 
versity of  Cincinnati  where  he  received 
his  B.  S.  degree  in  1934  and  his  M.  D.  in 
1937.  His  internship  was  in  Good  Samari- 
tan Hospital,  Lexington,  followed  by  a 
surgical  residency  from  1937-1940. 

Dr.  Rust  served  for  more  than  four 
years  in  the  Army,  May  1942  to  August 
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1946,  with  the  rank  of  Major.  He  served 
on  the  surgical  service  of  Station  Hospital, 
San  Francisco  Port  of  Embarkation  for 
two  and  one-half  years.  The  remainder  of 
his  military  service  was  in  the  South  Pa- 
cific Theatre. 

He  is  at  present  engaged  in  the  private 
practice  of  general  surgery  in  Newport 
and  in  surrounding  communities. 


Secretary-Editor 


BRUCE  UNDERWOOD,  M.  D. 

Louisville 

Dr.  Underwood  wishes  to  express  his 
appreciation  to  the  members  of  the  asso- 
ciation for  the  fine  cooperation  he  has  re- 
ceived during  the  past  year.  He  stated, 
“Although  our  problems  are  numerous 
and  weighty,  we  can  go  forward  in  our 
association  when  we  recognize  and  agree 
upon  our  objectives  and  work  together  to 
achieve  them.  Toward  this  end  the  com- 
ments and  constructive  criticisms  of  the 
members  are  always  welcomed.” 


Treasurer 


W.  B.  TROUTMAN,  M.  D. 

Louisville 

Dr.  Troutman  is  completing  his  fourth 
year  as  Treasurer  of  our  Association. 

Although  he  is  actively  and  (busily  en- 
gaged in  the  practice  of  cardiology,  he 
gives  generously  of  his  time  to  fulfilling 
the  duties  and  responsibilities  of  his  of- 
fice. 


Oraior  in  Surgery 


C.  MELVIN  BERNHARD,  M.  D. 

Louisville 

Dr.  Bernhard  received  his  M.  D.  degree 
from  The  University  of  Louisville  School 
of  Medicine  in  1933  and  interned  in  St. 
Joseph’s  Hospital,  Lexington,  in  1933-34. 
He  then  interned  in  pathology  at  Rhode 
Island  Hospital,  Providence,  R.  I.,  1936-37. 

In  1934-35,  Dr.  Bernhard  was  Senior 
Intern  in  Surgery;  in  1935-36  Asst.  Resi- 
dent in  Surgery;  Chief  Resident  in  Sur- 
gery, 1937-38;  and,  later,  Clinical  Instruc- 
tor in  Surgery,  all  in  Louisville  General 
Hospital. 

Dr.  Bernhard  is  now  Consultant  Sur- 
geon to  Fort  Knox  Hospital;  Attending 
Surgeon  to  Fort  Knox  Hospital;  Attend- 
ing Surgeon  at  Nichols  Veterans  Admin- 
istration Hospital,  St.  Joseph’s  Infirmary, 
St.  Anthony’s  Hospital,  Kentucky  Baptist 
Hospital  and  Children’s  Hospital. 

He  is  a member  of  the  Kentucky  Surgi- 
cal Society  and  of  the  Southeastern  Sur- 
gical Congress.  He  is  also  a member  of  the 
Executive  Committee  of  The  Kentucky 
Division  of  the  American  Cancer  Society, 
and  Director  of  The  Red  Cross  Clinic. 


Oraior  in  Medicine 


HORACE  HARRISON,  M.  D, 
Owensboro 

Dr.  Harrison,  a native  of  Chandler, 
Indiana,  was  born  in  1907.  He  received 
his  medical  education  in  the  Indiana  Uni- 
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versity  School  of  Medicine  from  which 
he  was  graduated  in  1932. 

Following  internship  at  the  Indian- 
apolis Methodist  Hospital  in  1932  and 
1933,  he  was  a resident  in  medicine  in  the 
Indiana  Medical  Center  from  1933  to  1935. 

Dr.  Harrison  has  been  engaged  in  the 
private  practice  of  medicine  in  Owens- 
boro since  1935. 


Delegates  to  the  A.  M.  A. 


CLARK  BAILEY,  M.  D. 

Harlan 

Dr.  Bailey  has  been  engaged  in  the 
practice  of  medicine  in  Harlan  for  the  past 
twenty-four  years.  During  this  time  he 
has  been  active  in  the  affairs  of  his  coun- 
ty and  state  medical  societies. 

He  has  been  one  of  Kentucky’s  most  ef- 
fective opponents  of  socialized  medicine 
and  has  accomplished  a great  deal  by 
means  of  the  outstanding  educational  pro- 
gram he  has  established  through  the  Har- 
lan County  Medical  Society. 

Dr.  Bailey  has  capably  represented  our 
association  in  the  House  of  Delegates  of 
the  American  Medical  Association  since 
1944. 


J.  B.  LUKINS,  M.  D. 

Louisville 

Few  men  have  served  their  county 
medical  societies  and  state  medical  asso- 
ciations with  greater  zeal  or  capability 


than  has  Dr.  Lukins  since  he  entered  prac- 
tice n Louisville  following  his  gradua- 
tion in  1906.  He  is  a past  president  of 
Kentucky  State  Medical  Association,  was 
a Councilor  for  ten  years  and  Chairman 
of  the  Council  for  two  years.  He  has  served 
as  a Delegate  to  the  American  Medical 
Association  since  1941. 


BRUCE  UNDERWOOD,  M,  D. 

Louisville 

When  K.S.M.A.  membership  passed  the 
2,000  mark,  Kentucky  was  entitled  to  a 
third  delegate.  The  Council  appointed  Dr. 
Underwood  to  serve  in  this  capacity  at  the 
San  Francisco  Meeting  with  the  intention 
of  electing  a delegate  at  this  year’s  An- 
nual Meeting. 

Since  that  time,  however,  A.M.A.  has 
made  the  ruling  that  the  number  of  dele- 
gates to  which  a state  association  is  en- 
titled will  be  based  in  the  future  upon 
membership  in  A.M.A.  rather  than  upon 
total  membership  of  the  state  association. 

At  the  time  this  is  written,  1,189  Ken- 
tucky physicians  are  members  of  A.M.A. 
by  virtue  of  having  paid  A.M.A.  dues. 

This  entitles  Kentucky  to  only  two 
delegates  which  is  the  conventional  num- 
ber to  which  we  have  been  accustomed 
for  many  years. 


Chest  Physicians  to  Hold  Meeting 

The  Kentucky  Chapter  of  The  Ameri- 
can College  of  Chest  Physicians  will  hold 
its  annual  meeting  at  a luncheon  in  honor 
of  Dr.  Osier  A.  Abbott,  Emory  University, 
Ga.,  distinguished  Chest  Surgeon,  on 
Tuesday,  September  26. 

Dr.  Abbott  is  to  speak  at  the  Second 
Scientific  Session  of  The  Annual  Meeting 
of  the  Kentucky  State  Medical  Associa- 
tion on  the  subject,  “Diagnostic  Aspect 
and  Treatment  of  Tumors  of  the  Medias- 
tinum.” He  is  a grand  nephew  of  the  late 
Sir  William  Osier,  distinguished  English 
physician. 

Dr.  T.  Ashby  Woodson,  Louisville,  is 
president  of  the  Kentucky  Chapter. 

Arrangements  for  the  meeting  have 
not  been  completed  but  will  be  announced 
later. 


Sept.,  1950]  The  Journal  of  the  Kentucky  State  Medical  Association 


403 


COLUMBIA  AUDITORIUM 


COLUMBIA  AUDITORIUM  NEW  HOME  OF  THE 
ANNUAL  MEETING 


The  1950  Annual  Meeting  will  have  a 
new  location  when  it  convenes  in  the 
Columbia  Auditorium  in  Louisville  Sep- 
tember 26.  The  Auditorium  is  located 
slightly  over  a block  south  of  Broadway 
on  Fourth  Street. 

Construction  of  the  Auditorium  was 
completed  in  1925.  It  was  built  for  the 
Knights  of  Columbus  as  a recreation 
center.  The  Order  operated  the  building 
until  early  1941  when  a group  of  public 
spirited  citizens  of  Louisville  formed  the 
Louisville  Welfare  and  Recreation  Cor- 
poration and  purchased  it.  The  building 
was  then  rented  to  the  city  for  use  as  a 
Service  Club. 

The  new  Louisville  Service  Club  un- 
locked the  front  doors  of  the  building 
March  15,  1942,  in  a ceremony  inaugurat- 
ing the  operation  of  the  Club  and  the 
doors  have  not  been  locked  since.  Men 
who  served  their  country  in  the  Armed 
Forces  all  over  the  world  during  and 
since  the  war  have  a warm  spot  in  their 
heart  for  the  Service  Club  because  of  the 
friendliness  and  hospitality  shown  them 
while  in  Louisville. 

In  addition  to  offices  and  parlors,  the 
building  contains  a ballroom,  auditorium, 
gymnasium  and  bowling  alleys.  It  lends 
itself  beautifully  to  our  purpose.  On  the 
ground  level,  there  is  room  to  house  the 
scientific  assembly,  an  expanded  exhibit 
' hall  and  committee  rooms. 

Members  attending  the  convention  will 


enjoy  the  scientific  program  while  seated 
in  attractive  and  comfortable  concert 
chairs  in  the  beautiful  auditorium.  The 
large,  well  lighted  and  ventilated  exhibit 
hall  adjacent  to  the  Auditorium  will  con- 
tain the  registration  desk,  approximately 
175  feet  of  scientific  exhibits  and  55  tech- 
nical exhibits. 

Through  special  arrangements  with  the 
Louisville  Railway  Company  and  the 
Louisville  Police  Department,  a tempo- 
rary bus  stop  has  been  established  in 
front  of  the  Auditorium  for  the  conven- 
ience of  our  members. 

This  will  enable  members  to  board  and 
alight  from  buses  in  front  of  the  meeting 
site.  This  arrangement  will  be  most  help- 
ful in  case  of  bad  weather. 

Buses  at  this  point  run  every  three  or 
four  minutes  each  way. 

If  you  want  your  office,  home  or  hospi- 
tal to  be  able  to  reach  you  in  the  shortest 
possible  time  while  at  the  Convention, 
leave  the  number,  W Abash  6903,  with 
them.  The  Association  has  made  a special 
arrangement  with  the  Columbia  Audi- 
torium and  the  Telephone  Company  to 
have  a phone — for  incoming  calls  only — 
on  the  registration  desk. 

The  Education  Committee  will  have  a 
booth  in  the  foyer,  a new  service  to 
K.S.M.A.  members.  At  this  booth,  you 
may  get  Convention  information,  check 
small  parcels,  or  get  Campaign  literature. 
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THE  COUNCIL 


Much  of  the  responsibility  for  the  af- 
fairs of  our  association  is  delegated  to  the 
Council  by  our  Constitution  and  By-Laws. 
The  Constitution  states  that  “The  Coun- 
cil shall  be  the  executive  body  of  the 
House  of  Delegates  and  between  sessions 
shall  exercise  the  powers  conferred  on 
the  House  of  Delegates  by  the  Constitu- 
tion and  By-Laws.” 

The  House  of  Delegates  is  described  as 
“the  legislative  and  business  body  of  the 
association”  and  it  is  these  functions  that 
fall  upon  the  Council  during  a great  por- 
tion of  the  year.  The  Council  is  the  Board 
of  Censors  for  the  association,  and  it  is  its 
duty  to  decide  ail  questions  dealing  with 
medical  ethics  and  discipline  affecting 
members  and  component  societies. 

The  Council  has  the  right  to  communi- 
cate the  views  of  the  association  to  the 
public  and  to  the  press.  It  is  charged  with 
the  responsibility  of  superintending  the 
publication  of  The  Journal  and  may  re- 
turn any  paper  to  the  author  that  it  con- 
siders unsuitable  for  publication.  Com- 
mercial exhibits  at  the  Annual  Session 
are  contracted  and  supervised  by  the 
Council. 

The  individual  Councilor  is  assigned 
specific  duties  concerning  associational 
activities  within  his  district.  He  is  requir- 
ed to  be  “organizer,  peacemaker  and  cen- 
sor”; to  visit  each  county  in  his  district 
once  a year  for  the  purpose  of  organizing 
component  societies  where  none  exist,  and 
to  inquire  into  and  to  improve  and  in- 
crease the  zeal  of  the  county  societies  and 
their  memlbers. 

At  the  Owensboro  Meeting  three  new 
Councilors  were  elected — Dr.  R.  Haynes 
Barr,  Owensboro;  Dr.  Richard  R.  Slucher, 
Buechel  and  Dr.  Edward  B.  Mersch,  Cov- 
ington. The  Council  elected  Dr.  C.  C.  How- 
ard, Glasgow,  as  its  Chairman.  The  actions 
of  the  Council,  which  have  been  of  great 
importance  to  the  association,  will  be  re- 
ported to  the  House  of  Delegates  and 
printed  in  The  Journal  in  a later  issue. 

Dr.  R.  Haynes  Barr,  elected  to  represent 
the  Second  District,  was  born  in  Owens- 
boro in  1902.  He  was  graduated  from  the 
University  of  Kentucky  in  1923  and  the 
School  of  Medicine  of  the  University  of 
Pennsylvania  in  1927.  Following  intern- 
ship at  Philadelphia  General  Hospital,  he 
returned  to  Owensboro  in  1929  and  enter- 


ed practice  with  his  father,  Dr.  George  L. 
Barr. 

Dr.  Barr  has  been  a Medical  Reserve 
Officer  for  23  years.  He  was  on  active  duty 
for  more  than  five  years  during  World 
War  II,  21  months  of  which  was  with 
combat  infantry  troops  in  the  European 
theatre.  He  received  the  grade  of  Colonel 
when  he  became  Surgeon  of  the  Seventh 
Corps.  Later  he  was  promoted  to  Chief  of 
Operations  on  the  Army  Surgeon’s  Staff 
of  the  Fifteenth  Army.  He  received  nu- 
merous decorations  for  his  outstanding 
service.  He  is  still  an  active  member  of 
the  Reserve  Corps  and  is  a member  of 
the  recently  activated  2128th  Service  Unit 
of  Fort  Knox. 

Since  1946,  when  he  returned  to  Owens- 
boro and  reassumed  his  practice,  Dr. 
Barr  has  given  much  time  to  the  advance- 
ment of  his  county  and  state  medical  so- 
cieties. He  has  served  as  secretary  and 
president  of  the  Daviess  County  Society 
and  is  a member  of  a number  of  commit- 
tees of  the  state  association. 

As  Chairman  of  the  Education  Cam- 
paign Committee  since  its  inception  in 
1948,  Dr.  Barr  has  rendered  yeoman  serv- 
ice. His  capable  and  versatile  leadership 
has  been  responsible  for  the  excellent 
work  accomplished  in  Kentucky  in  de- 
fense of  the  profession  against  political 
intervention. 

He  is  also  a Director  of  Kentucky  Phy- 
sicians Mutual,  Inc.,  and  a Trustee  of  the 
Rural  Kentucky  Medical  Scholarship 
Fund. 

Dr.  Richard  R.  Slucher,  Councilor  re- 
presenting the  Fifth  District,  is  engaged 
in  the  private  practice  of  medicine  in  Bue- 
chel, where  he  has  been  located  since 
1935. 

He  received  the  degree  of  B.  S.  in  Medi- 
cal Sciences  from  the  University  of  Louis- 
ville in  1926.  He  was  graduated  from  the 
University  of  Louisville  School  of  Medi- 
cine in  1930  with  the  degree  of  Doctor  of 
Medicine. 

Five  years  of  internship  followed,  two 
years  of  which  were  spent  in  the  Long  Is- 
land College  Hospital  in  Brooklyn,  N.  Y: 
Dr.  Slucher  then  interned  in  internal 
medicine  in  the  Louisville  General  Hos- 
pital for  three  years.  He  is  a Clinical  As- 
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First  District 


J.  VERNON  PACE 
Paducah 


Second  District 


R.  HAYNES  BARR 
Owensboro 


Fourth  District 


J.  S.  GREENWELL 
New  Haven 


Fifth  District 


RICHARD  R.  SLUCHER 
Euechel 


Seventh  District 


CARL  NORFLEET 
Somerset 


Tenth  District 


J.  F.  Van  METER 
Lexington 


Third  District 


C.  C.  HOWARD 
Chairman 
Glasgow 


Eighth  District 


EDWARD  B.  MERSCH 
Covington 


Sixth  District 


GEO.  M.  McCLURE 
Danville 


Ninth  District 


PAUL  B.  HALL 
Paintsville 


Eleventh  District 


CHAS.  D.  CAWOOD 
Middlesboro 
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sociate  in  Medicine  at  the  University  of 
Louisville  School  of  Medicine. 

Dr.  Slucher  served  for  44  months  dur- 
ing World  War  II  as  a Medical  Officer  in 
the  U.  S.  Navy. 

He  has  effectively  demonstrated  his  in- 
terest in  affairs  concerning  his  profession 
through  the  excellent  service  he  has  given 
to  the  Academy  of  General  Practice;  to  the 
Jefferson  County  Medical  Society  and  to 
The  Kentucky  State  Medical  Association. 

Dr.  Edward  B.  Mersch,  who  was  elected 
in  1949  to  serve  as  Councilor  of  the 
Eighth  District,  was  horn  in  Covington 


on  November  20,  1908. 

He  received  his  premedical  education 
at  St.  Xavier  University  from  which  he 
was  graduated  in  1931  with  the  degree  of 
Bachelor  of  Science.  He  then  attended  the 
College  of  Medicine  of  the  University  of 
Cincinnati  and  received  his  M.  D.  degree 
in  1935. 

In  1935  and  1936,  he  interned  in  St.  Eliz- 
abeth Hospital  in  Covington.  From  1936 
to  1937  he  was  a surgical  resident  in  the 
Louisville  General  Hospital. 

Dr.  Mersch  limits  his  practice  in  Cov- 
ington to  general  surgery. 




THE  VALUE  OF  THE  ANNUAL  MEETING 


Since  considerable  sacrifice  is  required 
for  a busy  doctor  to  attend  the  Annual 
Meeting,  he  is  entitled  to  receive  suffi- 
cient returns  to  repay  him  for  his  ab- 
sence from  practice. 

Of  just  what  value  is  the  Annual  Meet- 
ing? What  good  does  one  get  from  at- 
tending it?  Perhaps  there  are  almost  as 
many  answers  as  there  are  members  in 
attendance. 

First  of  all  the  Annual  Meeting  is  a re- 
fresher course  in  medicine.  A physician’s 
medical  education  has  just  begun  when 
he  receives  his  coveted  “M.  D.”  There  is 
a continued  learning  experience  through- 
out his  life  time  of  practice.  The  scien- 
tific content  of  the  program  contributes 
to  the  doctor’s  store  of  knowledge  and  en- 
courages interaction  of  ideas  with  those 
of  others.  The  technical  and  scientific  ex- 
hibits are  a source  of  information  con- 
cerning recent  progress  in  medicine. 

Then,  too,  the  business  of  the  associa- 
tion must  be  transacted.  Never  before 
has  the  profession  been  faced  with  prob- 
lems of  such  magnitude.  While  the  offi- 
cial responsibility  for  these  matters  is 
delegated  by  the  membership  to  the 


Council  and  to  the  House  of  Delegates, 
the  deliberations  and  decisions  of  these 
bodies  are  of  great  importance  and  inter- 
est to  every  member  of  the  association. 
Some  of  the  matters  to  be  considered  at 
this  year’s  meeting  are  discussed  else- 
where in  this  issue. 

One  of  the  rewards  to  be  gained  by  at- 
tending the  Meeting  is  fellowship  with 
other  physicians.  Although  fellowship 
usually  ends  up  under  the  head  of  “con- 
tinued learning  experience,”  since  doctors 
are  prone  to  talk  shop,  contacts  are  made 
with  former  classmates  and  friends  with 
the  inevitable  rehashing  of  well-remem- 
bered, shared  experiences.  Doctors  of- 
ten have  little  opportunity  for  social  con- 
tacts while  at  home  and  enjoy  the  associ- 
ation with  friends  and  acquaintances 
having  common  interests. 

An  important  contribution  of  the  An- 
nual Meeting  is  that  it  affords  a perfect 
“excuse”  for  a vacation.  Doctors  need  and 
deserve  vacations.  They  are  not  immune 
to  the  exacting  toll  taken  by  long  hours 
and  hard  work.  So,  doctor,  we  urge  you 
to  prescribe  a much  needed  vacation  for 
yourself;  come  to  Louisville  to  the  An- 
nual Meeting  and  just  relax  and  enjoy  it. 


Previewed  by  those  attending  the  recent 

A.M.A.  San  Francisco  Meeting,  the  film  “M. 
D. — The  U.  S.  Doctor”  will  be  released  to 
theatres  all  over  the  nation  this  month. 

A part  of  a new  series  of  films  known  as 
“The  Reader’s  Digest  on  the  Screen,”  this 
picture  will  show  the  vast  progress  medical 


science  has  made  and  is  making.  Material  for 
the  film  was  gathered  by  the  Reader’s  Digest 
with  the  collaboration  of  the  A.M.A. 

The  film  was  produced  by  Louis  DeRoche- 
mont  and  runs  for  39  minutes.  It  will  reveal 
how  the  A.M.A.  is  constantly  contributing  to 
the  health  of  the  American  people. 
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Dr.  Henderson  to  Address 
General  Public  Meeting 


ELMER  L.  HENDERSON,  M.  D. 
Louisville 


Dr.  Henderson,  President  of  the  Ameri- 
can Medical  Association,  is  to  be  the  prin- 
cipal speaker  at  the  General  Public  Meet- 
ing in  the  Crystal  Ballroom  of  the  Brown 
Hotel  at  8:15  P.  M.,  Tuesday,  September 
26. 

In  addition  to  his  address,  “Activities 
of  the  American  Medical  Association,” 
Dr.  Henderson  will  show  a movie. 


Jefferson  County  Medical  Society 
to  Entertain  Visiting  Members 

The  Jefferson  County  Medical  Society 
will  be  host  to  the  visiting  members  of 
the  Kentucky  State  Medical  Association 
at  a cocktail  party  at  5:30  P.  M.,  Wednes- 
day afternoon  in  the  Brown  Hotel. 

The  Committee  also  plans  entertain- 
ment for  the  visiting  members  in  the 
Crystal  Ballroom  of  the  Brown  Hotel  im- 
mediately following  the  conclusion  of  the 
annual  dinner  meeting  which  will  be  ad- 
dressed by  the  Honorable  John  Sherman 
Cooper,  the  United  States  Delegate  to  the 
United  Nations. 

The  entertainment  committee  of  the 
Jefferson  County  Medical  Society  is  com- 
posed of  Dr.  Laman  A Gray,  Chairman, 
and  Drs.  Everett  H.  Baker,  Sam  H.  Black, 
Alexander  M.  Forrester,  John  S.  Harter, 
Lanier  Lukins  and  Karl  D.  Winters. 


Hon.  John  Sherman  Cooper 
Banquet  Speaker 


JOHN  SHERMAN  COOPER 
Somerset 


The  Hon.  John  Sherman  Cooper,  for- 
mer United  States  Senator,  and  Delegate 
to  the  United  Nations,  is  to  give  the  ad- 
dress at  the  Annual  Subscription  Dinner. 

The  Dinner  will  be  held  in  the  Crystal 
Ballroom  of  the  Brown  Hotel  at  7:30 
P.  M.,  Wednesday,  September  27. 

Dr.  C.  C.  Howard  will  be  Toastmaster. 


Preliminary  Plans  Are  Made  For 
Centennial  October  2-4,  1951 

The  Centennial  Committee  has  been 
active  making  preliminary  plans  for  the 
Centennial  celebration  of  our  Association, 
October  2,  3,  and  4,  1951,  in  Louisville. 

Sam  A.  Overstreet,  M.  D.,  Chairman  of 
the  Committee,  after  the  committee  meet- 
ing, said,  “We  expect  to  draw  on  the  best 
possible  talent  from  all  over  the  country 
and  have  an  excellent  scientific  program 
as  the  feature  of  the  celebration.  In  addi- 
tion, we  expect  to  embellish  the  meeting 
with  a reasonable  number  of  well-execut- 
ed features  that  will  be  both  attractive 
and  worthwhile.” 

Committee  members  are  Drs.  Overstreet, 
Louisville,  Chairman;  Richard  R.  Sluch- 
er,  M.  D.,  Buechel;  Clark  Bailey,  M.  D., 
Harlan;  William  R.  McCormack,  M.  D., 
Bowling  Green;  Duffy  Hancock,  M.  D., 
Louisville  and  Paul  York,  M.  D.,  Glasgow. 
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GUEST  SPEAKERS 


JOE  VINCENT  MEIGS,  M.  D. 
Boston,  Massachusetts 


DR.  MEIGS 

Dr.  Meigs  is  Clinical  Professor  of  Gyne- 
cology at  Harvard  Medical  School.  He  is 
Chief  of  the  Vincent  Memorial  Hospital 
and  the  Gynecological  Service  of  the 
Massachusetts  General  Hospital,  Boston. 

He  is  a member  of  the  American  Surgi- 
cal Association,  the  American  Gynecolo- 
gical Society  and  the  American  Society  of 
Obstetricians,  Gynecologists  and  Abdomi- 
nal Surgeons. 

Dr.  Meig  is  a Diplomate  of  the  Ameri- 
can Board  of  Surgery  and  of  the  American 
Board  of  Gynecology  and  Obstetrics. 

Dr.  Meig  will  address  the  Association 
at  the  Third  Scientific  Session,  Wednes- 
day, September  27,  on  the  subject,  “Endo- 
metriosis.” 


DR.  ABBOTT 

Although  he  is  a native  of  Canada  and  a 
resident  of  Georgia,  Dr.  Abbott  is  also  a 
Kentuckian,  having  lived  in  Lexington 
from  1926  to  1945,  where  his  father  was  the 
Rt.  Rev.  H.  P.  Almon  Abbott,  Episcopal 
Bishop  of  the  diocese  of  Lexington. 

Dr.  Abbott  is  an  alumnus  of  Princeton 
University  and  of  Johns  Hopkins  Medical 
School  from  which  he  received  his  M.D. 
degree  in  1937.  He  interned  in  the  Royal 
Victoria  Hospital,  Montreal,  and  in  Johns 
Hopkins  Hospital,  Baltimore.  From  1939-44 
he  was  a surgical  resident  in  the  Hamilton 
County  Tuberculosis  Sanitarium,  Cincin- 
nati, and  'in  1944-45  was  a Fellow  in  Thora- 
cic Surgery  in  Barnes  Hospital,  St.  Louis, 
under  Dr.  Evarts  Graham. 

Dr.  Abbott  is  Assistant  Professor  of 
Clinical  Surgery  (Thoracic)  and  Chief  of 
the  Division  of  Thoracic  Surgery  at  Em- 
ory University  School  of  Medicine;  Chief 
of  Thoracic  Surgical  Service  at  Grady 
Memoral  Hospital  and  Henrietta  Egleston 
Hospital  for  Children,  Atlanta  and  Emory 
University  Hospital,  Emory,  Georgia; 
Consultant  in  Thoracic  Surgery  at  Vete- 
rans Administration  Hospitals  in  Atlanta 
and  Chamblee,  Georgia. 


OSLER  A.  ABBOTT,  M.  D. 
Emory  University,  Georgia 


Dr.  Abbott  is  the  author  of  many  pub- 
lished articles  dealing  with  subjects  in 
his  field. 
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GUEST  SPEAKERS 


DR.  PALMER 

The  subject  of  Dr.  Palmer’s  paper  which 
he  will  present  at  the  Fourth  Scientific 
Session  is  “Therapy  of  Peptic  Ulcer.” 

Dr.  Palmer  was  born  in  Evanston,  Illi- 
nois and  raised  in  Colorado.  He  received 
his  M.  D.  degree  from  Rush  Medical  Col- 
lege in  1921  and  a Ph.D.  degree  at  the  Uni- 
versity of  Chicago  in  1926.  He  has  served 
on  the  faculty  of  the  Department  of  Medi- 
cine since  1927,  and  with  the  rank  of  Pro- 
fessor of  Medicine  since  1941. 

Dr.  Palmer  is  a past  president  of  the 
Chicago  Society  of  Internal  Medicine  and 
the  American  Gastroenterological  Asso- 
ciation and  was  secretary  of  the  Section 
on  Internal  Medicine  of  the  American 
Medical  Association. 

He  is  a Fellow,  Governor  of  Northern 
Illinois  and  Chairman  of  The  Board  of 
Governors  of  The  American  College  of 
Physicians.  He  is  a member  of  the  Asso- 
ciation of  American  Physicians  and  the 
American  Therapeutic  Society.  WALTER  A.  PALMER,  M.  D. 

Dr.  Palmer  was  Consultant  in  Gastro-  Chicago,  Illinois 

enterology  to  the  Surgeon  General,  A.U.S. 


DR.  HOLMBLAD 

Dr.  Holmblad,  Managing  Director  and 
Treasurer  of  the  American  Association  of 
Industrial  Physicians,  will  speak  at  the 
First  Scientific  Session,  Tuesday,  Septem- 
ber 25,  on  the  subject,  “Trends  and  Op- 
portunities in  Industrial  Medicine.”  Dr. 
Holmblad  is  Senior  Attending  Surgeon  at 
St.  Luke’s  Hospital  in  Chicago,  and  a Con- 
sultant in  Industrial  Medicine  and  Sur- 
gery. He  was  formerly  Regional  Chief 
Surgeon  for  the  Railway  Express  Agency, 
numerous  railroads  and  'insurance  com- 
panies. He  is  the  author  of  numerous  ar- 
ticles on  Industrial  Medical  Services,  and 
is  an  outstanding  leader  in  his  field  and 
has  made  may  important  contributions  to 
Industrial  Medicine. 
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THE  HOUSE  OF  DELEGATES 


It  is  a distinct  honor  to  be  chosen  as  a 
Delegate  by  one’s  County  Medical  Soci- 
ety. The  Society  pays  its  respects  to  the 
sound,  good  judgment  of  the  member  se- 
lected bv  entrusting  to  him  the  decisions 
that  govern  the  association’s  activities 
for  the  coming  year. 

The  delegate  is  a representative  of  his 
constituents.  In  order  to  truly  represent 
them,  he  must  know  their  thinking  and 
each  vote  that  he  casts  should  reflect  the 
opinion  of  the  majority  of  the  members 
of  his  society. 

As  a delegate,  it  is  his  duty  to  set  poli- 
cies, transact  business,  choose  officers 
and  to  judge  the  acceptability  of  the  per- 
formance of  those  charged  with  the  re- 
sponsibility of  carrying  on  the  various  ac- 
tivities of  the  association. 

In  addition  to  traditional  duties  there 
are  now  those  weighty  responsibilities 
placed  upon  organized  medicine  to  pro- 
tect the  profession  and  the  people  from 
socialized  medicine. 

Proposed  Changes  in  Councilor  Districts 

One  item  on  the  heavy  agenda  of  the 
House  of  Delegates  will  be  the  proposed 
changes  in  Councilor  Districts.  A com- 
mittee was  appointed  at  the  Owensboro 
Meeting  to  study  this  problem. 

The  original  report  of  this  committee, 
composed  of  Guy  Aud,  Louisville,  Chair- 
man, B.  B.  Baughman,  Frankfort;  R.  J. 
Rust,  Newport,  and  Bruce  Underwood, 
Louisville,  was  published  in  the  May  is- 
sue of  The  Journal  and  reprints  were  sent 
to  each  county  society.  The  committee 
urged  careful  study  of  the  proposed  dis- 
tricts, and  invited  comments  and  criti- 
cism. Figure  1 shows  present  Councilor 
districts  and  Figure  2 shows  the  commit- 
tee’s original  proposal  for  redistricting. 

Several  changes  were  suggested  to  the 
committee  which  were  deemed  sound. 
These  are  incorporated  in  Figure  3,  Alter- 
nate “A”  Proposal.  This  is  expected  to  be 
the  redistricting  plan  that  will  be  recom- 
mended to  the  House  cf  Delegates  by  the 
committee. 

Jessamine  County  has  been  added  to 
the  proposed  Tenth  District;  Mercer, 
Boyle  and  Garrard  Counties  have  been 
placed  in  proposed  Twelfth  District;  Jack- 
son  and  Owsley  Counties  are  added  to 
the  proposed  Eleventh  District  and  Lau- 


rel County  is  now  in  the  Fifteenth.  These 
changes  constitute  the  difference  be- 
tween the  committee’s  original  proposal 
and  Alternate  “A”. 

Under  this  plan  the  total  number  of 
phys’cians  in  each  district  are  as  follows: 
First  District,  111;  Second  District,  99; 
Third  District,  103;  Fourth  District,  74; 
Fifth  District,  636;  Sixth  District,  101; 
Seventh  District,  80;  Eighth  District,  121; 
Ninth  District,  80;  Tenth  District,  169; 
Eleventh  District,  73;  Twelfth  District,  94; 
Thirteenth  District,  80;  Fourteenth  Dis- 
trict, 95;  and  Fifteenth  District,  106.  These 
figures  were  based  on  1949  Kentucky 
State  Medical  Association  membership. 

It  is  hoped  that  this  proposal  has  been 
given  consideration  and  that  the  delegates 
can  express  the  sentiment  of  their  county 
societies. 

Members  of  ihe  House  of  Delegates 

The  following  physicians  have  been 
chosen  by  their  fellows  as  their  official 
representatives  in  the  1950  House  of  Dele- 
gates: 

DELEGATES  - 1950 

Adair:  James  C.  Salato,  Columbia 

Allen:  John  W.  Meredith,  Scottsville 

Anderson:  R.  N.  Lawson,  Lawrenceburg 

Ballard:  Oliver  C.  Cooper,  Wickliffe 

Barren:  W.  C.  Wells,  Glasgow 

Eath:  B.  Ralph  Wilson,  Sharpsburg 

Bell:  C.  B.  Stacy,  Pmeville 

Boone:  Gladys  Rouse,  Florence 

Bourbon:  J.  C.  Hart,  Paris 

Boyd:  Clyde  C.  Sparks,  Ashland 

Boyle:  C.  S.  Jackson,  Danville 

Bracken:  James  M.  Stevenson,  Brooksville 

Breathitt:  C.  F.  Lewis,  Jackson 

Breckinridge:  John  E.  Kincheloe,  Hardinsburg 

Bullitt:  James  O.  Willoughby,  Shepherdsville 

Butler:  D.  G.  Miller,  Jr.,  Morgantown 

Caldwell:  K.  L.  Barnes,  Princeton 

Calloway:  J.  A.  Outland,  Murray 

Campbell-Kenion:  Richard  J.  Rust,  Newport; 

W.  Vinson  Pierce,  Covington;  Stuart  G. 

Biltz,  Newport;  Maurice  R.  Walsh,  Coving- 
ton; E.  E.  DeVillez,  Covington 
Carlisle:  J.  F.  Harrell,  Bardwell 
Carroll:  Edgar  S.  Weaver,  Carrollton 
Carter:  W.  B-  Bishop,  Grayson 
Casey:  Kearney  R.  Adams,  Liberty 
Christian:  D.  M.  Clardy,  Hopkinsville 
Clark:  Edward  O.  Guerrant,  Winchester 
Clay:  D'.  D.  Turner,  Manchester 
Clinton:  E.  A.  Barnes,  Albany 

(Continued  p.  412) 
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Fig.  2.  ORIGINAL  PROPOSAL 


Fig.  3.  ALTERNATE  "A"  PROPOSAL 


(Small  figures  in  maps  denote  number  of  members  in  each  county) 
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Crittenden:  J.  O.  Nall,  Marion 
Cumberland:  W.  H.  Lyons,  Burkesville 
Daviess:  R.  Haynes  Barr,  Owensboro;  Horace 
Harrison,  Owensboro 

Edmonson:  Marcus  B.  Wilkes,  Brownsville 
Elliott:  John  F.  Greene,  Sandy  Hook 
Esiill:  R.  R.  Snowden,  Ravenna 
Fayette:  John  W.  Scott,  Lexington;  Edward  H. 
Ray,  Lexington;  R.  G.  Elliott,  Lexington; 
Lawrence  E.  Hurt,  Lexington;  W.  H.  Pen- 
nington, Lexington;  E.  C.  Yates,  Lexington 
Fleming:  John  R.  Cummings,  Flemingsburg 
Floyd:  George  P.  Archer,  Prestonsburg 
Franklin:  B.  B.  Baughman,  Frankfort 
Fulton:  J.  G.  Samuels,  Hickman 
Gallatin:  H.  K.  Dillard,  Warsaw 
Garrard:  Paul  J.  Sides,  Lancaster 
Grant:  F.  R.  Scroggin,  Dry  Ridge 
Graves:  A.  R.  Morgan,  Mayfield 
Grayson:  C.  L.  Bland,  Jr.,  Leitchfield 
Green:  J.  M.  Disham,  Greensburg 
Greenup:  C.  B.  Johnson,  Russell 
Hancock 

Hardin:  C.  H.  Long,  Elizabethtown 
Harlan:  Philip  J.  Begley,  Harlan;  E.  M.  How- 
ard, Harlan 

Harrison:  J.  P.  Wyles,  Cynthiana 
Hart:  C.  N.  Cowherd,  Munfordville 
Henderson:  Walter  O’Nan,  Henderson 
Henry:  R.  L.  Houston,  Jr.,  Eminence 
Hickman:  V.  A.  Jackson,  Clinton 
Hopkins:  J.  A.  Freeman,  Dawson  Springs 
Jackson:  John  B.  Rypstra,  Annville 
Jefferson:  Malcolm  D.  Thompson,  Louisville; 
Roy  Moore,  Jr.,  Louisville;  Charles  H.  Ma- 
guire, Louisville;  Marvin  A.  Lucas,  Louis- 
ville; Arthur  R.  Kasey,  Jr.,  Louisville;  Thos. 
V.  Gudex,  Louisville;  John  D.  Gordinier, 
Louisville;  Foster  D.  Coleman,  Louisville; 

Herbert  L.  Clay,  Louisville;  J.  Randolph 

Buskirk,  Louisville;  George  F.  Archer,  Louis- 
ville; John  D.  Trawick,  Jr.,  Louisville;  Frank 
M.  Powell,  Jr.,  Louisville;  George  W.  Pedigo, 
Jr.,  Louisville;  Louella  H.  Liebert,  Louisville; 
Eugene  H.  Kremer,  Jr.,  Louisville;  Wm.  K. 
Keller,  Louisville;  W.  C.  Gettelfinger,  Louis- 
ville, David  M.  Cox,  Louisville;  Glenn  W 
Bryant,  Louisville;  C.  Melvin  Bernhara 
Louisville;  Everett  H.  Baker,  Louisville; 
Henry  B.  Asman,  Louisville 
Jessamine:  C.  A.  Neal,  Nicholasville 
Johnson:  Lon  C.  Hall,  Paintsville 
Knott:  D.  G.  Barker,  Hindman 

Knox:  T.  R.  Davies,  Barbourville 

Larue:  John  D.  Handley,  Hodgenville 
Laurel:  R.  E.  Pennington,  London 
Lawrence:  Joseph  E.  Carter,  Louisa 


Lee:  A.  L.  Johnson,  Beattyville 

Leslie:  A.  P.  Duff,  Hyden 

Letcher:  Owen  Pigman,  Whitesburg 

Lewis:  T.  B.  Ginn,  Vanceburg 

Lincoln:  H.  I.  Frisbie,  Stanford 

i-ivingston:  T.  M.  Radcliffe,  Smithland 

Lcgan:  John  Pepper  Glenn,  Russellville 

Lyon:  M.  H.  Moseley,  Eddyville 

McCracken:  Leon  Higdon,  Paducah;  R.  L. 

Reeves,  Paducah 

McCreary:  M.  D.  Haley,  Whitley  City 
McLean:  A.  B.  Colley,  Calhoun 
Madison:  Robert  L.  Rice,  Richmond 
MagofLn:  Lloyd  M.  Hall,  Salyersville 
Marion:  Cooper  Clarkson,  Lebanon 
Marshall:  George  C.  McClain,  Benton 
Martin:  W.  N.  Keith,  Inez 
Mason:  W.  Mountjoy  Savage,  Maysville 
Meade:  Alfred  Glattauer,  Brandenburg 
Menifee:  Donald  L.  Graves,  Frenchburg 
Mercer:  R.  T.  Ballard,  Harrodsburg 
Metcalf:  S.  M.  Bowman,  Summer  Shade 
Monroe:  J.  Jack  Martin,  Tompkinsville 
Montgomery:  J.  M.  Bush,  Mt.  Sterling 
Morgan:  Ralph  Gullett,  West  Liberty 
Muhlenburg:  Geo.  H.  Rodman,  Greenville 
Nelson:  W.  Keith  Crume,  Bardstown 
Nicholas:  Jack  T.  Morford,  Carlisle 
Ohio:  Oscar  Allen,  Beaver  Dam 
Oldham:  E.  G.  Houchin,  LaGrange 
Owen:  John  F.  Berry,  Jr.,  Owenton 
Owsley:  Don  E.  Wilder,  Booneville 
Pendleton:  Hallet  A.  Lewis,  Falmouth 
Perry:  C.  Dana  Snyder,  Hazard 
Pike:  T.  I.  Doty,  Pikeville 
Powell 

Pulaski:  M.  R.  Holtzclaw,  Somerset 
Robertson:  L.  T.  Lanham,  Mt.  Olivet 
Rockcastle:  George  H.  Griffith,  Mt.  Vernon 
Rowan:  E.  D.  Blair,  Morehead 
Russell:  J.  B.  Tarter,  Russell  Springs 
Scott:  F.  W.  Wilt,  Georgetown 
Shelby:  H.  B.  Mack,  Pewee  Valley 
Simpson:  L.  F.  Beasley,  Franklin 
Spencer:  M.  H.  Skaggs,  Taylorsville 
Taylcr:  W.  W.  Shepherd,  Campbellsville 
Todd:  Ralph  D.  Lynn,  Elkton 
Trigg:  G.  E.  Hatcher,  Cerulean 
Trimble:  O.  James  Hurt,  Bedford 
Union:  Charles  Williams,  Morganfield 
Warren:  A.  D.  Donnelly,  Jr.,  Bowling  Green 
Washington:  M.  A.  Coyle,  Springfield 
Wayne:  Frank  Duncan,  Monticello 
Webster:  Russell  A.  Scott,  Dixon 
Whitley:  Keith  P.  Smith,  Corbin 
Wolfe:  H.  I.  Blood,  Hazel  Green 
Woodford:  C.  Noel  Hall,  Versailles 
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HIGHLIGHTS  OF  THE  ANNUAL  MEETING 


(The  Convention  in  a Nutshell) 

All  Members  and  Guests  Will  Be  Regis- 
tered— Please  register  and  get  your  badge 
at  the  registration  booth  in  the  west  end 
of  the  exhibit  hall  at  the  Columbia  Audi- 
torium. The  desk  will  open  at  8:00  A.  M., 
Tuesday,  September  26.  Please  wear  your 
badge  at  all  times  while  in  the  Auditori- 
um. 

House  of  Delegates — The  first  meeting 
of  the  House  of  Delegates  will  be  held  in 
the  Columbia  Auditorium  Monday  eve- 
ning, at  7:00  o’clock,  September  25.  The 
second  meeting  will  be  in  the  Scientific 
Assembly  room  at  the  Columbia  Audi- 
torium, Wednesday  afternoon,  September 
27,  at  2:00  P.  M. 

The  Public  Meeting  will  be  held  in  the 
Crystal  Ballroom  of  the  Brown  Hotel, 
Tuesday  evening,  September  27.  Mem- 
bers are  urged  to  invite  the  lay  public  to 
hear  A.  M.  A.  President  Elmer  L.  Hen- 
derson, M.  D.,  Louisville,  speak  on  A.M.A. 
activities.  Dr.  Henderson  will  also  show 
a movie. 

The  Annual  Subscription  Dinner  will 

be  held  in  the  Crystal  Ballroom  of  the 
Broivn  Hotel,  Wednesday  evening,  Sep- 
tember 27.  John  Sherman  Cooper,  Som- 
erset, United  Nations  Delegate,  will  be 
the  featured  speaker.  Please  arrange  for 
your  tickets  as  soon  as  convenient.  Tick- 
ets may  be  purchased  at  Registration 
Desk  or  Education  Committee  Booth. 

Badge  With  Wearer's  Name  typed  in 
will  be  supplied  to  all  legitimate  at- 
tendants. In  addition  to  members  and 
their  wives,  visiting  physicians,  interns 
and  residents,  medical  students,  nurses, 
technicians  and  office  assistants  are  urged 
to  register  and  go  through  the  exhibit 
hall. 

Our  Technical  Exhibitors  are  asked  to 
talk  only  with  attendants  wearing  badg- 
es. This  request  is  made  as  a protective 
measure  for  both  members  and  exhibitors 
against  the  curiosity  seeker. 

Members  of  Woman's  Auxiliary  will 

hold  all  meetings  and  dinner  in  Brown 
Hotel  and  will  register  in  lobby  of  the 
Brown.  The  Auxiliary  members  are 
urged  to  visit  the  Columbia  Auditorium, 
register  and  visit  the  technical  exhibits.  ’ 

The  Scientific  Exhibits  will  be  found  in 
the  west  end  of  the  exhibit  hall.  Guest 


speakers  will  be  asked  to  select  the  best 
exhibit,  which  will  be  given  an  award. 

Parking  Space  will  be  found  on  large 
parking  lots  that  operate  on  either  side 
of  Fourth  Street  between  the  Auditorium 
and  Broadway. 

Telephone — The  Association  will  have 
a special  number,  W Abash — 6903,  for  in- 
coming calls  only,  at  thq  registration  desk 
where  calls  will  be  received  from  the 
members’  home  towns.  An  effort  will  be 
made  to  contact  the  doctor  at  the  earliest 
possible  time.  The  telephone  number  of 
the  Brown  Hotel  is  JAckson — 1311. 

A Thirty  Minute  Recess  has  been  sched- 
uled for  each  morning  and  afternoon  dur- 
ing the  scientific  program,  by  the  Com- 
mittee on  Scientific  Assembly.  This  peri- 
od is  to  give  the  members  an  opportunity 
to  view  scientific  and  technical  exhibits. 

The  Education  Committee  booth  is  for 
your  convenience  and  service — get  infor- 
mation on  the  meeting — leave  small  pack- 
ages— meet  your  friends  there — order 
campaign  literature — buy  your  ticket  to 
the  Annual  Subscription  Dinner. 

Comfortable  and  Colorful  concert  arm 
chairs  have  been  secured  through  special 
arrangement  with  the  Building  Manager 
for  your  comfort  while  you  enjoy  the  sci- 
entire  program  in  the  auditorium. 

Exhibits  and  Recreation — Wednesday  af- 
ternoon when  the  House  of  Delegates 
holds  its  second  meeting,  there  will  be  no 
scientific  program — members  will  have 
additional  time  for  viewing  the  exhibits 
and  for  recreational  activities. 

Reference  Committee  Meetings — At  the 
first  meeting  of  the  House  of  Delegates 
Monday  evening,  the  location  for  the 
meeting  places  of  the  various  reference 
committees  will  be  announced. 

Suggestion  Sheet — Your  comments  and 
constructive  suggestions  as  to  how  the 
scientific  program  and  other  phases  of  the 
Annual  Meeting  may  be  improved  may 
be  listed  on  an  especially  provided  sheet 
at  the  back  of  your  program  booklet.  Af- 
ter listing  your  comments,  remove  the 
sheet  and  deposit  it  in  the  box  provided 
for  this  purpose  in  the  Education  Booth. 

Transportation — A temporary  bus  stop 
in  front  of  Columbia  Auditorium  has 
been  arranged.  This  will  enable  attend- 
ants to  board  Fourth  Street  busses  going 
each  way,  at  the  Auditorium. 


114 


The  Journal  of  the  Kentucky  State  Medical  Association  [Sept.,  1950 


Thomas  L,  Spies  io  Address 
Rheumatism  Society 

Dr.  Thomas  L.  Spies,  Professor  of  Nu- 
trition at  Northwestern  University  School 
of  Medicine,  whose  work  at  Hillman  Hos- 
pital, Birmingham,  on  pellagra  and  other 
nutritional  deficiencies  is  internationally 
known,  is  to  speak  at  the  Annual  Meeting 
of  the  Kentucky  Chapter  of  the  American 
Rheumatism  Association.  Dr.  Spies  will 
discuss  “The  Present  Status  of  Cortisone 
and  ACTH”.  The  address  will  be  followed 
by  an  informal  discussion  and  “question 
and  answer”  period. 

According  to  Dr.  A.  Clayton  McCarty, 
President  of  the  Chapter,  the  meeting  is 
to  be  held  on  Wednesday,  September  27th 
at  1:00  p.  m.  A luncheon  is  expected  to  be 
arranged.  Complete  details  are  to  be  an- 
nounced. 

Dr.  Gordon  Buttorff,  President-Elect,  is 
to  be  installed  at  the  meeting. 

A cordial  invitation  is  extended  to  all 
members  of  Kentucky  State  Medical  As- 
sociation to  attend  this  most  interesting 
and  profitable  meeting. 


K.S.M.A.  Golf  Tournament  To  Be 
Held  at  Big  Springs 

Arrangements  have  been  made  for  vis- 
iting members  of  the  Association  here  for 
the  Annual  Meeting  to  play  golf  at  the 
Big  Springs  Country  Club  in  Louisville 
at  any  time  on  Monday,  Tuesday,  Wednes- 
day or  Thursday,  Joseph  C.  Bell,  Chair- 
man of  the  Golf  Committee,  has  an- 
nounced. 

Any  one  score  may  be  turned  in  for 
tournament  play.  A few  suitable  feature 
prizes  will  'be  awarded 

A list  of  the  physicians  who  are  mem- 
bers of  the  Big  Springs  Club  will  be  pro- 
vided to  the  visiting  K.S.M.A.  members 
wishing  to  play.  The  visiting  player  will 
sign  as  a guest  of  any  of  these  members. 
He  may  pay  his  own  greens  fee  of  $3.00 
or  any  listed  physician  member  of  the 
Club  will  be  most  happy  to  pay  the 
greens  fee  as  his  guest. 

The  members  of  the  Golf  Committee 
are:  Joseph  C.  Bell,  Chairman;  Robert  C. 
Long;  and  Frank  A.  Simon. 


PREVIOUS  MEETINGS  IN  LOUISVILLE 


Our  1950  assembly,  “The  Theodore  N. 
Wise  Memorial  Meeting,”  will  be  held  in 
Louisville  on  26-28  September.  This  will 
he  the  thirty-first  of  our  meetings  to  con- 
vene in  Louisville. 

When  organized  at  Frankfort  in  1851, 
there  were  present  thirty-nine  physi- 
cians. Louisville  was  selected  as  the  place 
for  a three  day  meeting  in  1852.  On  Octo- 
ber 20,  the  roll  call  at  the  first  session 
disclosed  nineteen  members  in  attend- 
ance. During  the  meeting  seventy  new 
members  were  proposed  and  elected.  In 
addition  the  Society  elected  the  follow- 
ing Honorary  Members:  Daniel  Drake  of 
Cincinnati;  William  Harvey  Deaderick  of 
Athens,  Tennessee;  and  Elisha  Bartlett  of 
New  York.  The  only  one  of  these  in  at- 
tendance was  Daniel  Drake  who  was  in- 
vited to  take  part  in  the  proceedings.  In- 
cidentally, this  was  the  last  medical  meet- 


ing attended  by  him  before  his  death  on 
November  5,  1852. 

During  the  early  years  of  our  Society 
so  few  members  attended  that  suitable 
accomodations  could  be  secured  in  the 
smaller  towns.  Meetings  were  held  in 
cities  as  small  as  was  Lebanon  in  1859, 
Bardstown  in  1860,  Danville  in  1868,  Shel- 
byville  in  1874  and  Harrodsburg  in  1895. 
In  recent  years  the  membership  has  in- 
creased to  the  point  that  hotel  reserva- 
tions cannot  !be  secured  except  in  the 
largest  cities.  This  problem  had  assumed 
such  proportions  that  in  1949,  the  House 
of  Delegates  voted  not  to  hold  meetings 
where  less  than  800  hotel  rooms  were 
available.  If  such  action  continues  in  ef- 
fect, no  meetings  can  be  scheduled  any- 
where in  the  State  except  in  Louisville. 
Or,  as  has  been  done,  a meeting  could  be 
arranged  for  Covington  and  adjourned  to 
Cincinnati. 
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There  has  been  discussion  concerning 
the  organization  date  of  our  Association. 
Some  contend  that  because  of  the  attempt 
to  start  a state-wide  society  in  1841,  we 
should  be  now  celebrating  our  109th  year 
whereas  this  is  only  our  ninety-ninth.  At 
the  gathering  in  1841,  plans  were  made  to 
hold  a meeting  the  following  year  and  an- 
nouncements to  this  effect  were  made  by 
Daniel  Drake  in  The  Western  Journal  of 
Medicine  and  Surgery,  (Louisville) . De- 
spite this  publicity  not  a single  one  of 
the  officers  appeared  at  the  designated 
hour.  Drs.  Samuel  D.  Gross,  Daniel  Drake 
and  a few  others  were  in  Frankfort  pre- 
pared to  present  their  reports.  After 
waiting  around  about  half  the  day,  they 
left  and  thus  ended  the  abortive  attempt 
at  organization  in  1841-42.  Some  of  the 
physicians  who  took  an  active  part  in  the 
1841  gathering  were  likewise  prominent 
in  promoting  the  meeting  in  1851.  If  these 
physicians  had  felt  they  were  reactivat- 
ing the  previous  organization  mention  of 
this  fact  would  have  been  made  and  the 
1851  gathering  would  not  have  been 
called  “The  First  Annual  Meeting  of  the 
Kentucky  State  Medical  Society.”  We 
would  be  glad  to  say  we  had  passed  the 
century  mark  by  nine  years  but  because 
our  founders  completely  ignored  the  pre- 
vious wholly  ineffectual  attempt  we  can, 
with  historical  honesty,  only  claim  the 
1851  date  as  the  proper  one. 

A review  of  the  first  Louisville  meet- 
ing will  be  of  interest  especially  when 
compared  to  our  approaching  one  ninety- 
eight  years  later.  Of  course  there  were 
neither  commercial  nor  scientific  exhib- 
its, no  House  of  Delegates  and  no  Wo- 
man’s Auxiliary  in  1852.  Instead  of  in  a 
large  auditorium,  the  Society  at  that 
time  convened  in  the  Circuit  Court  room. 
A “supper”  had  been  arranged  by  the 
Louisville  physicians  to  be  given  the  last 
evening  of  the  meeting,  October  22,  1852. 
The  writer  for  The  Louisville  Daily  Cour- 
ier of  this  date  ended  the  brief  news  item 
concerning  the  meeting  with  the  follow- 
ing admonition: 

“We  understand  that  the  grand  jubilee 
takes  place  tonight  at  the  Louisville  Ho- 
tel. We  hope  the  doctors  will  be  sparing 
in  the  use  of  stimulants,  as  they  never 
prescribe  them  except  in  cases  of  extreme 
debility.” 

Fortunately,  there  are  no  contemporary 
accounts  of  what  occurred  that  night.  We 


may  infer,  however,  by  action  taken  at  a 
later  date,  that  the  annual  “suppers” 
were  indeed  “grand  jubilees.”  At  the  Pa- 
ducah meeting  in  1873: 

“Dr.  Speed  spoke  of  the  immorality 
and  excesses  attending  the  custom  of  ban- 
queting at  the  close  of  our  sessions,  and 
hoped  that  the  custom  would  either  be 
modified  or  dispensed  with  altogether. 
He  favored  the  admission  of  ladies  to  our 
banquets,  as  having  a restraining  and  ele- 
vating influence. 

“Dr.  Gale  thought  we  ought  not  to  dis- 
regard the  hospitalities  of  citizens  who 
were  kind  enough  to  prepare  such  sump- 
tuous feasts  for  our  enjoyment. 

“On  motion,  it  was  unanimously  voted 
that  hereafter  ladies  should  be  admitted 
to  the  banquets.” 

Our  first  President,  Dr.  William  Loftus 
Sutton,  had  in  1851  appointed  certain 
standing  committees  which  were  asked 
to  present  reports  at  the  next  meeting. 
The  following  committees  were  appoint- 
ed: Arrangements,  Improvements 

in  Practical  Medicine,  Improvements  in 
Pharmacy,  Vital  Statistics,  Obstetrics, 
Medical  Ethics,  Public  Hygiene,  Epidem- 
ics, Improvements  in  Surgery,  Indigenous 
Botany  and  finally,  one  on  Finance.  In 
addition  to  the  committees  appointed  by 
the  President,  there  was  an  elective  one, 
the  Committee  of  Publication. 

Thus  the  earlier  scientific  work  con- 
sisted in  the  preparation  of  committee  re- 
ports which  reviewed  the  advances  made 
in  various  fields  during  the  preceding 
year.  The  Transactions  over  the  years  re- 
veal a gradual  modification  of  this  plan 
by  the  addition  of  voluntary  papers,  case 
reports,  presentation  of  cases,  specimens 
and  apparatus.  Occasionally  delegates 
from  medical  societies  in  other  states 
would  be  in  attendance,  as  also  local 
pharmacists  or  prominent  invited  guests. 
More  often  than  otherwise  the  meetings 
were  harmonious  though  at  times  bitter 
controversies  arose.  This  latter  situation 
was  in  evidence  during  the  1872  meeting 
in  Louisville  under  the  presidency  of  the 
man  who  is  to  be  honored  during  our  com- 
ing meeting,  Theodore  Nathaniel  Wise. 

The  first  meeting  in  Louisville  was  ap- 
parently a harmonious  one  during  which 
much  routine  business  was  transacted  and 
reports  of  the  several  committees  previ- 
ously mentioned  were  presented  with  the 
exception  of  the  following:  Arrange- 
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ments,  Practical  Medicine,  Improvements 
in  Pharmacy  and  Public  Hygiene.  The 
first  report  made  was  that  of  the  Commit- 
tee on  Medical  Ethics  of  which  Dr.  As- 
bury  Evans  of  Covington  was  Chairman. 
Concerning  this  contribution  the  report- 
er for  The  Louisville  Daily  Journal  com- 
mented that  it  was  a paper  “which  was 
full  of  interest,  and  ought  to  be  published 
in  such  form  as  to  reach  every  member 
of  the  community.  It  appertained  to  the 
public  as  well  as  to  the  profession.”  This 
report  which  was  based  upon  the  ideas  of 
Hooker,  Percival  and  Bell  makes  inter- 
esting reading  even  today.  Concerning 
combating  false  systems  of  medicine,  Dr. 
Evans  wrote  in  part: 

“Physicians  should  carefully  avoid  be- 
ing tempted  by  even  the  absurdities  of 
any  form  of  quackery  into  railing  and 
abuse  against  it.  An  advocate  of  the  false 
system  is,  by  this  method,  appealed  to 
through  his  passions  to  continue  his  ad- 
hesion to  it.  His  pride,  vanity  and  com- 
bativeness are  excited  to  aid  his  judg- 
ment. 

“ (Instead)  teach  how  much  is  due  in 
every  case  of  recovery  from  disease  to 
the  curative  powers  of  nature.  In  reason- 
ing upon  medicine  in  support  of  whatever 
system,  the  people  generally  overlook 
this  powerful  cause,  and  refer  its  effects 
to  some  other — not  infrequently  a ficti- 
tious one. 

“Admit  to  the  enquirer  the  great  serv- 
ices which  homoeopathists  render  their 
patients,  in  many  cases  of  sickness,  by 
making  them  follow  a rigid  course  of 
diet  and  regimen. 

“As  regards  the  converts  among  intelli- 
gent people,  tell  him  of  the  causes  which 
promote  the  spread  of  ouackery  among 
every  class  of  men — the  love  of  novelty, 
credulitv  in  regard  to  bold  assumptions 
of  infallibility.  Give  him  examples  of 
this,  as  in  the  temporary  success  of  Perk- 
in’s Tractors,  the  various  patent  pills,  and 
their  boasted  cures  for  all  ills  which  flesh 
is  heir  to,  which  have  followed  each  other 
in  rapid  succession,  and  each  after  the 
other  had  fallen  into  the  merited  oblivion 
of  its  predecessor ” 

Dr.  Henry  Miller,  Chairman  of  the 
Committee  on  Obstetrics,  stated  that,  in- 
stead of  reporting  on  advances  made  dur- 
ing the  past  twelve  months,  he  would 
“submit  some  reflections  upon  certain 
valuable  discoveries  and  improvements  of 


prior  date,  which,  so  far,  have  been  but 
partly  adopted  in  this  State.  They  refer 
especially  to  Anaesthesia  in  Midwifery, 
and  the  use  of  the  speculum  in  the  diag- 
nosis and  treatment  of  the  numerous,  dif- 
ficult and  diversified  diseases  of  the  geni- 
tal organs  of  females.  The  former  they 
regard  as  a precious  balm  for  the  pain 
and  anguish  of  childbirth;  the  latter,  as 
a sure  revealer  of  the  arcana  of  the  or- 
gans concerned,  and  a direct  avenue  of 
attack  by  which  their  diseases  may  be 
dislodged.  Without  the  one,  the  physician 
must  stop  his  ears  to  the  most  piercing 
cries  extorted  from  human  suffering; 
without  the  other,  he  is  blindfolded  and 
pursued  a course  of  treatment  necessarily 
empirical,  or  having,  at  best,  no  other 
than  a theoretical  basis ” 

By  far  the  most  comprehensive  report 
submitted  was  that  of  Dr.  Samuel  D. 
Gross  on  Surgery.  This  fills  191  of  the 
333  pages  comprising  the  Transactions  for 
1852.  Not  only  are  all  the  improvements 
during  the  preceding  twelve  months  de- 
scribed but  there  is  also  a history  of  sur- 
gery in  Kentucky  “in  its  entire  range.” 
Gross’  report  has  been  an  important 
source  for  much  that  has  been  compiled 
in  recent  years  concerning  the  early  his- 
tory of  medicine  and  surgery  in  this 
State. 

Thirty-three  pages  are  devoted  to 
Ephraim  McDowell  and  his  operation. 
Gross,  apparently  in  his  admiration  for 
the  surgical  ability  of  John  Bell  (1762- 
1820)  of  Edinburgh,  one  of  the  teachers 
of  McDowell,  made  and  later  repeated  a 
statement  which,  if  it  were  true,  material- 
ly minimizes  the  latter’s  originality.  Ac- 
cording to  Dr.  Gross:  “Mr.  Bell  is  said 
to  have  dwelled  with  peculiar  force  and 
pathos  upon  the  organic  diseases  of  the 
ovaria,  speaking  of  their  hopeless  char- 
acter, when  left  to  themselves,  and  the 
possibility,  nay  practicability,  of  remov- 
ing them  by  operation.  The  instruction 
thus  given,  made  a powerful  impression 
upon  Dr.  McDowell.” 

If  Bell  taught  the  practicability  of 
oophorectomy,  then  to  him  should  go 
much  of  the  credit  for  the  operation.  It 
is  not  my  purpose  to  discount  the  in- 
fluence which  Bell  exerted  upon  his  pu- 
pils but  had  he  taught  the  practicability 
of  oophorectomy,  as  Gross  stated,  it 
would  have  seemed  logical  for  him  to 
have  mentioned  this  in  his  classic  book, 
The  Principles  of  Surgery.  Nowhere  in 
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the  first  edition,  in  the  abridgement  of  it 
or  in  the  1826  edition  have  I found  any 
mention  even  of  the  possibility  of  such 
an  operation. 

Bell  does  give  an  eloquent  and  detailed 
lecture  on  tumors  which  for  him  was  a 
favorite  theme.  He  fervently  discusses 
tumors  of  the  skin,  bones,  glands,  eye, 
breast,  testicle,  nostril,  throat,  salivary 
and  lymphatic  glands  but  there  is  not  a 
single  word  about  those  of  the  ovary.  It 
seems  possible  that  Gross  was  led  astray 
and  attributed  much  more  to  Bell  than 
was  his  due. 

As  I have  shown  elsewhere,  McDowell 
was  guided  by  no  one.  He  possessed  suf- 
ficient anatomical  knowledge  which  with 
an  alert  mind,  surgical  vision  and  the 
courage  of  his  convictions,  prompted  him 
to  remove  an  ovarian  cyst  in  December, 
1809. 

Gross  concluded  his  interesting  and 
valuable  report  with  a brief  history  of 
the  medical  and  surgical  profession  in 
Louisville. 

George  D.  Prentice  (1802-1870),  the 
brilliant  Editor  of  The  Louisville  Daily 
Journal,  closed  his  comments  concerning 
the  1852  meeting  with  the  following  par- 
agraph: 

“The  proceedings  of  this  society  were 
conducted  with  the  greatest  harmony, 
and  an  impressive  amount  of  work  was 
accomplished.  This  meeting  has  done  the 
profession  a great  service;  it  has  brought 
the  members  together,  and  made  them 
acquainted  with  each  other,  and  shown 
how  deep  an  interest  is  felt  in  everything 
that  can  promote  the  interests  of  the  pro- 
fession. We  sincerely  hope  that  the  soci- 
ety will  have  many  happy  annual  reun- 
ions, and  that  it  will  attain  to  all  the 
good  it  desires.” 

Emmet  Field  Horine 


An  independent  national  agency  founded 

jointly  by  the  American  Hospital  Association, 
American  Medical  Association,  American  Pub- 
lic Health  Association,  American  Public  Wel- 
fare Association  have  planned  a nation-wide 
survey  of  present  activities  and  plans  in  chron- 
ic disease  control.  The  Commission  on  Chronic 
Illness,  with  headquarters  in  Chicago,  is  en- 
gaged in  an  education-research  program  and 
represents  the  first  national  unified  approach 
to  the  common  problems  of  the  various  forms 
of  long-term  illness. 


OFFICIAL  CALL 

ANNUAL  MEETING 
KENTUCKY  STATE  MEDICAL 
ASSOCIATION 

To  the  officers  and  members  of  the 
component  county  societies  of  The  Ken- 
tucky State  Medical  Association. 

Meeting  Place 

The  Theodore  N.  Wise  Memorial  Meet- 
ing of  The  Kentucky  State  Medical  Asso- 
ciation will  convene  at  the  Columbia 
Auditorium,  Louisville,  on  Monday,  Tues- 
day, Wednesday  and  Thursday,  Septem- 
ber 25-28,  1950.  The  General  Session  will 
be  called  to  order  at  9:00  A.  M.  and  the 
First  Scientific  Session  will  begin  at  9:30 
A.  M.,  Tuesday,  September  26. 

The  House  of  Delegates 

The  first  regular  session  of  The  House 
of  Delegates  will  meet  on  Monday,  Sep- 
tember 25,  at  7:00  P.  M.;  the  second  regu- 
lar session  will  meet  Thursday,  Septem- 
ber 28  in  the  Columbia  Auditorium. 

Woman's  Auxiliary 

Preconvention  Board  Breakfast,  Brown 
Hotel,  8:00  A.  M.,  Tuesday,  September 
26;  Formal  opening  of  Meeting  10:0  A.M. 
Brown  Hotel,  Tuesday,  September  26; 
afternoon  session  beginning  with  an  infor- 
mal tea,  Brown  Hotel;  Wednesday  morn- 
ing session  begins  at  9:00  A.  M.;  After- 
noon session  beginning  with  a subscrip- 
tion luncheon  and  a style  show,  12:30 
P.  M.;Post-Convention  Board  Breakfast, 
Brown  Hotel,  8:00  A.  M.,  Thursday,  Sep- 
tember 28. 

Registration  Department 

The  Registration  Department  will  be 
open  in  the  Columbia  Auditorium  on 
Monday,  September  25  from  6:00  p.  m.  to 
8:00  p.  m.;  Tuesday,  September  26,  from 
8:00  a.  m.  to  5.00  p.  m.;  Wednesday,  Sep- 
tember 27  from  9:00  a.  m.  to  5:00  p.  m.; 
Thursday,  September  28,  from  9:00  a.  m. 
to  5:00  p.  m. 


The  Annual  Meeting  of  the  A.M.A.  at  San 

Francisco  late  in  June  had  a total  registration 
of  23,655 — of  this  number  10,119  were  fellows 
and  members. 

This  is  the  fifth  time  the  A.M.A.  met  at 
San  Francisco  in  the  past  35  years  and  the 
best  meeting  ever  held  there.  At  the  first 
meeting  in  1915,  2,307  members  registered. 
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Program 

THE  THEODORE  N.  WISE  MEMORIAL 
MEETING 
of  the 

KENTUCKY  STATE  MEDICAL 
ASSOCIATION 
Organized  1851 
COLUMBIA  AUDITORIUM 
LOUISVILLE 
Sepiember  26,  27,  28,  1950 


Tuesday,  Sepiember  26 
COLUMBIA  AUDITORIUM 

REGISTRATION 
8:00  - 9:00  A.  M. 

OPENING  OF  THE  GENERAL  SESSION 
9:00  A.  M. 

Call  to  Order  by  ihe  President 

Hugh  L.  Houston,  Murray 

Invccaiion 

Rt.  Rev.  Msgr.  F.  N.  Pitt,  Secretary,  Catholic 
School  Board,  Louisville 

Welcoming  Remarks 

Hugh  L.  Houston,  Murray 

Response 

J.  Andrew  Bowen,  President,  Jefferson  Coun- 
ty Medical  Society,  Louisville 

Tuesday,  Sepiember  26 

FIRST  SCIENTIFIC  SESSION 
9:30  A.  M. 

Hugh  L.  Houston,  Murray,  Moderator 

9:30  Tendonitis  and  Bursitis  of  the  Suba- 
cromial Bursa 

K.  Armand  Fischer,  Louisville 
Discussion:  Ernest  Myers,  Lexington 
O.  B.  Murphy,  Lexington 

10:00  X-ray  Examination  of  the  Spine 

Alfred  O.  Miller,  Louisville 
Discussion:  Garnett  J.  Sweeney,  Liberty 
Richard  Jackson,  Danville 

10:30  Trends  and  Opportunities  in  Industrial 
Medicine 

Edward  C.  Holmblad,  Chicago,  Illinois 

Announcements 


11:00  Intermission  (For  Visiting  Technical  and 
Scientific  Exhibits) 

11:30  Abdominal  Trauma 

R.  W.  Robertson,  Paducah 
Discussion:  L.  E.  Hurt,  Lexington 

G.  L.  Simpson,  Greenville 

12:00  ORATION  IN  MEDICINE 

Medical  Problems  of  the  Aging  Patient 

Horace  Harrison,  Owensboro 

Announcements 

Tuesday,  September  26 

SECOND  SCIENTIFIC  SESSION 
2:00  P.  M. 

Sam  A.  Overstreet,  Chairman  of  Committee  on 
Scientific  Assembly  and  President-elect, 
Louisville,  Moderator 

2:00  Cutaneous  Blastomycosis 

Ralph  L.  Cash,  Princeton 
Discussion:  E.  S.  Greenwood  Waters, 
Louisville 

Robert  L.  Kelly,  Louisville 
2:30  Urinary  Tract  Calculi 

George  A.  Sehlinger,  Louisville 
Discussion:  John  M.  Townsend,  Louis- 
ville 

Lytle  Atherton,  Louisville 

3:00  Practical  Aspects  of  Treatment  of  Pros- 
tatitis 

Douglas  E.  Scott,  Lexington 
Discussion:  W.  V.  Pierce,  Covington 

H.  E.  Martin,  Ashland 

Announcements 

3:30  Intermission  (For  Visiting  Technical  and 
Scientific  Exhibits) 

4:00  Diagnostic  Aspect  and  Treatment  of 
Tumors  of  the  Mediastinum 

Osier  A.  Abbott,  Emory  University, 
Georgia 

4:50  Spinal  Nerve  Root  Syndrome,  A Help 
in  General  Diagnosis 

H.  Lester  Reed,  Louisville 
Discussion:  Harvey  CJienault,  Lexington 
Howell  J.  Davis,  Owensboro 

Announcements 

GENERAL  PUBLIC  MEETING 

CRYSTAL  BALLROOM  — BROWN  HOTEL 
Tuesday,  September  26 

8:15  P.  M. 

Invocation 

Reverend  W.  A.  Benfield,  Jr.,  Pastor,  High- 
land Presbyterian  Church,  Louisville 
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Welcome 

Hugh  L.  Houston,  President,  Murray 

Recognitions 

Presentation  of  the  Kentucky  Medical  Associ- 
ation Distinguished  Service  Award 

Bruce  Underwood,  Secy.  & General  Man- 
ager, Louisville 

Presentation  of  the  E.  M.  Howard  Medal 

E.  M.  Howard,  Harlan 

Presentation  of  the  J.  Watts  Stovall  Award 

J.  Watts  Stovall,  Grayson 

In  Memoriam 

Guy  Aud,  Louisville 

Activities  of  the  American  Medical  Association 
(Address  and  movie) 

Elmer  L.  Henderson,  A.  M.  A.  President, 
Louisville 

Benediction 

Reverend  W.  A.  Benfield,  Jr. 

Wednesday,  September  27 
THIRD  SCIENTIFIC  SESSION 
COLUMBIA  AUDITORIUM 

9:00  A.  M. 

W.  Burr  Atkinson,  Vice  President,  Lebanon, 
Moderator 

9:00  Post  Menopausal  Bleeding  from  Benign 
Lesions  of  the  Genital  Organs 

Arthur  B.  Barrett,  Lexington 
Discussion:  William  E.  Oldham,  Louis- 
ville 

James  B.  Stith,  Lexington 

9:30  A Four  Year  Review  of  Caesarian  Sec- 
tions in  a Small  Hospital 

Sam  H.  Flowers,  Middlesboro 
Discussion:  Kenneth  L.  Barnes,  Prince- 
ton 

E.  S.  D'unham,  Edmonton 
10:00  Glomerulonephritis 

Leslie  H.  Winans,  Ashland 
Discussion:  John  Scott,  Lexington 

H.  Bennett  McWhorter, 
Greenup 

Announcements 

10:30  Intermission  (For  Visiting  Technical  and 
Scientific  Exhibits) 


11:00  Endometriosis 

Joe  Vincent  Meigs,  Boston,  Massachu- 
setts 

12:00  ORATION  IN  SURGERY 

Value  to  the  Surgeon  of  a Scout  Film  of 
the  Abdomen 

C.  Melvin  Bernhard,  Louisville 

Announcements 

Wednesday,  September  27 
COLUMBIA  AUDITORIUM 

2:00  P.  M. 

SECOND  MEETING  OF  THE  HOUSE  OF 
DELEGATES 

(All  members  are  privileged  to  attend  meeting 
of  the  House) 

1:00-2:00  Registration  of  House  of  Delegates 
2:00  Meeting  of  the  House  of  Delegates 

2:00  Visiting  Scientific  and  Technical  Ex- 
hibits 

Recreation 

5:30  Cocktail  Party,  Brown  Hotel,  Jefferson 
Ccunty  Medical  Society — Host 

Wednesday,  September  27 
ANNUAL  SUBSCRIPTION  DINNER 
CRYSTAL  BALLROOM  — BROWN  HOTEL 

7:30  P.  M. 

C.  C.  Howard,  Chairman  of  the  Council,  Glas- 
gow, Toastmaster 

(Dress  Optional) 

Invocation 

Reverend  Andrew  E.  F.  Anderson,  Rector, 
St.  Andrews  Episcopal  Church,  Louisville 

Dinner 

Welcome 

Toastmaster 

Recognitions 

Remarks  of  President-elect  and  charge  to  new 
members 

Sam  A.  Overstreet,  Louisville 

Address 

The  Honorable  John  Sherman  Cooper,  Unit- 
ed Nations  Delegate,  Somerset 

Benediction 

Reverend  Andrew  E.  F.  Anderson 
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Thursday,  September  28 
FOURTH  SCIENTIFIC  SESSION 
COLUMBIA  AUDITORIUM 

9:00  A.  M. 

Richard  J.  Rust,  Vice  President,  Newport, 
Moderator 

9:00  Hemangiomala  of  the  Ileum  with  Intus- 
susception 

Richard  Hunt  Weddle,  Somerset 

Discussion:  John  B.  Floyd,  Jr.,  Lexing- 
ton 

Robert  E.  Pennington,  Lon- 
don 

9:30  Amebiasis 

Ryle  A.  Radke,  Lt.  Col.  (MC)  USA, 
Fort  Knox 

Discussion:  J.  Murray  Kinsman,  Louis- 
ville » 

C.  N.  Kavanaugh,  Lexington 

10:00  Differential  Diagnosis  of  Jaundice 

Stanley  T.  Simmons,  Louisville 
Discussion:  Thornton  Scott,  Lexington 
E.  W.  Jackson,  Paducah 

Announcements 

10:30  Intermission  (For  Visiting  Technical  and 
Scientific  Exhibits) 

11:00  Therapy  of  Peptic  Ulcer 

Walter  L.  Palmer,  Chicago,  Illinois 

11:50  An  Approach  to  the  Problem  of  Gastric 
Ulcer  and  Gastric  Cancer 

James  E.  Hix,  Owensboro 

Discussion:  Jack  Webb,  Lexington 

Arnold  Griswold,  Louisville 

Announcements 

Thursday,  September  28 

FIFTH  SCIENTIFIC  SESSION 
1:30  P.  M. 

J.  Leland  Tanner,  Vice  President,  Henderson 
Moderator 

1:30  Bronchiectasis  in  Childhood 

William  J.  Temple,  Covington 
Discussion:  Marc  J.  Reardon,  Cincin- 
nati, Ohio 

O.  O.  Miller,  Louisville 

2:00  Some  Uses  and  Abuses  of  the  Clinical 
Laboratory 

Matthew  C.  Darnell,  Lexington 
Discussion:  Lon  C.  Hall,  Paintsville 

Malcolm  Barnes,  Louisville 


2:30  Treatment  of  Coronary  Occlusion  with 
Myocardial  Infarction 

J.  T.  Gilbert,  Jr.,  and  Frank  H.  Moore, 
Bowling  Green 

Discussion:  George  Pedigo,  Louisville 
Lewis  Dickinson,  Glasgow 

3:00  Chronic  Hoarseness 

Gordon  L.  Green,  Louisville 
Discussion:  Alvin  C.  Poweleit,  Coving- 
ton 

George  I.  Uhde,  Louisville 

3:30  Installation  of  President,  Sam  A.  Over- 
street,  Louisville 

Hugh  L.  Houston,  Murray 


Program 

TWENTY-EIGHTH  ANNUAL  MEETING 
WOMAN'S  AUXILIARY 
to  the 

Kentucky  State  Medical  Association 
SOUTH  ROOM,  BROWN  HOTEL 
Louisville,  Kentucky 
September  28-27-28,  1950 

REGISTRATION  HOURS: 

North  Bay  of  Lobby,  Brown  Hotel 

Monday— Noon  to  5:00  p.  m. 

Tuesday — 9:00  a.  m.  to  5:00  p.  m. 
Wednesday — 9:00  a.  m.  to  12:00  noon 


Chairman  of 

Registration  Mrs.  J.  Andrew  Bowen, 

Louisville 

Co-Chairman  Mrs.  Fred  Caudill 

Louisville 


Tuesday,  September  26 

8:00  A.  M. 

Louis  XVI  Room,  Brown  Hotel 

Pre-Convention  Board  Breakfast  (Subscription) 
(The  Board  consists  of  all  elected  State  Offi- 
cers, Councilwomen,  State  Committee  Chair- 
men and  County  Auxiliary  Presidents). 

Tuesday,  September  26 

South  Room 
10:00  A.  M. 

Formal  Opening  of  the  Twenty-Eighth 
Annual  Meeting  of  the  Woman’s  Auxiliary 
to  the  Kentucky  State  Medical  Association. 
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Presiding  Mrs.  E.  W.  Jackson 

President,  Paducah 

Invocation  Mrs.  Grace  Morrison  Reynolds 

Paducah 

Pledge  of  Loyalty Mrs.  R.  Haynes  Barr 

Immediate  Past  President 
Woman’s  Auxiliary 
Owenstooro 

Address  of  Welcome  ....Mrs.  John  Gordinier 
President,  Jefferson  County 
Auxiliary,  Louisville 

Response  Mrs.  Clyde  Sparks 

Councilor,  Ninth  District 
Ashland 

In  Memoriam  Mrs.  T.  Ashby  Woodson 

Immediate  Past  President 
Jefferson  County  Auxiliary 
Presentation  of  Convention  Chairman 
Mrs.  Victor  P.  Dalo,  Louisville 

Presentation  of  Distinguished  Guests 

Mrs.  Arthur  A.  Herold,  President,  Woman’s 
Auxiliary  to  The  American  Medical  As- 
sociation 

Mrs.  Robert  C.  Haynes,  President,  Woman’s 
Auxiliary  to  the  Southern  Medical  Associ- 
ation 

Roll  Call  Mrs.  C.  Melvin  Bernhard 

Secretary,  Louisville 
Minutes  of  the  Twenty-Seventh 
Annual  Meeting  . . . Mrs.  C.  Melvin  Bernhard 

Louisville 

Report  of  the  1950 

National  Convention  ....Mrs.  Harry  Pfingst 

Louisville 

Report  of  the  Councilor  of  the 

Woman’s  Auxiliary  To  The  Southern 
Medical  Association  ....Mrs.  Walker  Owens 

Mt.  Vernon 

REPORTS  OF  OFFICERS: 

Treasurer  Mrs.  A.  B.  Colley 

President-Elect Mrs.  Clark  Bailey 

President — “Our  Year 

Of  Objectives”  Mrs.  E.  W.  Jackson 

Old  Business 

New  Business 

Report  of  the  Nominating 

Committee  . .Mrs.  R.  Haynes  Barr,  Chairman 
Election  of  Nominating  Committee  1951  - 52 
Presentation  of  the  1950-51 


Budget  Mrs.  Hugh  L.  Houston 

Murray 

Report  of 

Registration  Mrs.  J.  Andrew  Bowen 

Chairman,  Louisville 


Recess 


Tuesday,  September  26 

2:30  P.  M. 

Tea  Honoring  Distinguished  Guests  (Informal) 

Guest  Speaker  Dr.  Elmer  L.  Henderson 

President,  American  Medical 
Association,  Louisville 

Round  table  discussions  will  be  held  at  this 
time  with  the  following  State  Officers  as 
leaders: 

Public  Relations 

Mrs.  R.  Haynes  Barr,  Presiding,  Owensboro 

Program 

Mrs.  Karl  Winter,  Presiding,  Louisville 

McDowell  Memorial 

Mrs.  Walker  Owens,  Mt.  Vernon,  and  Mrs. 
George  McClure,  Danville,  Presiding 

How  and  When  To  Pay  Your  Auxiliary  Dues 

Mrs.  A.  B.  Colley,  State  Treasurer,  Calhoun 
3:45  P.  M.  Analysis  of  Round  Table  Discussions 
4:30  Tea 

Tuesday,  September  26 

8:00  P.  M. 

Annual  Public  Meeting,  Crystal  Ballroom 
Speaker,  Dr.  Elmer  L.  Henderson,  President 
American  Medical  Association 

Wednesday,  September  27 

South  Room 
9:00  A.  M. 

Reading  of  the 

Minutes  Mrs.  C.  Melvin  Bernhard 

Roll  Call  The  Secretary 

Announcements  Mrs.  Victor  P.  Dalo 

Convention  Chairman 

Report  of  the  Revisions 

Committee  ...Mrs.  Irving  A.  Gail,  Chairman 

Lexington 

Old  Business 
New  Business 
Election  of  Officers 
Program 

Public  Relations  Is  You 

Dr.  R.  Haynes  Barr,  Owensboro 
Free  Associations  of  a Psychiatrist 

Dr.  Irving  A.  Gail,  Lexington 

12:30  P.  M.  Crystal  Ballroom 
Subscription  Luncheon  and  Style  Show,  Cour- 
tesy, The  Stewart  Dry  Goods  Company,  Louis- 
ville 

To  Honor:  Mrs.  Arthur  A.  Herold,  Mrs.  Rob- 
ert C.  Haynes  and  Dr.  Elmer  L.  Henderson 

Invocation  Bishop  Charles  Clingman 

Louisville 
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Greetings  Dr.  Sam  Overstreet,  President 

Kentucky  State  Medical 
Association,  Louisville 

Message Mrs.  Arthur  A.  Herold,  President 

Woman’s  Auxiliary  to  the 
American  Medical  Association 

Message  ....  Mrs.  Robert  C.  Haynes,  President 
Woman’s  Auxiliary  to  the 
Southern  Medical  Association 


Installation  of 

Elected  Officers  Mrs.  Arthur  A.  Herold 

Inaugural  Address  Mrs.  Clark  Bailey 

Harlan 

Announcement  of  Committee 
Chairman  Mrs.  Clark  Bailey 

Final  Report  of  Registration 
Adjournment 

Wednesday,  September  27 

7:00  P.  M. 

Crystal  Ballroom 

Annual  Subscription  Dinner  of  the  Kentucky 
State  Medical  Association 
John  Sherman  Cooper,  Somerset,  Delegate 
to  the  United  Nations,  will  be  guest  speaker 

Thursday,  September  28 

8:00  A.  M. 

SUBSCRIPTION  BREAKFAST 

Post-Convention  Board  of  Directors 

Meeting  Mrs.  Clark  Bailey,  President 

Harlan 

STATE  CONVENTION  COMMITTEE 

General  Chairman  Mrs.  Victor  P.  Dalo 

Louisville 

Registration  Mrs.  J.  Andrew  Bowen 

Chairman,  Louisville 
Mrs.  Fred  Caudill 
Co-Chairman,  Louisville 
and  Committee 

Entertainment  Mrs.  Alfred  O.  Miller 

Chairman,  Louisville 
Mrs.  Robert  F.  Monroe 
Co-Chairman,  Louisville 
and  Committee 

Hospitality  Mrs.  Robert  C.  Long,  Chairman 

Publicity  . . .Mrs.  W.  Duncan  Crosby,  Chairman 


THE  THEODORE  N.  WISE 
MEMORIAL  MEETING 
of  the 

KENTUCKY  STATE  MEDICAL 
ASSOCIATION 


Arranged  By 

The  Committee  on  Scientific  Assembly 


Sam  A.  Overstreet,  Chairman 
Bruce  Underwood  J.  Duffy  Hancock 

Gaithel  L.  Simpson  Morris  Flexner 

and  the 

Committee  on  Arrangement 

General  Chairmen 
Hugh  L.  Houston 

Sam  A.  Overstreet  J.  Andrew  Bowen 

JEFFERSON  COUNTY  MEDICAL  SOCIETY 
COMMITTEES 
Finance 


Harry  S.  Andrews,  Chairman 
John  T.  Bate  W.  W.  Nicholson 

Charles  M.  Edelen  Will  R.  Pryor 

R.  T.  Hudson  Silas  H.  Starr 

J.  Kenneth  Hutcherson  W.  B.  Troutman 

Entertainment 


Laman  A.  Gray,  Chairman 
Everett  H.  Baker  John  S.  Harter 

Sam  H.  Black  Lanier  Lukins 

Alexander  M.  Forrester  Karl  D.  Winter 

Publicity 

Arthur  T.  Hurst,  Chairman 
A.  D.  Kennedy  Grover  B.  Sanders 

Lewis  T.  Peyton  Houston  W.  Shaw 

Woman's  Auxiliary 
William  M.  Ewing,  Chairman 
Meyer  M.  Harrison  Arthur  R.  Kasey,  Jr. 

Fraternity  Luncheon 
Carlisle  R.  Morse,  Chairman 
German  P.  Dillon,  Jr.  Charles  H.  Maguire 
Dougal  M.  Dollar  Lawrence  T.  Minish 

Henry  G.  Saam 
Women  Physicians 
Alice  L.  Wakefield,  Chairman 
Frieda  K.  Berresheim  Margaret  A.  Limper 
Esther  C.  Wallner 


Automobile 


Henry  B.  Asman,  Chairman 
W.  C.  Gettlefinger  F.  W.  Urton 

A.  J.  Pauli  Charles  F.  Wood 

Badge 

Stanley  T.  Simmons,  Chairman 
Oscar  E.  Bloch,  Jr.  Samuel  S.  Clark 

C.  J.  Armstrong  Edward  R.  Cadden 

Golf 

Joseph  C.  Bell,  Chairman 
Robert  C.  Long  Frank  A.  Simon 
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SOME  ENDOCRINE  FACTORS  IN  OBSTETRICS 
AND  GYNECOLOGY 

W.  E.  Oldham,  M.  D. 

LOUISVILLE 


Hormones  definitely  known  to  have  an 
influence  in  Gynecology  and  Obstetrics 
are  described  under  suitable  headings  in 
discussing  this  subject. 

Thyroid  Hormone 

The  influence  of  thyroid  extract  on  dis- 
turbances in  pelvic  endocrine  functions 
has  been  known  clinically  for  a long  time. 
In  fact  for  many  years  it  was  the  only  en- 
docrine preparation  which  seemed  to  give 
any  consistent  results.  The  exact  mechan- 
ism of  its  action  is  still  not  known  but  the 
effects  obtained  are  probably  due  both  to 
its  general  action  on  metabolism  and  to 
some  action  on  the  anterior  pituitary. 

Pituitary  Hormones 

(1)  Follicle  Stimulating  Hormone 
(FSH) . This  hormone  is  elaborated  by 
the  anterior  pituitary  gland  and  stimu- 
lates the  ovarian  follicle  to  growth  and  to 
the  production  of  estrogen.  This  hormone 
acts  throughout  the  menstrual  cycle  prob- 
ably reaching  its  peak  about  two  days  be- 
fore menstruation. 

(2)  The  Luteinizing  Hormone  (LH)  of 

the  Anterior  Pituitary:  This  hormone 

acts  on  the  ruptured  Graafian  follicle  of 
the  ovary  to  produce  and  maintain  the 
corpus  luteum.  If  a preganncy  does  not 
occur  in  that  particular  cycle  the  hor- 
mone regresses  at  about  two  days  before 
the  onset  of  menstruation.  The  corpus 
luteum  degenerates  when  menstruation 
occurs.  If  pregnancy  does  occur  in  that 
particular  cycle  then  the  LH  continues  to 
act  maintaining  the  corpus  luteum  and 
assisting  in  producing  progesterone  until 
that  function  is  taken  over  by  the  placen- 
ta, usually  during  the  fourth  month  of 
gestation. 

(3)  Prolactin:  Prolactin  is  a lactation 

hormone  from  the  anterior  pituitary 
which,  following  parturition,  stimulates 
the  breasts  to  lactate. 

(4)  The  Posterior  Pituitary  has  two 
hormones  which  are  of  obstetrical  and 
gynecological  interest.  The  first  is  pitocin 
which  has  oxcytocic  effect  on  the  uterine 
muscle  and  the  second  is  pitressin  which 

™R?„dJ)eHe  the  Tri ‘County  Medical  Society,  February 
<20,  1950,  Lebanon. 


has  a stimulating  effect  on  smooth  mus- 
cle. 

Ovarian  Hormones 

The  main  hormone  elaborated  (by  the 
ovary  is  estrogen.  This  hormone  has 
numerous  influences  on  the  female: 

(a)  It  promotes  development  of  the  sec- 
ondary sex  characteristics. 

(b)  It  promotes  growth  and  vasculari- 
zation of  the  uterus,  continuing  the  growth 
phase  of  the  endometrium  and  helps  to 
continue  the  progestational  phase. 

(c)  It  inhibits  the  production  of  the  go- 
nadotropic hormone  of  the  anterior  lobe 
of  the  pituitary  gland. 

(d)  Withdrawal  of  the  follicular  hor- 
mone is  thought  to  be  one  of  the  factors  of 
the  onset  of  menstruation. 

(e)  It  also  sensitizes  the  uterine  muscle 
to  the  action  of  pituitrin. 

(f)  It  inhibits  the  action  of  the  proges- 
terone on  the  uterine  and  tubal  muscle. 

(g)  It  stimulates  the  ductal  system  of 
the  mammary  gland.  It  inhibits  lactation 
by  influence  on  the  lactating  hormone  of 
the  anterior  lobe  of  the  pituitary. 

(h)  It  may  pass  through  the  placenta 
into  the  fetal  circulation  and  affect  the 
genital  organs  of  the  fetus. 

(i)  It  increases  the  tone  of  the  vesicle 
muscle. 

Progesterone 

Progesterone:  This  hormone  is  elabo- 

rated by  the  corpus  luteum  which  is 
formed  at  the  site  of  the  ruptured  Graafian 
follicle  under  the  stimulation  of  the  LH 
from  the  anterior  lobe  of  the  pituitary. 
Its  actions  are  as  follows: 

(a)  Together  with  estrin  it  continues 
the  secretory  or  premenstrual  phase  of 
the  endometrium  and  prepares  it  for  the 
reception  and  embedding  of  the  fertilized 
ovum. 

(b)  It  is  essential  for  the  conservation 
of  early  pregnancy  before  the  placenta 
progestin  is  present. 

(c)  It  inhibits  the  contractions  of  the 
uterine  muscle  and  maintains  it  in  a state 
of  comparative  quiescence  during  preg- 
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nancy.  It  is  antagonistic  to  the  action  of 
estrin  and  pituitrin  in  their  effect  on  the 
uterus. 

(d)  It  stimulates  the  development  of 
the  mammary  gland  beyond  the  degree 
secured  by  estrogen,  the  chief  effect  being 
on  the  acini. 

(e)  It  is  probably  excreted  in  the  urine 
as  pregnanediol  glucuronide. 

(f)  When  supplied  it  can  prevent  estro- 
gen-withdrawal bleeding. 

(g)  Progesterone-withdrawal  bleeding 
occurs  with  a shorter  latent  period  than 
does  that  from  estrogen-withdrawal.  It 
may  be  delayed  by  estrogen  administra- 
tion. 

Chorionic  Gonadotropins 

Chorionic  Gonadotropins:  These  hor- 

mones are  derived  from  the  chorion  of  the 
placenta  in  the  pregnant  female.  Of  the 
female  hormones  in  general  use  today 
these  are  the  most  uncertain  in  their  ac- 
tion. The  common  preparations  come 
from  two  main  sources.  One  of  these 
sources  is  from  human  pregnant  urine. 
In  small  laboratory  animals  this  hormone 
causes  luteinization  and  sometimes  folli- 
cular growth  and  ovulation.  In  the  past 
year  or  two  Brown  and  Bradbury  from 
the  state  University  of  Iowa  have  stated 
that  the  effective  dose  of  this  hormone  is 
5 to  10,000  I.  U.  daily  which  will  produce 
a pseudo-pregnant  reaction  on  the  uterus. 
Those  of  you  who  have  used  this  prepara- 
tion will  realize  that  the  500  U.  ampule 
vial  which  is  the  usual  commercial  prepa- 
ration is  far  too  weak  and  thus  far  too  ex- 
pensive if  used  in  the  amounts  just  stated 
for  effectiveness.  The  second  of  the  cho- 
rionic gonadotropins  is  from  pregnant 
mares  serum.  In  monkeys  and  in  some 
humans  this  hormone  will  produce  folli- 
cular stimulation  and  ovulation  but  no 
luteinization.  In  women  who  normally 
ovulate  it  has  been  shown  that  40  to  60  U. 
“I.V.”  will  cause  ovulation.  However,  in 
women  who  are  “normally”  anovulatory 
the  hormone  does  not  produce  ovulation. 

Male  Hormones 

Male  hormones  are  either  natural  or 
synthetic.  Most  of  the  preparations  'on  the 
market  are  synthetic.  The  one  used  “I.M.” 
is  testosterone  propionate  and  the  one 
used  orally  is  methyl  testosterone.  These 
hormones  have  one  of  two  effects  in  the 
female.  They  either  counteract  the  estro- 
gen produced  by  the  ovary  or  they  in- 
hibit the  follicle  stimulating  hormone  of 


the  pituitary  thereby  decreasing  the  a- 
mount  of  estrogen  produced. 

Commercial  Preparations 

The  commercial  preparations  of  some  of 
the  hormones  mentioned  are  made  by 
many  different  companies,  each  company 
having  a different  name  for  the  same  or 
similar  hormone.  For  instance,  among  the 
estrogens  there  are  at  least  40  different 
preparations  with  almost  as  many  differ- 
ent names,  some  of  these  are  natural  es- 
trogens and  some  are  synthetic.  The  main 
synthetic  preparation  is  a stilbene  deriva- 
tive called  stilbestrol.  On  the  basis  of 
subjective  relief  in  the  menopause  under 
control  conditions,  Dr.  S.  Charles  Freed 
of  San  Francisco  states  that  the  oral  dos- 
ages of  the  following  estrogens  are  about 
equal  in  potency  to  1.0  mgm  of  stilbes- 
trol. Hexestrol  or  benzestrol  5 mgm. 
In  other  words  these  drugs  are  only  1/5 
as  notent  as  stilbestrol.  estrone,  estradiol 
and  estronesulfate  2.0  mgm.  In  other 
words  these  drugs  are  1/2  as  potent  as 
stilbestrol.  Ethinyl  estradiol  0.1  mgm. 
which  means  that  this  drug  is  10  times  as 
strong  as  stilbestrol.  At  similar  thera- 
peutic levels  these  drugs  are  about  1/2  as 
toxic  as  stilbestrol.  I have  purposely  not 
mentioned  the  comparative  doses  of  the 
injectable  estrogens  because  in  my  experi- 
ence it  is  the  rare  patient  who  cannot  be 
given  adequate  estrogen  therapy  by 
mouth. 

Of  the  commercial  progesterone  prepa- 
rations there  are  about  10  which  may  be 
given  “I.M.”  and  perhaps  1/3  that  number 
which  may  be  given  orally.  The  oral 
preparations  mgm  for  mgm  are  only  a- 
bout  1/5  as  effective  as  the  “I.M.”  prep- 
arations. The  potent  “I.M.”  preparations 
are  all  put  up  in  oil.  There  are  aqueous 
solutions  of  corpus  luteum  extract  on  the 
market  but  the  quiescent  effect  that  these 
solutions  have  on  the  pregnant  uterus 
have  been  shown  by  Gardner  Riley  of  the 
University  of  Michigan  to  have  been  due 
to  the  chlorobutanol  used  as  a preserva- 
tive rather  than  to  any  effect  of  the  cor- 
pus luteum  in  the  solution.  Very  few  gy- 
necologists or  obstttricians  use  these  aque- 
ous preparations  for  any  purpose.  The 
chorionic  gonadotropins  also  have  many 
commercial  preparations  most  of  which 
with  the  same  I.  U.  Some  deteriorate 
rapidly  and  some  are  stable  indefinitely. 

Summary 

A summary  of  the  known  endocrine 
relations  concerned  in  ovarian  function 
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will  now  be  outlined. 

At  the  onset  of  puberty  and  menstrua- 
tion changes  are  begun  involving  the  an- 
terior pituitary,  the  ovary  and  the  uterus. 
The  factors  bringing  about  these  changes 
are  not  clearly  understood.  The  FSH  from 
the  anterior  pituitary  starts  the  ovarian 
follicle  to  ripening  and  incites  the  granu- 
losa cells  of  the  follicle  to  produce  estro- 
gen which  in  turn  initiates  the  growth 
phase  of  the  endometrium.  After  full  de- 
velopment of  the  follicle,  ovulation  oc- 
curs and  a corpus  luteum  is  developed 
from  the  ruptured  Graafian  follicle.  The 
LH  from  the  anterior  pituitary  luteinizes 
the  granulosa  cells  causing  them  to  pro- 
duce progesterone  which  together  with 
the  estrogen  causes  the  premenstrual  or 
secretory  phase  of  the  endometrium.  The 
follicular  hormone  increases  rather  stead- 
ily through  the  cycle  reaching  its  highest 
peak  just  before  menstruation.  Estrogen 
inhibits  the  production  of  the  FSH  of  the 
anterior  pituitary.  Consequently  as  the 
level  of  the  estrin  rises  in  the  blood  there 
is  a corresponding  decrease  in  the  secre- 
tion of  FSH  and  FH.  When  this  decrease 
in  the  amount  of  the  gonadotropic  hor- 
mone becomes  sufficiently  marked  that 
it  can  no  longer  maintain  a corpus  luteum, 
the  latter  undergoes  retrogression.  This 
results  in  a cessation  of  estrogen  produc- 
tion. The  sudden  withdrawal  of  estrogen 
and  progesterone  causes  a breaking  down 
of  the  built  up  endometrium  resulting  in 
the  flow  of  blood  and  debris  known  as 
menstruation.  The  decrease  of  estrogen 
in  the  blood  now  removes  the  inhibition 
on  the  anterior  pituitary  allowing  the 
basophilic  cells  to  produce  the  gonado- 
tropic hormone  again.  This  stimulates  a 
new  follicle  to  develop,  initiating  a new 
cycle.  This  description  is  when  pregnancy 
does  not  occur  in  that  cycle.  In  the  event 
that  pregnancy  does  occur  in  the  cycle 
the  pituitary  suppression  persists  and 
cyclic  activity  is  held  in  abeyance 
throughout  the  pregnancy.  The  corpus 
luteum  continues  to  enlarge  and  its  hor- 
mone, together  with  estrin,  prepares  the 
endometrium  for  the  reception  of  the  fer- 
tilized ovum.  Thus,  in  pregnancy  a new 
factor  is  introduced,  namely  the  placenta. 
The  placenta  has  been  shown  to  have  a 
very  important  source  of  estrogen  and  of 
gonadotropic  hormone  sometimes  called 
anterior  pituitary-like  hormone  (APL)  or 
chorionic  gonadotropin.  The  placenta  al- 
so produces  progesterone  taking  over  its 
production  after  the  third  month  of  preg- 


nancy. The  amount  increases  up  to  the 
end  of  the  ninth  month. 

Endocrine  Therapy  in  Obstetrical 
Conditions 

In  threatened  and  habitual  abortion:  It 
is  believed  that  a good  many  of  the  so 
called  “habitual  aborters,”  i.  e.,  women 
who  have  had  3 or  more  spontaneous  a- 
bortions,  have  their  abortions  because  of 
an  abnormal  ovum  or  from  abnormal  en- 
docrine balance.  Since  we  have  no  way 
of  telling  in  advance  to  which  of  these 
conditions  the  abortion  is  due  we  prefer 
to  treat  them  as  if  they  were  endocrine  in 
origin.  As  soon  as  these  patients  are 
known  to  be  pregnant  they  are  given  es- 
trogen in  the  form  of  stilbestrol  or  one 
of  the  natural  preparations  to  the  amount 
of  from  1 to  5 mgm  daily  by  mouth.  They 
are  given  progesterone  in  the  amount  of 
10  mgm  “I.M.”  from  1 to  3 times  weekly 
until  the  end  of  the  fourth  month  and 
sometimes  longer.  If  the  patients  are  un- 
able to  come  to  the  office  for  “I.M.”  in- 
jections oral  progesterone  is  given  daily 
in  amounts  of  5 to  20  mgm.  This  medica- 
tion is  expensive.  In  addition,  these  pa- 
tients are  usually  given  small  doses  of 
thyroid  even  though  their  BMR  is  normal 
and  if  the  BMR  should  be  subnormal  the 
thyroid  is  given  to  tolerance.  Also  a good 
many  of  these  patients  were  formerly 
placed  on  vitamin  “E,”  using  from  30  to 
100  mgm.  per  day.  This  particular  therapy 
is  still  on  an  empirical  basis.  Its  action  in 
preventing  abortions  has  been  shown  on 
rats  but  not  definitely  on  the  human.  Its 
efficacy  is  uncertain.  I have  mentioned 
the  work  of  Brown  and  Bradbury  regard- 
ing chorionic  gonadotropins.  In  the  dos- 
ages that  they  used,  5 to  10,000  U per  day, 
they  were  able  to  produce  a definite  de- 
cidual reaction  of  the  endometrium.  If 
this  hormone  becomes  available  at  a price 
which  is  not  prohibitive  and  in  a much 
more  concentrated  form  than  is  now  avail- 
able, it  stands  a good  chance  of  having  a 
very  beneficial  effect  on  patients  subject 
to  habitual  abortion. 

Threatened  Abortion 

During  the  early  months  of  pregnancy, 
patients  who  begin  to  have  uterine 
cramps  with  or  without  small  amounts  of 
bleeding  may  be  treated  in  much  the 
same  way  as  that  described  for  habitual 
abortion.  In  addition  to  the  methods  de- 
scribed, sedation  and  bedrest  are  pre- 
scribed until  several  days  after  the  bleed- 
ing and  cramping  have  ceased.  Activity 


426 


The  Journal  of  the  Kentucky  State  Medical  Association  [Sept.,  1950 


is  then  resumed  very  gradually.  If  abor- 
tion again  threatens  the  procedure  is  re- 
peated. 


Stilbestrol 


Stilbestrol  therapy  in  habitual  abortion, 
threatened  abortion,  and  premature  la- 
bors. 


The  dosage  of  stilbestrol  in  these  condi- 
tions is  still  on  an  empirical  basis.  We 
have  been  using  the  following  dose  sched- 
ule for  about  one  year: 

4-6  weeks  gestation — stilbestrol  5.0  mg. 
every  night. 

6-10  weeks  gestation — stilbestrol  5.0  mg. 

B.  I.  D. 


10-14  weeks  gestation — stilbestrol  5.0  mg. 
T.  I.  D. 


14-18  weeks  gestation — stilbestrol  5.0  mg. 
Q.  I.  D. 

18-22  weeks  gestation — stilbestrol  25.0 

mg.  daily 


22-26  weeks 
mg.  daily 
26-30  weeks 
mg.  daily 
30-34  weeks 
mg.  daily 
34-38  weeks 
mg.  daily 


gestation — stilbestrol  35.0 
gestation — stilbestrol  50.0 
gestation — stilbestrol  100.0 
gestation — stilbestrol  150.0 


If  bleeding  or  cramping  occurs,  then 
stilbestrol  is  given  as  follows: 


Stilbestrol  25.0  mg.  every  15  minutes  for 
6 doses 


Stilbestrol  25.0  mg.  every  30  minutes  for 
6 doses 


Stilbestrol  25.0  mg.  every  60  minutes  for 

6 doses 

or  until  bleeding  and  cramping  stop. 
Then  100  mg.  per  day  for  3 or  4 days,  af- 
ter which  the  usual  dose  is  gradually  re- 
sumed. This  therapy  is  proving  more  sat- 
isfactory than  the  progesterone  and  small 
dose  stilbestrol  regime. 

White  and  Hunt  made  intensive  inves- 
tigations regarding  endocrine  imbalance 
in  pregnant  diabetics.  They  have  shown 
that  about  70%  of  the  diabetic  patients 
have  an  imbalance  among  their  female 
hormones.  In  an  attempt  to  treat  these 
patients  they  have  advised  using  stilbes- 
trol and  progesterone  in  very  large  a- 
mounts.  Stilbestrol  is  given  in  amounts 
of  40  to  120  mg.  daily.  This  drug  is  ob- 
tainable in  25  mg.  tablets.  Oral  progester- 
one is  given  in  amounts  of  from  10  to  40 


mg.  daily.  In  a controlled  group  where 
endocrine  imbalance  was  found  there  was 
only  42%  fetal  survival.  In  a treated 
group  which  had  an  abnormal  balance 
and  which  was  given  estrogen  and  pro- 
gesterone the  .fetal  survival  was  87% 
White  and  Hunt  advised  normal  delivery 
in  the  normal  group  and  casarean  section 
in  tht  group  with  the  hormone  imbalance. 

Frigidity 

It  is  my  belief  that  most  cases  of  frigid- 
ity are  due  either  to  a lack  of  education 
regarding  sexual  matters  or  to  psychic  in- 
hibitions. Numerous  authors  have  shown, 
however,  that  in  addition  to  education 
and  in  some  instances  psychiatric  therapy 
that  there  is  a group  of  patients  who  bene- 
fit by  endocrine  therapy.  In  some  of  the 
papers  published  the  reader  is  left  in 
doubt  as  to  whether  or  not  the  endocrine 
therapy  may  not  really  have  been  psychic 
therapy.  Nevertheless,  the  hormones  used 
are  two  in  number.  Estrogens  which 
are  given  to  help  promote  the  develop- 
ment of  secondary  sex  characteristics  if 
they  be  underdeveloped,  to  promote  the 
growth  of  the  uterus  if  it  is  infantile,  and 
to  promote  the  thickness  of  the  vagina. 
Some  men  believe  that  estrogen  has  a 
definite  anti-frigidity  effect.  The  other 
hormone  is  testosterone.  It  has  never 
been  adequately  explained  to  me  why 
male  hormones  would  help  to  overcome 
frigidity  in  the  female.  Nevertheless,  in 
some  cases  it  seems  to  have  this  effect. 
It  may  be  given  orally  using  methyl  tes- 
tosterone but  is  not  usually  given  this 
way.  Its  usual  use  is  through  implanta- 
tion beneath  the  fascia  lata  of  crystalline 
pellets  of  testosterone  propionate.  Also, 
it  may  be  given  by  “I.M.”  injections  in 
doses  of  25  mg.  from  1 to  3 times  weekly. 
This  total  monthly  dose  by  any  route 
should  never  exceed  250-300  mg.  If  this 
dose  is  exceeded  the  patient  will  begin  to 
have  voice  changes  and  hirsutism.  The 
administration  of  male  hormone  may 
have  an  inhibitory  effect  on  the  menstru- 
al cycle  if  given  in  large  doses. 

Sieriliiy 

The  best  hormone  for  use  in  the  treat- 
ment of  sterility  is  thyroid.  Of  course, 
before  beginning  endocrine  therapy  on  a 
patient  complaining  of  infertility  various 
investigations  should  be  made  in  an  at- 
tempt to  determine  the  cause.  These  in- 
vestigations include  complete  history  and 
physical  examination,  studies  made  to  de- 
termine whether  or  not  ovulation  is  tak- 
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ing  place.  Rubin  tests  should  be  done  to 
determine  the  patency  of  the  Fallopian 
tubes,  the  BMR  is  run,  the  Huhner  test 
may  be  of  advantage,  the  husband’s  se- 
men must  be  examined,  the  vaginal  acid- 
ity should  be  determined  and  in  some  oth- 
er cases  other  diagnostic  measures.  If,  up- 
on the  basis  of  these  findings  it  is  decided 
that  hormonal  therapy  will  be  to  advan- 
tage, the  patient  should  be  started  on 
thyroid  medication  even  if  the  BMR  is 
within  normal  limits.  It  may  be  started 
at  one  half  grain  USP  thyroid  per  day 
and  increased  or  decreased  as  the  pa- 
tient’s tolerance  permits.  If  these  pa- 
tients are  not  ovulating  there  is  a possi- 
bility of  producing  ovulation  through  the 
use  of  a gonadotropic  hormone  such  as 
has  been  mentioned.  These  are  given  in 
the  first  half  of  the  cycle  usually  on  the 
7-9-11-13  days  giving  10  U “I.M.”  at  each 
of  the  first  3 doses  and  20  U “I.M.”  or 
“I.V.”  for  the  last  dose. 

With  treatment,  ovulation  may  occur 
within  24  to  48  hours  after  the  last  dose. 
As  we  have  mentioned  above  this  particu- 
lar hormone  is  very  ineffective  in  women 
who  do  not  ovulate.  A course  of  treatment 
may  be  given  for  three  months  and  then 
should  be  discontinued  for  three  months 
when  it  may  be  tried  again.  Estrogens 
are  used  to  try  to  raise  the  patient’s  fer- 
tility status.  The  doses  should  be  small, 
as  small  doses  are  said  to  stimulate  the 
anterior  pituitary  while  large  doses  will 
depress  the  pituitary  and  ovulation  will 
not  take  place.  Some  men  use  the  chori- 
onic gonadotropic  hormone  in  the  last 
half  of  the  cycle  on  the  theory  that  per- 
haps ovulation  has  occurred  but  that 
there  is  not  sufficient  stimulation  to  pro- 
gestational changes  which  are  necessary 
for  the  implantation  of  the  ovum.  Some 
sterility  patients  are  sterile  because  their 
menstrual  periods  are  not  frequent  e- 
nough  or  too  frequent.  Sometimes  these 
patients  can  be  brought  through  a normal 
regular  menstrual  cycle  through  the  use 
of  progesterone  with  or  without  estrogen 
along  with  it.  If  the  estrogen  is  used  it 
is  begun  in  dosages  of  about  1/2  mgm 
stilbestrol  for  the  first  three  weeks  of 
the  cycle  and  then  progesterone  is  given 
during  the  last  one  half  of  the  cycle.  Up- 
on cessation  of  the  two  hormones  men- 
struation occurs  with  or  without  ovula- 
tion. Obviously  if  the  patient  has  not 
ovulated  she  cannot  become  pregnant  but 
several  months  of  this  therapy  may  in- 
duce her  to  begin  having  normal  ovula- 


tion cycles.  If  progesterone  alone  is  used 
10  mgm  may  be  given  “I.M.”  on  5 succes- 
sive days  at  any  time  during  the  estro- 
genic portion  of  the  cycle.  About  seventy 
two  hours  after  the  last  dose  of  proges- 
terone the  patient  will  have  what,  to  her, 
appears  to  be  a normal  menstrual  period. 
Twenty-one  days  following  the  onset  of 
this  induced  menstruation  the  progester- 
one cycle  is  again  given.  The  induced 
menstrual  period  will  again  occur.  This 
may  be  done  for  three  to  four  months  and 
then  discontinued  for  several  months  to 
see  if  the  patient  has  been  started  on  a 
cycle  of  her  own. 

Amenorrhea 

Primary  amenorrhea  due  to  agenesis  of 
the  ovary  has  no  treatment.  When  amen- 
orrhea is  due  to  pituitary  dysfunction 
menstruation  may  sometimes  be  induced 
through  the  use  of  thyroid  and  its  stimu- 
lating effect  on  the  pituitary  and  some- 
times through  the  use  of  APL,  although 
rarely. 

Here  again  a pseudo  menstruation  may 
be  induced  through  the  use  of  progester- 
one with  or  without  the  estrogen  as  al- 
ready described.  In  secondary  amenor- 
rhea the  patient  must  first  be  proved  to 
be  not  pregnant.  Tuberculosis  should  be 
searched  for.  Other  debilitative  systemic 
diseases  must  be  ruled  out.  This  haying 
been  done,  a pseudo  menstruation  may  be 
begun  by  the  method  outlined  in  the  hope 
that  normal  menstruation  will  follow  the 
induced  menstruation.  Dilatation  and 
currettment  of  patients  with  secondary 
amenorrhea  will  sometimes  result  in  the 
resumption  of  menstrual  cycles. 

Dysmenorrhea 

Secondary  dysmenorrhea  is  much  more 
easily  treated  than  the  primary  and  will 
therefore  be  discussed  first.  When  the 
dysmenorrhea  is  a result  of  P.I.D.  such 
as  salpingo-oophoritis  or  postabortal  in- 
fection, or  the  presence  of  a fibroid  tumor 
of  the  uterus  or  ovarian  cysts  or  cervical 
stenosis  and  other  pelvic  conditions,  the 
correction  of  the  abnormality  will  usually 
correct  the  dysmenorrhea.  At  the  time  of 
operation  for  any  of  these  conditions  one 
is  wise  to  perform  a dilatation  and  currett- 
ment at  the  same  time.  In  primary  dys- 
menorrhea any  treatment  is  usually  un- 
satisfactory. Some  of  these  patients  im- 
prove on  thyroid,  some  of  them  improve 
on  estrogen,  some  of  them  improve  on 
progesterone,  some  improve  on  androgens 
and  some  improve  by  correction  of  a re- 
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troverted  uterus.  Nearly  all  of  them  im- 
prove after  a pregnancy.  In  addition  to 
dilatation  and  currettment  and  suspension 
of  the  uterus  there  is  one  other  surgical 
procedure  which  will  cure  about  80%  of 
these  patients.  That  is  a presacral  neu- 
rectomy. 

The  easiest  endocrine  therapy  is  to 
give  estrogen.  If  a patient  is  given  a suf- 
ficiently large  dose  of  estrogen  during  the 
first  3 weeks  of  her  cycle  ovulation  will 
be  inhibited,  corpus  luteum  will  not  be 
formed  and  the  patient  will  have  a non- 
painful period.  This  is  due  to  the  fact 
that  she  has  had  an  anovulatory  cycle, 
but  certainly  is  not  the  answer  for  long 
continued  therapy. 

Functional  Uterine  Bleeding 

Most  patients  with  prolonged  and  pro- 
fuse menstrual  periods  bleed  from  an 
endometrium  which  is  hyperplastic  and 
which  shows  only  estrogen  stimulus  and 
which  does  not  show  that  ovulation  has 
taken  place  with  the  formation  of  a pro- 
gestational endometrium.  If  this  is  the 
case  bleeding  may  be  stopped  through 
the  use  of  progesterone  giving  10  mgm 
per  day  for  5 days  “I.M.”  at  which  time 
the  bleeding  will  usually  cease  for  2-4 
days.  The  patient  will  then  have  an  ap- 
parently normal  period  both  as  to  dura- 
tion and  amount  of  flow.  If  excessive 
bleeding  occurs  with  the  next  period, 
treatment  may  be  repeated.  Dilatation 
and  curettment  sometimes  will  cure  these 
patients  for  three  months  to  a year  or 
more.  If  these  patients  can  be  made  to  o- 
vulate  through  the  use  of  gonadotropic 
hormone  they  will  have  a normal  period 
following  the  ovulation.  Here  again  thy- 
roid is  probably  the  mainstay  and  after  a 
few  weeks  to  several  months  of  the  ad- 
ministration of  thyroid  many  of  the  pa- 
tients will  begin  to  ovulate  and  have  nor- 
mal menstrual  periods.  There  is  a group 
of  patients  who  have  menorrhagia  with 
prolonged  profused  periods  who  do  not 
bleed  as  a result  of  endometrial  hyper- 
plasia. Endometrial  biopsy  or  currette 
scrapings  will  reveal  irregular  shedding 
of  a progestational  endometrium.  These 
patients  are  probably  best  treated  fby  di- 
latation and  currettment,  also  sometimes 
they  improve  on  thyroid  medication 
which  is  well  worth  a try.  Functional 
uterine  bleeding  may  frequently  be  con- 
trolled through  the  “I.M.”  injections  of 
testosterone  propionate  in  doses  of  25 
mgm  per  day  for  three  days. 


Endometriosis 

Endometriosis  which  has  been  treated 
by  removal  of  the  ovaries  thereby  caus- 
ing an  artificial  or  surgical  menopause 
should  not  be  treated  with  estrogens.  The 
estrogen  therapy  which  is  sometimes  used 
in  these  patients  only  serves  to  reactivate 
the  implants  of  endometrium  which  re- 
main after  operation.  This  surgical  men- 
opause can  be  treated  either  with  seda- 
tion or  can  be  treated  with  male  sex  hor- 
mone using  methyl  testosterone  by 
mouth,  one  10  mgm  tablet  per  day  or 
every  other  day,  or  testosterone  propion- 
ate “I.M.”  from  10-20  mgm  per  week. 

Non-Operaiive  Endometriosis 

Non-operative  endometriosis  may  be 
improved  temporarily  by  giving  male 
hormone  to  suppress  the  stimulation  of 
the  endometrial  implants.  Karnaky  re- 
ports treating  endometriosis  in  the  fol- 
lowing manner:  Diagnosis  is  made,  pref- 
erably by  biopsy,  patient  is  started  on 
stilbestrol  1 mg.  every  night  for  1 week, 
then  2 mg.  daily  for  one  week.  The  dos- 
age is  progressively  raised  until  the  pa- 
tient is  taking  25  mg.  daily.  If  bleeding 
occurs,  the  dose  is  immediately  increased 
until  bleeding  stops.  Treatment  is  con- 
tinued for  six  to  twelve  months  during 
which  time  the  patient  has  no  normal 
menses  and  perhaps  no  bleeding  at  all. 
The  large  doses  of  stilbestrol  apparently 
suppress  the  FSH  from  the  pituitary  and 
the  ovaries  become  temporarily  atrophic. 
The  endometrial  implants  regress  and 
fade  away.  Menses  are  resumed  two  to 
four  months  after  discontinuing  therapy. 
This  gives  the  patient  who  is  infertile  be- 
cause of  endometriosis,  a chance  to  be- 
come pregnant  and  avoids  radical  surgery. 
In  the  only  two  patients  on  whom  this 
treatment  has  been  tried  by  me,  bleeding 
began  and  continued,  even  on  several 
hundred  milligrams  per  day,  until  I final- 
ly stopped  the  drug. 

Menopause 

There  is  some  variation  of  opinion  as 
to  the  manner  of  use  of  estrogen  therapy 
in  the  menopause.  One  school  of  thought 
maintains  that  women  in  the  menopause 
should  be  given  a sufficient  amount  of 
estrogen  hormone  to  keep  them  comfor- 
table and  to  maintain  a thick  vaginal 
mucosa  over  a period  of  years.  The  other 
school  of  thought  is  that  these  patients 
should  not  be  given  estrogen  over  a period 
of  longer  than  three  weeks  before  a rest 
period  of  from  one  to  two  weeks  is  insti- 
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tuted.  I think  that  the  presence  or  ab- 
sence of  the  uterus  should  be  taken  into 
consideration  by  both  schools  of  thera- 
pists. If  the  uterus  is  present,  continuous 
or  even  intermittent  estrogen  therapy  will 
sooner  or  later  cause  uterine  bleeding  in 
the  menopausal  period.  If  bleeding  does 
occur  it  is  absolutely  necessary  for  the 
physician  to  determine  whether  the  bleed- 
ing is  due  to  some  genital  carcinoma  or 
whether  it  is  estrogen  bleeding  from  the 
treatment.  Of  women  who  bleed  during 
the  menopause  and  are  not  on  estrogen 
therapy  35  to  50%  are  proved  to  have 
carcinoma  of  the  endometrium,  carcinoma 
of  the  cervix  or  some  other  genital  tract 
carcinoma.  Therefore,  if  the  uterus  is 
present  and  the  patient  is  given  estrogen 
therapy  and  the  patient  bleeds  she  must 
have  a diagnostic  dilatation  and  currett- 
ment  to  rule  out  the  possibility  of  cancer. 

If  the  estrogen  therapy  is  continued  and 
the  bleeding  recurs  it  is  again  the  re- 
sponsibility of  the  physician  to  determine 
the  cause  of  the  bleeding.  If  a hysterec- 
tomy has  been  done  for  some  reason  this 
troublesome  bleeding  does  not  occur  and 
estrogen  may  be  given  much  more  freely 
and  safely  in  the  menopausal  period.  Es- 
trogen therapy  if  frequently  given  to  wo- 
men who  are  menstruating  regularly  but 
are  nervous,  easily  upset,  with  some  di- 
gestive disturbances,  insomnia,  etc.  these 
patients  are  told  that  they  are  in  the  men- 
opause. As  long  as  women  are  menstruat- 
ing regularly  and  normally  they  are  not 
in  the  menopause  and  the  ovaries  are 
functioning  satisfactorily. 

It  is  not  necessary  to  give  such  a pa- 
tient estrogen  in  any  form.  Rather  she 
requires  intensive  examination  in  an  at- 
tempt to  determine  the  cause  of  her  symp- 
toms. If  found  to  be  organic,  proper  treat- 
ment should  be  instituted.  If  found  to  be 
functional  the  facts  should  be  explained 
to  the  patient  and  she  may  be  given  some 
mild  sedative  but  not  estrogen.  Male  sex 
hormone  may  be  used  in  the  menopause 
to  help  eliminate  the  annoying  hot  flash- 

-o 

There  are  433  approved  schools  for  medical 

technologists  at  the  present  time,  according  to 
a recent  report  of  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical 
Association.  This  represents  an  increase  of  50 
since  the  last  report.  Candidates  for  admis- 
sion to  these  schools  should  be  able  to  fulfill 
the  following  requirements,  which  are  the  re- 


es,  nervousness  etc.  Methyl  testosterone 
may  be  given  by  mouth  in  10  mgm  doses 
every  2nd  or  3rd  day.  Testosterone  pro- 
pionate may  also  be  given  by  injection  of 
10  to  25  mgm  once  or  twice  weekly.  A 
good  many  patients  in  the  menopause 
will  do  just  as  well  with  mild  sedation  as 
they  will  with  a more  expensive  and 
more  complicated  estrogen  therapy. 

Senile  Vaginitis  and  Kraurosis  Vulvae 

In  these  allied  conditions  the  vulva  is 
atrophic  as  is  the  vaginal  mucous  mem- 
brane. Small  doses  of  stilbesterol  1/10  to 
1/4  mgm.  per  day  may  be  given  to  build 
up  the  vaginal  mucous  membrane  so  that 
it  will  lose  its  thin  shiny  appearance  and 
will  become  thickened  and  more  velvety. 
As  this  effect  occurs  on  the  mucous  mem- 
brane of  the  vagina  and  labia  the  itching 
and  burning  of  the  senile  vaginitis  and 
kraurosis  gradually  diminish  and  disap- 
pear. The  therapy  should  be  intermittent 
using  it  for  three  to  four  weeks  then  dis- 
continuing it  for  one  to  two  weeks  then 
resuming  again.  Here  again  the  possibili- 
ty of  causing  bleeding  from  the  uterus 
must  be  borne  in  mind.  If  it  occurs  the 
cause  of  the  bleeding  must  be  definitely 
determined. 

There  are  wide  variations  of  opinion 
among  the  men  doing  obstetrics  and  gyne- 
cology as  to  the  efficacy  of  some  of  the 
hormones  that  have  been  discussed  and 
also  as  to  their  proper  dosages  and  indi- 
cations. Of  the  hormones  that  have  been 
discussed  those  having  the  most  specific 
action  are  thyroid,  estrogen  and  proges- 
terone. The  development  of  these  various 
drugs  is  proceeding  year  by  year  and  a 
little  knowledge  of  their  effects  and  in- 
dications is  slowly  being  added.  When 
endocrine  therapy  is  given  on  proper  in- 
dication with  correct  diagnosis  and  un- 
derstanding of  the  principles  involved  it 
can  be  well  worth  while.  Endocrines  ad- 
ministered on  a hit  or  miss  basis  are  worse 
than  useless. 


cently  “revised  Essentials  of  an  Acceptable 
School  for  Medical  Technologists”:  Two  years, 
(60  semester  hours)  of  college  work  in  a col- 
lege accredited  by  a recognized  standardizing 
association  including  the  following  sciences: 
12  semester  hours  Biology,  1 year  general  in- 
organic chemistry,  3 semester  hours  of  quanti- 
tative analysis,  or  organic  chemistry. 
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ASPHYXIA  NEONATORUM 

John  L.  Keyes,  M.  D. 

LEXINGTON 


The  total  infant  mortality  in  the  first 
day  of  life  in  the  United  States  is  more 
than  110,000  yearly  and  it  is  safe  to  say 
that  more  infants  die  in  the  first  fifteen 
minutes  after  birth  than  in  any  single 
month  thereafter.  The  prime  factor  in  in- 
fant death  in  this  first  day  of  life  is  as- 
phyxia. It  is  not  possible  to  estimate  the 
morbidity,  but  recent  investigations  have 
shown  it  to  be  enormous. 

Asphyxia  is  a clinical  phenomenon.  In 
the  severe  form  of  this  disorder  the  blood 
is  almost  depleted  of  oxygen,  there  is  an 
increase  in  the  partial  pressure  of  carbon 
dioxide,  and  there  is  a sharp  rise  in  the 
blood  lactic  acid.  While  these  changes  in 
the  lactic  acid,  pH,  and  carbon  dioxide 
tension  are  marked,  it  should  be  remem- 
bered that  they  are  entirely  secondary 
and  that  the  primary  [blood  chemical 
change  in  asphyxia  is  an  extreme  reduc- 
tion in  the  oxygen  content  of  the  blood. 

Etiology 

The  cause  of  the  asphyxia  may  be  cen- 
tral or  peripheral.  Some  of  the  conditions 
causing  asphyxia  may  be  listed  as  intra- 
uterine compression  or  twisting  of  the 
cord,  knot  formation,  prolapse,  rupture, 
and  marginal  insertion;  placenta  previa 
or  premature  separation  of  the  normally 
implanted  placenta;  tetanic  contraction  of 
the  uterus  with  ischemia  of  the  placental 
site;  toxemias  of  pregnancy;  severe  car- 
diac, renal  or  pulmonary  disease  of  the 
mother;  cerebral  hemorrhage  in  the  new- 
born; prematurity;  malformations  of  the 
cardio-respiratory  apparatus;  anything 
causing  a marked  lowering  of  blood  pres- 
sure in  the  mother  such  as  sensitivity  to 
sulfa  drugs;  and  lastly,  the  aspiration  of 
mucus  or  of  amniotic  fluid.  Cerebral 
hemorrhage  and  prematurity  are  the  two 
most  common  causes. 

Prevention 

The  prevention  and  treatment  of  as- 
phyxia fall  on  the  obstetrician,  the  nurse 
on  duty  with  the  patient  during  labor, 
and  the  pediatrician.  Prevention  calls  for 
good  prenatal  care  and  management  of 
labor,  great  care  in  the  employment  of 
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sedatives,  and  the  avoidance  of  oxygen 
deficiency  during  anesthesia.  Emphasis 
must  be  placed  on  the  carrying  out  of  a 
rigid  resuscitative  care  immediately  after 
birth.  The  problem  of  treating  neonatal 
asphyxia  in  no  small  measure  revolves 
around  the  many  faulty  practices  which 
are  widespread — among  these  may  be 
listed  the  following:  swinging  the  baby, 
dilating  the  sphincter,  spanking,  dousing 
with  ether,  hot  and  cold  tubs,  and  all  other 
forms  of  external  stimulation.  Because  of 
the  danger  of  brain  hemorrhage  it  is  self- 
evident  that  to  hold  a baby  head  down  is 
exactly  the  wrong  thing  to  do. 

Diagnosis 

The  diagnosis  of  impending  fetal  as- 
phyxia is  best  made  by  the  recognition  of 
alterations  in  the  fetal  heartbeat.  The 
nurse  on  duty  with  the  patient  during 
labor  should  check  the  heartbeat  at  regu- 
lar intervals  and  report  any  abnormality 
to  the  obstetrician.  These  signs  are  gen- 
erally of  practical  value  only  in  the  sec- 
ond stage  of  labor,  or  the  stage  of  in- 
creased pressure  on  the  descending  ver- 
tex. A persistent  alteration  in  the  fetal 
heart  rate,  with  100  and  160  as  arbitrary 
limits,  is  probably  the  most  satisfactory 
index  of  impending  intrauterine  asphy- 
xia. The  persistence  of  this  sign  is  em- 
phasized because  of  the  normal  rate  vari- 
ations in  relation  to  the  uterine  contrac- 
tions. If,  in  addition  to  an  alteration  in 
rate,  there  is  irregularity  in  rhythm,  the 
situation  becomes  more  urgent.  A second 
sign,  to  which  much  importance  is  at- 
tributed, consists  in  the  antepartum  pas- 
sage of  meconium  in  a vertex  presenta- 
tion, on  the  theory  that  profound  as- 
phyxia is  associated  with  increased  peri- 
stalsis and  with  abolition  of  the  reflexes 
controlling  muscle  tonus,  wherein  the 
anal  sphincter  is  normally  the  last  to  suc- 
cumb. Goodall  determined  experimental- 
ly that  it  requires  twenty  to  thirty  min- 
utes for  meconium  to  be  diffused  through 
the  amniotic  fluid.  Therefore,  if  it  signi- 
fies fetal  distress,  its  appearance  at  the 
outlet  reflects  either  a transient  embar- 
rassment to  the  child  which  has  corrected 
itself,  or  else  a grave  degree  of  impend- 
ing asphyxia  which  would  have  been 
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manifested  in  the  fetal  heart  rate  at  an 
earlier  stage.  Where  one  or  both  of  these 
signs  are  present  it  requires  good  judg- 
ment on  the  part  of  the  obstetrician  to  de- 
termine the  mode  of  treatment  to  follow. 
Undue  efforts  to  hasten  delivery  in  many 
cases  would  carry  the  operator  far  from 
the  practice  of  conservative  obstetrics. 

Causative  Drugs 

The  role  of  analgesia  and  anesthetics  in 
the  production  of  asphyxia  will  never  be 
settled  to  everyone’s  satisfaction.  Mor- 
phine depresses  respiratory  volume  by 
lowering  the  responsiveness  of  the  breath- 
ing center  to  the  CO.,  normally  present  in 
the  blood.  Demerol,  which  is  being  wide- 
ly used  at  present,  seems  to  be  less  de- 
pressing to  the  baby.  Barbiturates  in  ex- 
cess abolish  the  normal  mechanism  of  res- 
piratory control,  and  breathing  is  main- 
tained only  by  the  precarious  stimulus  of 
anoxemia.  Kotz  and  Kaufman  state  that 
sedatives  and  general  anesthetics  in  any 
amount  ’ncrease  the  incidence  of  asphy- 
xia in  the  infant  in  direct  proportion  to 
the  dose  of  the  sedative  or  the  duration  of 
the  general  anesthetic.  Lund  studied  the 
relation  of  various  inhalation  anesthetics 
and  analges’c  to  asphyxia  neonatorum. 
He  found  that  nitrous  oxide,  ethylene, 
and  cyclopropane  did  not  seem  to  influ- 
ence the  incidence  of  asphyxia  neonator- 
um when  used  as  analgesic  agents  and 
that  nitrous  oxide,  if  properly  adminis- 
tered, could  be  given  over  long  periods 
without  significant  effect  on  the  infant. 
On  the  other  hand,  cyclopropane  and  oth- 
er agents  caused  an  increase  in  the  inci- 
dence of  asphyxia  if  used  in  concentra- 
tions sufficient  for  anesthesia  in  opera- 
tive delivery,  and  the  incidence  of  as- 
phyxia varied  directly  as  the  duration  of 
such  anesthetic. 

Blood  Studies 

Eastman  has  conducted  blood  studies 
upon  the  mother  and  fetus  relative  to  the 
effect  of  the  common  inhalation  anesthet- 
ics, and  makes  the  following  deductions: 
chloroform  has  little  or  no  effect  on  the 
oxygen-saturation  of  fetal  blood,  but  is 
not  recommended  on  account  of  its  well- 
known  toxic  influence  on  the  mother. 
Ether  causes  a slight  depression  in  the 
oxygen-saturation  quotient,  but  in  ordi- 
nary dosage  is  not  productive  of  serious 
anoxem.a.  Nitrous  oxide  and  oxygen 
vary  somewhat  with  the  ratios  em- 
ployed, but  an  85  to  15  mixture  for  periods 
of  five  minutes  or  less  causes  a moderate 


degree  of  fetal  anoxemia,  which,  however, 
does  not  appear  harmful  to  full  term  chil- 
dren. A mixture  of  90  to  10  for  five  min- 
utes results  in  a marked  anoxemia  in  1 
out  of  3 cases.  If  the  optimum  concentra- 
tion of  85  to  15  proves  insufficient  for 
satisfactory  relaxation,  it  is  safer  to  add 
ether  to  the  mixture  than  to  raise  the  gas- 
oxygen  ratio.  The  importance  of  judi- 
cious anesthesia  cannot  be  overempha- 
sized. All  prematures  should  be  delivered 
with  some  form  of  block  or  local  anes- 
thesia. It  is  also  important  that  little  or 
no  sedatives  be  given  to  mothers  during 
labor  when  prematurity  is  a factor.  Since 
many  prematures  have  little  to  go  on 
anyway  the  depressing  action  of  drugs 
given  the  mother  may  ruin  any  slight 
chance  the  infant  had  for  survival.  Low 
forceps  with  enisiotomy  has  proven  to  be 
the  safest  method  of  delivery  of  prema- 
tures. Teel  states  the  case  of  analgesics 
in  these  words,  “When  administered  in 
moderate  doses,  in  a well  equipped  hos- 
pital, and  by  a physician  familiar  with 
their  limitations,  analgesic  drugs  do  not 
increase  the  still-birth  and  neonatal  death 
rates  in  mature  infants.”  This  probably 
reflects  the  opinion  and  the  experience 
of  most  obstetricians. 

Physiological  Causes 

The  physiological  basis  of  asphyxia  is 
outlined  by  Henderson  as  follows:  The 
fetus  is  apneic  in  utero  because  the  blood 
is  too  well  oxygenated  to  stimulate  the 
respiratory  center.  The  cutaneous  im- 
pulse from  the  surrounding  air  at  birth 
induces  the  first  respiration  and  even  up- 
on this  minor  degree  of  pulmonary  exer- 
tion the  vagi  carry  the  impulse  to  the 
respiratory  center  normally  establishing 
the  reflex.  In  many  conditions,  atelec- 
tasis, intracranial  hemorrhage  with  in- 
creased pressure,  diminished  circulatory 
interchange  to  the  vital  centers,  and  in- 
creased lactic  acid  in  the  blood,  the  res- 
piratory mechanism  is  particularly  inex- 
citable.  Whether  to  give  COL,  or  pure  oxy- 
gen in  asphyxia  is  a debatable  question. 
Henderson  admits  that  there  is  an  excess 
of  CO.,  in  the  asphyxiated  newborn  but 
states  that  in  long  labors  the  respiratory 
center  of  the  brain  is  dulled  by  compres- 
sion and  the  reduction  of  blood  supply. 
Even  the  increased  CO.,  of  the  asphyxiat- 
ed baby  is  not  sufficient  to  start  respira- 
tion. Therefore,  even  greater  quantities 
should  be  given.  Eastman  and  Kreisel- 
man  challenge  the  whole  idea  and  stress 
the  essential  identity  of  apnea  at  birth 
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with  the  clinical  picture  of  anoxia.  In- 
duced anoxemia  and  birth  apnea  show  an 
identical  picture  of  loss  of  consciousness, 
cessation  of  respiration,  slowing  of  the 
heart  rate,  fall  in  blood-pressure,  shock, 
muscular  flaccidity,  and  relaxation  of  the 
sphincter.  They  state  that  the  inhalation 
of  pure  oxygen  is  uniformly  indicated.  In 
an  earlier  study,  the  same  authors  stated 
that  resuscitation  with  pure  oxygen  pro- 
duced breathing  of  a more  normal  rate 
and  amplitude  than  that  induced  by  C02, 
which  they  termed  convulsive,  shallow 
and  irregular. 

Whether  the  human  fetal  lung  is  atelec- 
tatic until  birth  is  a question  which  has 
been  debated  for  years.  Some  have  main- 
tained that  due  to  intrauterine  respira- 
tory movements,  the  amniotic  fluid  enters 
the  lung  and  may  assist  in  dilating  the 
alveoli  in  the  preparation  for  air  breath- 
ing. Zettleman  has  demonstrated  that 
initial  fetal  atelectasis  persists  until  birth. 
He  did  this  by  clamping  the  trachea  of 
stillborn  infants  immediately  after  birth 
and  sectioning  the  lungs  after  they  were 
fixed.  We  may  say  that  the  experimental 
evidence  available  at  the  present  time 
seems  to  indicate  that  fetuses  are  apneic 
during  the  greater  part  of  gestation,  and 
that  fetuses  whose  oxygen  requirements 
are  adequately  met  are  apneic  until 
birth. 

According  to  Brennemann,  in  intrauter- 
ine life  the  child’s  lungs  are  atelectatic. 
Twenty  minutes  after  birth  there  is  a 17 
c c air  capacity,  and  from  3 to  6 hours  af- 
ter birth  the  capacity  is  36  c.  c.  Normally 
it  is  several  days  before  the  lungs  have 
completely  expanded.  This  is  a fact  not 
generally  recognized.  The  expansion  be- 
comes complete  first  in  the  anterior  bor- 
ders and  apices.  The  paravertebral,  cen- 
tral, and  posterior  portions  are  the  slow- 
est to  expand. 

The  problem  of  a safe  and  sure  method 
for  the  resuscitation  of  the  newborn  re- 
quires serious  thought.  Numerous  drugs, 
respirators,  and  resuscitators  have  been 
used. 

Results  of  Respiratory  Stimulants 

Ti  Lim  and  Snyder  undertook  investi- 
gation in  an  attempt  to  determine  the  ef- 
fect upon  the  normal  newborn  infant  of 
various  respiratory  stimulants,  including 
alpha  lobeline,  coramine,  metrazol,  caf- 
feine, and  cyanide.  Newborn  rabbits  were 
used.  In  order  to  record  kymograph  trac- 
ings of  the  rate  and  depth  of  respiratorv 


movements,  the  entire  body  of  the  ani- 
mal below  the  neck  was  enclosed  in  a 
small  plethysmograph,  connected  with  a 
recording  tambour.  The  animal  was 
placed  on  its  back  in  horizontal  position 
with  arms  and  legs  fastened  to  a rigid 
board.  The  external  jugular  vein  was 
readily  exposed  for  injection,  and  the 
drugs  were  administered  intravenously 
by  a syringe  with  graduations  of  0.01  c.  c. 
Control  injections  of  Ringer’s  solution 
were  made  throughout.  The  rate  of  in- 
jection was  rapid,  the  injection  being 
completed  within  a minute.  They  arrived 
at  the  following  conclusions: 

1.  In  the  newborn  rabbit  significant 
stimulations  of  respiration  were  difficult 
to  demonstrate  following  alpha-lobeline, 
coramine,  or  caffeine,  and  following  met- 
razol or  cyanide  the  slight  stimulation 
was  transient,  lasting  less  than  a minute. 

2.  A considerable  hazard  involved  in 
the  use  of  these  drugs  was  found  to  be 
the  narrow  range  between  the  dosage 
which  affected  respiration  and  that  which 
caused  convulsions.  Two  or  three  times 
the  effective  dose  usually  resulted  in  con- 
vulsions in  animals  which  had  received 
pentobarbital  premedication.  The  full  ex- 
tent of  injury  wrought  by  certain  of  these 
substances  may  be  revealed  only  after  a 
delay  of  several  hours  following  injec- 
tion. 

3.  Injury  resulting  in  death  frequently 
followed  convulsions  which  occurred  af- 
ter alpha-lobeline,  coramine,  and  caffeine. 
Survival  occurred  after  metrazol  and  cy- 
anide despite  the  occurrence  of  convul- 
sions. 

4.  The  present  experiment  lends  no  sup- 
port to  the  use  of  alpha-lobeline,  cora- 
m'ne,  caffeine,  metrazol  or  cyanide  in  the 
resuscitation  of  the  newborn  infant. 

Mousel  and  Essex  in  working  with  these 
drugs  have  found  that  not  only  are  they 
of  no  value  in  stimulating  respiration  and 
circulation  when  these  centers  are  de- 
pressed, but  they  actually  increase  the 
depression,  often  cause  convulsions  and 
they  may  even  cause  sudden  cessation  of 
respiration  and  death.  I feel  very  strong- 
ly against  the  use  of  these  drugs  and  be- 
lieve that  the  widespread  practice  of  us- 
ing them  at  the  first  signs  of  anoxemia 
has  caused  the  death  of  more  infants  than 
it  has  saved. 

Variety  of  Respiratory  Chambers 

Various  forms  of  the  respiratory  cham- 
ber type  of  apparatus  have  been  used. 
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Kreiselman  thinks  that  they  are  of  no 
value.  Murphy  and  Bauer  and  others  re- 
port that  the  lungs  show  little  or  no  aer- 
ation following  their  use.  They  may  have 
some  value  in  cases  where  respiration  has 
been  established  but  is  shallow  in  char- 
acter. 

Several  types  of  positive  and  negative 
pressure  apparatus  are  on  the  market. 
The  one  we  use  is  the  E & J Resuscitator. 
Pressure  is  exerted  by  oxygen  over  the 
baby’s  face  through  a mask  similar  to  that 
used  in  administering  gas  anesthesia.  The 
apparatus  is  equipped  with  two  tanks, 
one  of  oxygen,  and  the  other  of  a mixture 
of  90%  oxygen  and  10%  C02,  so  that  eith- 
er can  be  used  with  ease. 

The  mechanism  is  contained  in  a cen- 
tral cylinder  and  is  mounted  on  a three- 
wheeled carriage  or  on  the  gas  tank  itself. 
The  motivating  power  is  derived  from 
the  pressure  in  the  gas  tanks.  The  appa- 
ratus exerts  a positive  pressure  of  13  m. 
m.  of  mercury  and  a negative  pressure  of 
9.75  m.m.  of  mercury  in  a continual  al- 
ternating sequence. 

The  reversal  of  positive  pressure  to 
negative  pressure  and  vice  versa  is 
brought  about  by  a tripping  mechanism 
which  operates  when  the  intrapulmonary 
pressure  of  the  patient’s  lungs  reaches 
either  the  predetermined  positive  or  neg- 
ative pressure.  This  principle  of  opera- 
tion enables  the  apparatus  to  adjust  it- 
self automatically  to  the  proper  volume 
and  respiratory  rate  of  any  size  lung  re- 
gardless of  how  small  or  how  large.  A 
very  rapid  tripping,  due  to  diminished  ca- 
pacity, warns  the  operator  when  the  air- 
way is  obstructed  by  mucus,  the  tongue 
or  some  foreign  substance. 

When  spontaneous  respiration  has  been 
established,  the  respiratory  efforts  of  the 
patient  causes  the  sensitive  mechanism  to 
respond  by  tripping  rapidly  or  irregular- 
ly. At  this  stage  the  operator  turns  a 
lever  and  the  apparatus  is  immediately 
changed  from  a mechanical  resuscitator 
to  a simple  inhalator.  It  is  impossible  to 
supply  a pressure  of  more  than  19  m.m. 
of  mercury  in  the  patient’s  lungs.  It  takes 
52  m.m.  of  pressure  to  rupture  a dog’s 
lung  where  the  chest  is  open.  This  ap- 
paratus was  accepted  by  the  council  on 
Physical  Therapy  of  the  A.M.A.  in  1939 
and  is  probably  as  good  a thing  as  we 
have  at  present  to  get  air  into  the  infant’s 
lungs. 

Considering  the  problem  as  a whole  it 


does  not  make  a great  deal  of  difference 
what  method  is  used  to  expand  the  lungs 
rhythmically.  One  may  use  mouth-to- 
mouth  insufflation  or  a positive  and  nega- 
tive pressure  respirator  to  inflate  the 
lungs.  But  if  the  newborn  infant  fails  to 
breathe  it  is  absolutely  necessary  that  the 
lungs  be  inflated  rhythmically  by  some 
means. 

Problems  of  Resuscitation 

Before  any  form  of  resuscitation  is  suc- 
cessful the  air  passages  must  be  clear.  The 
mouth  and  pharynx  should  be  cleaned  out 
with  a two  ounce  rubber  ear  syringe  be- 
fore the  shoulders  are  born  or  immediate- 
ly after  the  baby  is  born.  It  is  important 
to  do  this  before  the  first  inspiration  if 
possible.  This  may  save  trouble  later  on. 
If  there  is  an  obstruction  a tube  may  be 
passed  into  the  trachea  and  suction  ap- 
plied. An  infant  laryngoscope  makes  the 
passing  of  the  tube  much  easier. 

Bronchoscopic  Aspiration 

Bronchoscopic  aspiration  is  coming  to 
be  used  more  often  where  indicated. 
House  and  Owens  performed  broncho- 
scopic aspiration  on  twenty-three  infants 
who  had  not  responded  to  conservative 
therapy  and  in  which  exhaustion  of  the 
infant  seemed  inevitable.  There  were 
eight  deaths  but  at  autopsy  only  two  of 
these  were  found  to  have  died  of  atelec- 
tasis. They  used  3 m.m.  Jesberg  broncho- 
scope and  claimed  it  produced  very  lit- 
tle trauma.  The  operation  consumed  less 
than  four  minutes. 

Wilson  and  Farber  feel  that  lack  of  ex- 
pansion in  premature  infants  is  not  a 
failure  of  respiratory  effort  in  many  in- 
stances, although  this  may  be  weak,  but 
that  it  is  due  to  cohesion  of  moist  surfac- 
es of  the  air  passages.  If  this  is  true 
bronchoscopic  aspiration  should  be  bene- 
ficial. 

Following  bronchoscopic  aspiration 
there  is  usually  a progressive  improve- 
ment in  the  infant’s  respiration.  How- 
ever, complete  relief  most  frequently  oc- 
curs from  six  to  eight  hours  after  instru- 
mentation. This  is  apparently  due  to  re- 
moval of  secretions  from  the  large  bron- 
chi allowing  the  smaller  terminal  branch- 
es to  drain. 

Congenital  Atelectasis 

Congenital  atelectasis  most  commonly 
occurs  in  premature  infants.  The  classi- 
cal picture  of  congenital  ateletasis  is  as 
follows: 
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1.  Progressive  dyspnea  with  cyanosis, 
most  marked  after  crying  or  other  effort. 
This  may  often  be  temporarily  relieved 
with  oxygen.  When  these  symptoms  are 
not  present,  listlessness  and  pallor  are  us- 
ually noticed. 

2.  Suprasternal  retraction  with  dia- 
phragmatic tub  on  the  lower  ribs  and  di- 
minished thoracic  expansion  on  one  or 
both  sides,  associated  with  suppressed 
breath  sounds  with  or  without  percussion 
dullness. 

3.  Coarse  inspiratory  rales  and  areas  of 
localized  emphysema.  Coarse  moist  rales 
are  an  important  finding  and  are  usually 
absent  in  cases  not  due  to  obstruction 
from  body  secretions. 

4.  Dehydration. 

5.  X-ray  of  the  chest  will  usually  show 
a rather  complete  atelectasis  of  one  or 
more  lobes.  An  X-ray  should  be  made 
where  possible  in  every  case,  but  the  di- 
agnosis is  made  primarily  on  the  clinical 
picture. 

The  observations  of  Cruiekshank  in 
Scotland,  those  of  Wasson  in  this  country, 
and  Reuss  in  Germany  demonstrate  that 
pneumonia  developing  upon  atelectasis 
causes  two-thirds  of  all  the  deaths  in  the 
neonatal  period,  or  nearly  as  many  deaths 
as  the  total  of  stillbirths.  Henderson  be- 
lieves that  many  lives  can  be  saved  by 
giving  each  newborn  infant  a short  daily 
administration  of  oxygen — C02  durin.g 
its  stay  in  the  hospital. 

Stages  of  Asphyxia 

Flagg  determines  three  stages  of  asphy- 
xia: depression,  spasticity,  and  flaccidity, 
occurring  in  that  order  of  frequency  and 
severity.  In  discussing  treatment  it  is 
well  to  discuss  it  under  these  three  stages. 

In  the  first  stage,  namely,  that  of  de- 
pression, the  infant  does  not  breathe  well 
and  there  is  a tendency  to  duskiness  and 
recurring  cyanosis.  Muscular  tone  is 
good,  and  the  cord  pulsates  strongly.  Res- 
pirations may  be  free  but  are  slow  and 
irregular.  In  the  treatment  of  this  stage, 
the  infant  should  be  placed  in  a heated 
bassinet.  The  maintenance  of  body  heat 
cannot  be  stressed  too  much.  The  infant 
should  be  in  a 15°  Trendelenburg  position 
to  promote  postural  drainage  and  the 
mouth  and  pharynx  cleared  of  mucus  and 
debris  by  suction,  with  either  a rubber 
ear  syringe  or  a soft  catheter.  Pure  oxy- 
gen is  given  right  away.  A common  er- 
ror is  waiting  to  see  what  will  happen. 


Do  not  wait.  Supply  oxygen  to  the  tis- 
sues immediately.  No  harm  can  be  done 
by  so  doing,  but  delay  may  be  fatal  or 
may  result  in  irreparable  damage  to  the 
central  nervous  system.  Progression  of 
asphyxia  may  proceed  with  extreme  ra- 
pidity and  while  it  is  easy  to  correct  mild 
asphyxia  it  is  difficult  to  correct  it  when 
it  becomes  profound.  The  oxygen  should 
be  administered  until  the  skin  shows  a 
pink  glow,  indicating  sufficient  oxygena- 
tion. If  after  this  stage  is  reached  the 
baby  does  not  become  vigorous,  with  deep 
respirations  and  a cry,  it  is  worthwhile 
to  stimulate  further  with  carbon  dioxide. 
If  a tank  is  not  available,  mouth-to-mouth 
breathing  may  be  done.  This  will  give 
the  infant  approximately  5%  carbon  di- 
oxide. Henderson  now  considers  7%  ideal. 
A most  important  point  to  remember  in 
the  administration  of  gases  to  the  new- 
born is  that  the  lower  jaw  must  not  be 
depressed,  for  to  do  so  produces  an  artifi- 
cial respiratory  obstruction.  The  proper 
position  for  the  head  is  slight  hyperexten- 
sion, cradled  in  the  fingers  of  the  hand 
of  the  operator  and  with  the  thumb  for- 
cibly supporting  the  lower  jaw  upward. 
In  most  cases  the  procedures  mentioned 
above  will  ensure  the  onset  of  adequate 
oxygenation  and  efficient  respiration. 

The  second  stage  is  one  of  spasticity 
and  is  more  serious  in  degree.  Respira- 
tions, which  are  irregular,  gasping  or 
shallow,  occur  at  long  intervals.  Reflex 
action,  such  as  movement  of  the  facial 
muscles  and  extremities  in  response  to 
suction  of  the  pharynx,  is  still  present. 
Muscle  tone  is  present  but  diminished  in 
degree.  There  is  marked  cyanosis  of  the 
mucous  membranes,  with  blotching  of  the 
skin  or  generalized  pallor.  Froth  or  fluid 
is  present  in  the  mouth.  The  circulatory 
system  is  intact,  as  indicated  by  the  pul- 
sating cord.  In  the  treatment  of  this  stage, 
the  general  measures  described  above  are 
carried  out — that  is,  maintenance  of  heat, 
proper  position  and  suction  of  the  upper 
air  passages.  It  is  essential  to  maintain 
body  heat,  and  in  the  absence  of  a heated 
bassinet,  the  infant  should  be  immersed 
up  to  the  neck  in  a tub  of  water  heated  to 
110°  to  115°.  Oxygen  should  be  adminis- 
tered, preferably  by  a positive  and  nega- 
tive pressure  machine,  which  should  be 
regulated  to  thirty  or  forty  discharges  a 
minute.  The  machine  should  be  used  until 
the  skin  becomes  pink  and  the  respira- 
tions regular.  If  the  machine  is  employed 
further  at  this  point  the  infant’s  physio- 


Sept.,  1950]  The  Journal  of  the  Kentucky  State  Medical  Association 


435 


logic  efforts  to  set  up  a respiratory  rhythm 
of  its  own  will  be  interfered  with; 
a shift  should  be  made  to  a straight  flow 
of  oxygen  without  alternating  positive 
and  negative  pressures.  In  the  event  that 
the  baby  remains  pink  but  does  not  in- 
crease its  depth  of  respiration  or  cry, 
carbon  dioxide  should  be  resorted  to  for 
its  stimulating  effect.  In  the  absence  of 
a resuscitator,  mouth-to-mouth  breathing 
should  be  initiated  at  once  and  main- 
tained until  spontaneous  respiration  is 
established.  In  mouth-to-mouth  insuffla- 
tion the  proper  technique  is  to  cover  the 
nostrils  of  the  infant  and  to  fit  the  oper- 
ator’s mouth  over  that  of  the  infant,  with 
a few  layers  of  gauze  separating  the  two. 
The  mouth  is  filled  with  air,  and  the  glot- 
tis is  closed;  pressure  is  applied  only  by 
the  operator’s  cheeks.  For  further  pro- 
tection against  rupturing  the  alveoli  dur- 
ing this  procedure,  the  operator’s  hand 
should  be  placed  over  the  thoracic  cage 
of  the  infant,  and  there  should  be  only  a 
minimal  excursion  of  the  chest  wall  with 
each  breath  blown.  Failure  to  observe 
these  precautions  may  result  in  serious 
damage  to  the  alveoli  of  the  infant’s 
lungs.  The  mortality  and  morbidity  in 
this  stage  are  about  four  times  those  in 
simple  depression. 

The  third  stage  is  one  of  flaccidity  and 
indicates  a most  precarious  state  of  shock, 
with  circulatory  failure,  which  occurs  in 
about  15%  of  all  such  cases  and  accounts 
for  75%  of  all  such  deaths.  Respirations 
at  this  stage  occur  at  long  intervals  or 
cannot  be  demonstrated.  Pallor  or  a gray 
cyanosis  is  present,  and  there  is  a com- 
plete lack  of  all  muscle  tone.  The  apex 
beat  may  or  may  not  be  demonstrable, 
and  there  is  no  pulsation  in  the  umbilical 
cord.  In  these  infants,  owing  to  complete 
lack  of  tone,  there  is  respiratory  obstruc- 
tion from  juxtaposition  of  the  tongue, 
soft  palate  and  pharynx.  In  treatment, 
which  should  be  instituted  at  once,  the 
general  measures  discussed  above  should 
be  carried  out,  with  the  important  addi- 
tion of  intubation,  at  first  with  suction 
and  then  with  insufflation  of  gases  as  out- 
lined in  the  discussion  of  the  previous 
stages.  Intubation  may  be  indirect,  with 
a catheter,  or  direct,  by  use  of  a laryn- 
goscope, depending  on  the  experience  of 
the  operator  and  the  equipment  avail- 
able. The  latter  is  preferable  but  both 
methods  are  adequate.  Without  intuba- 
tion, it  is  impossible  to  give  the  infant  an 


adequate  supply  of  oxygen  before  irrep- 
arable damage  has  occurred  to  the  nerv- 
ous system. 

Even  when  we  are  able  to  resuscitate 
the  infant  it  does  not  mean  that  we  are 
entirely  successful  as  the  central  nervous 
system  is  easily  damaged  by  lack  of  oxy- 
gen for  a short  period.  Biggs  says  that  a 
large  portion  of  mental  and  motor  im- 
pairment in  later  life  is  due  to  insuffi- 
cient oxygenation  of  the  brain  immediate- 
ly after  birth. 

Rosenfeld  and  Bradley  reported  an  in- 
teresting study.  They  studied  the  hospi- 
tal records  of  673  children  admitted  espe- 
cially for  behavior  disorders  to  the  Emma 
Pendleton  Bradley  Home,  a children’s 
psychiatric  hospital,  over  a 16  year  peri- 
od. Selected  for  special  scrutiny  were  the 
records  of  all  children  known  to  have 
suffered  from  pertussis  and  those  for 
whom  there  was  a definite  history  of  dif- 
ficult resuscitation  after  birth.  Pertussis 
and  asphyxia  neonatorum  have  little  in 
common  aside  from  asphyxia  that  may 
characterize  each.  One  hundred  children 
in  whose  past  records  there  were  no  epi- 
sodes of  asphyxia  were  used  as  a control 
group.  They  were  impressed  by  a fairly 
uniform  behavior  pattern  in  those  who 
had  experienced  asphyxia  in  infancy.  Six 
behavior  characteristics  made  up  the  syn- 
drome and  were  listed  as  follows:  Un- 

predictable variability  in  mood,  hypermo- 
tility, impulsiveness,  short  attention  span, 
fluctuant  ability  to  recall  material  previ- 
ously learned,  and  conspicuous  difficulty 
with  arithmetic  in  school.  This  syndrome 
occurred  more  than  eight  times  as  fre- 
quently in  the  patients  with  a history  of 
asphyxia  in  infancy  as  in  a control  group 
This  study  is  probably  significant. 

Conclusion 

In  conclusion:  asphyxia  neonatorum 

produces  a high  mortality  and  a much 
greater  morbidity.  Prevention  calls  for 
good  prenatal  care  and  management  of 
labor,  great  care  in  the  employment  of 
sedatives,  and  the  avoidance  of  oxygen 
deficiency  during  anesthesia.  It  is  esti- 
mated that  the  premature  group  accounts 
for  over  50%  of  the  mortality  and  it  is 
by  the  careful  handling  of  this  group  that 
we  can  hope  to  materially  lower  the  mor- 
tality and  morbidity.  Treatment  of  as- 
phyxia must  be  instituted  immediately 
after  birth  and  must  be  adequate. 
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IMPORTANCE  OF  TECHNICAL  EXHIBITS 


A member  recently  asked,  “Why  do 
we  have  commercial  or  technical  exhibits 
at  the  Annual  Meeting?”  Perhaps  you 
would  like  to  ask  the  same  question. 
There  are  two  main  reasons: 

First — in  our  exhibit  hall  we  accept 
only  companies  with  approved  products. 
As  a result,  you  have  the  opportunity  to 
learn  of  the  important  technical  advanc- 
es, discuss  at  length  the  giant  strides 
made  in  research  by  these  companies,  and 
learn  of  the  improved  techniques  and 
services.  These  companies  give  you  the 
best  medicine,  instruments,  service  and 
literature  that  can  be  had  today. 

Second — speaking  frankly,  without  the 
rental  collected  from  our  55  exhibitors, 
who  pay  a minimum  of  $125  per  space,  we 
would  either  have  to  charge  a $15  conven- 
tion registration  fee  or  not  have  the  kind 
of  meeting  we  do — because  the  exhibitors 
actually  finance  our  meeting. 


There  is  still  another  reason  why  we 
should  have  and  support  these  exhibitors. 
In  addition  to  giving  us  the  world’s  best 
products  to  use  in  our  practice,  and  fi- 
nancing our  meeting,  these  companies  are 
our  ardent  supporters  in  the  battle  to  pre- 
serve free  enterprise  in  America. 

Among  the  organizations  represented 
are  approximately  25  drug  firms,  six  in- 
strument houses,  four  x-ray  companies, 
three  cigarette  firms,  three  insurance 
companies,  two  publishing  companies,  a 
soft  drink  firm  and  a number  of  repre- 
sentatives of  other  organizations  in  the 
“allied  industries.” 

These  exhibits  are  worthy  and  deserv- 
ing of  our  support.  Visit  each  booth  and 
register — your  time  will  be  well  and  prof- 
itably spent. 

The  Technical  Exhibits  Committee 
Carlisle  R.  Petty,  M.  D.,  Chairman 
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THE  EDUCATION  COMMITTEE  PLANS  FOR  1951 


At  this  time  one  year  ago  the  Journal 
carried  the  plans  of  the  Education  Com- 
mittee for  1950.  Many  of  the  missions  an- 
nounced then  have  been  accomplished. 
Many  others  have  progressed  toward  suc- 
cessful achievement. 

We  physicians  have  learned  much  a- 
bout  good  Public  Relations  and  by  the 
practice  of  what  we  have  learned  have 
managed  to  greatly  improve  medicine  s 
position  in  the  opinion  of  the  public.  By 
greater  effort  on  the  part  of  more  physi- 
cians thruout  Kentucky,  the  story  of  free, 
competitive  practice  of  medicine  has  been 
simply  and  truthfully  told  to  thousands 
of  people  in  our  State.  The  people  have 
contrasted  these  facts  with  the  fantastic 
all  promising  double  talk  of  the  ‘social- 
izers’  in  Washington  and  have  made  their 
choice. 

The  reverberations  among  our  lawmak- 
ers in  Washington  brought  about  by  re- 
ceipt of  over  11,000  Resolutions  opposing 
Socialized  Medicine,  has  resulted  in  an 
apparent  change  of  thinking  among  Sen- 
ators and  Congressmen.  We,  in  Kentuc- 
ky, have  had  a creditable  share  in  obtain- 
ing Resolutions.  One  year  ago  we  had  39, 
today  we  have  over  250,  representing  over 
500,000  members  of  civic,  fraternal,  veter- 
an, farm  and  women’s  organizations. 

Since  last  year  many  county  medical 
societies  have  set  up  efficient  and  practi- 
cal Emergency  Call  Services,  whereby  the 
people  of  their  community  can  obtain  a 
Doctor  twenty-four  hours  a day,  includ- 
ing Sundays  and  Holidays.  Some  medical 
groups  have  put  in  motion  machinery  for 
bringing  good  medical  care  to  all  indi- 
gents. 

A Grievance  Committee  on  a State  lev- 
el has  been  organized  and  is  function- 
ing actively.  A Press-Radio  Medical  Code 
of  Cooperation  has  been  authorized  (by 
the  Council  and  is  being  prepared  for  sub- 
mission to  the  Press  Association  and  the 
Broadcasters  Association.  A one  day 
statewide  Press  Conference  is  being 
planned  for  the  not  too  distant  future.  All 
these  good  Public  Relations  measures 
have  been  studied  and  sponsored  by  the 
Education  Committee. 

Now,  what  is  in  store  for  1951? 

Working  under  the  authority  and  di- 
rect supervision  of  the  Council  and  the 
House  of  Delegates  and  within  the  pre- 


scribed limits  and  directives  of  AMA’s 
National  Education  Committee,  your 
Committee  suggests  for  its  1951  objec- 
tives the  following  missions: 

1.  A continuation,  with  increased  tempo, 

of  all  points  of  its  1950  plan,  viz. 

A.  Through  Speakers  Bureaus  and  in- 
dividual physicians,  to  carry  medi- 
cine’s message  to  all  the  people  of 
Kentucky  and  where  possible  to  ob- 
tain Resolutions  from  all  groups  op- 
posing Compulsory  Health  Insur- 
ance. 

B.  To  distribute  a maximum  amount  of 
informative  literature,  furnished  by 
AMA,  to  laymen  everywhere. 

C.  To  exert  every  effort  to  increase  the 
enrollment  of  the  people  of  Kentuc- 
ky in  Blue  Cross,  Blue  Shield  or  com- 
mercial hospitalization  or  medical 
care  plans. 

D.  To  impress  upon  County  Medical  So- 
cieties the  importance  of  efficient 
emergency  call  systems  for  supply- 
ing physicians  twenty-four  hours  a 
day,  seven  days  a week  and  to  wide- 
ly publicize  such  facilities  in  the 
communities. 

E.  To  give  all  assistance  to  the  forma- 
tion of  more  County  Woman’s  Aux- 
iliaries and  to  impress  upon  Coun- 
ty Medical  Societies  the  importance 
of  assigned  specific  public  relations 
missions  to  their  Auxiliaries. 

F.  To  encourage  the  formation  and 
maintenance  of  Public  Health  Units 
in  every  County. 

G.  To  encourage  members  of  County 
Medical  Societies  to  take  a more  ac- 
tive part  in  local  civic  and  trade  or- 
ganizations, to  become  more  active- 
ly interested  in  good  government. 
To  insure  that  physicians  as  indi- 
viduals ascertain  the  views  of  polit- 
ical candidates  regarding  health  mat- 
ters and  then  see  that  their  families 
and  friends  vote  and  work  for  the 
better  candidate. 

H.  To  encourage  physicians  to  thor- 
oughly inform  themselves  on  needed 
health  legislation,  needed  tax  meas- 
ures for  treatment  of  our  chronic 
and  mentally  ill  and  to  then  make 
sure  that  their  State  Senators  and 
Representatives  know  their  views. 
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2.  To  keep  the  Education  Committee  flex- 
ible enough  that  at  any  time,  they  may 
take  immediate  action  leading  to  the 
moulding  of  public  sentiment  on  any 
matter  directed  by  The  Kentucky 
State  Medical  Association. 

3.  To  convince  every  physician  in  Ken- 
tucky that  the  very  best  possible  Pub- 
lic Relations  is  “rendering  superb  serv- 


ice at  the  time  of  the  sale”  and  that 
more  physicians  in  more  communities 
should  become  better  citizens  by  ac- 
cepting their  full  responsibility  as 
leaders  in  the  community  in  which 
they  live  and  work. 

R.  Haynes  Barr,  M.  D.,  Chm. 

Education  Campaign  Comm. 


BLUE  SHIELD  SCHEDULE  OF  INDEMNITIES  BROADENED 


On  page  144  of  this  issue  may  be  found 
the  broadened  schedule  of  indemnities  re- 
cently adopted  by  the  Executive  Commit- 
tee of  the  Board  of  Directors  of  Kentucky 
Physicians  Mutual,  Inc.  The  new  sched- 
ule now  includes  and  establishes  indem- 
nities for  many  procedures  not  specifical- 
ly covered  in  the  original  list.  This  pro- 
gressive action  will  permit  faster  pay- 
ment and  more  efficient  handling  of 
claims  since  it  standardizes  the  indemni- 
ties allowed  for  many  more  services  to 
which  subscribers  are  entitled. 

Blue  Shield  claim  checks  issued  to  phy- 
sicians each  month  are  rapidly  increasing, 
and  are  reaching  more  and  more  areas  of 
the  state.  This  is  a natural  result  of  the 
growth  of  the  Plan. 

There  is,  however,  great  need  for  wider 
enrollment.  The  Plan  is  badly  needed  in 
small  towns  and  rural  areas  of  the  state. 
The  people  need  it  and  the  physicians 
need  it.  Intensified  enrollment  campaigns 
actively  supported  by  practicing  physi- 
cians in  all  communities  are  essential. 

Successful  Blue  Shield  Plans  have 
proved  their  value.  Perhaps  none  of 
therp  has  yet  reached  the  ultimate  in  use- 
fulness to  the  people  and  to  the  profes- 
sion. 

Service  contracts  that  insure  the  sub- 


scriber that  his  bill  will  be  paid  in  full 
for  services  covered  are  the  most  success- 
ful. This  type  of  contract  is  easier  sold 
since  it  is  more  attractive  to  the  sub- 
scriber. Wider  coverage  results  in  states 
that  have  service  contracts  for  low  in- 
come groups. 

Service  contracts  for  these  groups  not 
only  result  in  satisfied  subscribers  but 
physicians  like  the  surety  of  one  hundred 
per  cent  collections  and  find  at  the  end 
of  the  year  that  they  have  actually  re- 
ceived more  for  their  services  to  the  low 
income  groups  than  if  their  charges  had 
been  a little  higher  with  a considerable 
portion  uncollected  and  uncollectable. 

Regardless  of  the  type  of  contract, 
whether  it  be  cash  indemnity,  service,  or 
comprehensive,  as  is  now  being  intro- 
duced in  some  states,  the  Plans  must  have 
the  cooperation  of  practicing  physicians. 

The  right  plan  for  each  state  is  that 
plan  that  is  acceptable  to  the  physicians 
of  the  state  and  the  one  which  they  can 
look  upon  as  their  plan  and  to  which  they 
will  give  their  wholehearted  support. 

Therein  lies  the  answer  to  the  people’s 
problem  of  paying  the  increased  costs  of 
medical  care.  When  that  problem  is  an- 
swered, the  threat  of  socialized  medicine 
will  be  forever  removed. 


According  to  the  American  Medical  Journal 

heart  disease  was  the  leading  cause  of  death 
among  physicians,  with  a total  of  1,375  deaths, 
or  41  per  cent.  The  average  age  at  death  from 
diseases  of  the  heart  was  66.8  years,  slightly 
lower  than  the  average  age  of  67.5  years  in 
1948. 

Accidents  caused  138  deaths,  sixty  deaths 
due  to  motor  vehicle  accidents,  10  to  airplane 
accidents,  28  to  falls,  4 to  poisoning  by  liquids 
or  solids,  7 to  drowning  and  3 to  firearms. 


The  appearance  of  tubercle  bacilli  in  sput- 
um, gastric  contents  or  other  body  fluids  is  an 
extremely  significant  episode  in  the  course  of 
tuberculous  infection.  Hence  a thorough  and 
systematic  search  for  tubercle  bacilli  must  be 
instituted  in  all  cases  where  the  presence  of 
tuberculosis  is  suspected  or  where  tuberculosis 
must  be  considered  a possibility  in  differential 
diagnosis.  Frances  J.  Weber,  M.  D.,  Pub. 
Health  Rep.,  Sept.  3,  1948. 
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Eradication  of  tuberculosis  has  been  a 
major  goal  of  the  medical  profession  for 
a long  time.  Effort  expended  toward  this 
end  has  not  been  unrewarded.  That  there 
is  sufficient  knowledge  at  present  for  the 
effective  control  of  tuberculosis  has  (been 
proved.  Early  casefinding  and  adequate 
treatment  can  eventually  reduce  the  in- 
cidence of  tuberculosis  to  a point  where 
it  will  no  longer  be  a major  problem.  Un- 
fortunately, these  methods  are  slow  and 
expensive. 

Any  procedure  offering  hope  of  more 
efficient  prevention  or  treatment  is  wel- 
comed with  great  interest.  BCG  vaccina- 
tion is  being  carefully  studied.  Results 
are  encouraging  and  hold  promise  of  ef- 
fective immunization.  If  it  proves  to  be 
satisfactory,  another  victory  in  the  fight 
against  tuberculosis  will  have  been  won. 

Current  comments  in  the  press  urging 
general  use  of  the  vaccine  is  understand- 
able but,  we  think,  untimely.  Interest  of 
the  press  in  matters  pertaining  to  health 
is  valuable  and  greatly  to  be  coveted 
when  that  interest  is  rightly  expressed 
in  the  best  interest  of  the  people.  If  BCG 
is  approved,  the  press  can  be  an  effective 
medium  of  health  education  in  securing 
the  cooperation  of  parents  with  the  im- 
munization program. 

However,  until  that  time  comes,  noth- 
ing is  gained  by  clamoring  for  a proce- 
dure the  value  of  which  has  not  been 
proved  to  the  satisfaction  of  the  special- 
ists who  work  with  it  and  know  most  a- 
bout  it  and  to  whom  evaluation  of  it  has 
been  entrusted. 

We  are  glad  to  publish  the  following  re- 
port released  on  August  1st,  (by  the  Coun- 
cil on  the  Management  and  Treatment  of 
Diseases  of  the  Chest,  American  College 
of  Chest  Physicians: 

Considerable  attention  has  recently  been 
given  to  BCG  vaccination  in  the  public  press. 
From  this  publicity  the  impression  might  be 
gained  that  this  procedure  alone  holds  promise 
of  real  control  of  tuberculosis.  Since  such  an 
impression  might  postpone  indefinitely  the 
establishment  and  extension  of  accepted  con- 
trol measures,  this  statement  of  the  status  of 
vaccination  in  tuberculosis  control  programs  is 
issued. 

T Control  measures  in  tuberculosis  should  be 

directed  at  eradication  of  the  disease  as  a 

major  cause  of  death  or  disability. 

2.  The  marked  improvement  in  tuberculosis 


mortality  figures,  particularly  for  the  ages 
under  30,  demonstrates  the  effectiveness  of 
the  present  control  program. 

3.  The  low  rate  in  children  and  the  continuing 
high  rates  in  adults  over  50  emphasize  the 
location  of  the  problem  at  the  older  age 
levels  rather  than  in  children.  Under  these 
circumstances,  the  efficiency  of  a method  of 
tuberculosis  control  would  be  measured  by 
its  effect  on  the  mortality  from  tuberculosis 
in  the  older  age  group,  rather  than  in  chil- 
dren. 

4.  The  addition  of  a vaccine  to  the  present  con- 
trol program  requires  both  careful  and  ade- 
quate consideration.  Of  the  vaccines  pro- 
posed, BOG  has  been  used  most  widely  and 
is  the  one  most  often  discussed. 

5.  This  has  been  used  for  more  than  25  years 
and  recently  many  millions  of  people  have 
been  vaccinated.  However,  it  must  be  stated 
that  there  is  no  evidence  that  meets  strict 
scientific  requirements  demonstrating  that 
BCG  affects  the  control  of  tuberculosis,  de- 
spite the  very  suggestive  results  of  a few 
studies. 

6.  Because  of  the  above  fact  and  because  there 
is  no  general  agreement  among  investigators 
anywhere  in  the  world  on  such  fundamental 
matters  as  the  preparation  of  vaccine,  the 
method  of  vaccination,  what  constitutes  a 
successful  vaccination,  how  resulting  im- 
munity may  be  measured,  how  long  such 
immunity  lasts,  etc.,  the  procedure  would 
seem  to  be  still  in  the  investigational  period. 

7.  It  is  therefore  recommended  that  investi- 
gation of  vaccination  in  tuberculosis  be  con- 
tinued and  increased  under  standard  and 
stringently  controlled  conditions.  This  in- 
vestigation should  be  designed  to  determine 
if  the  vaccine  is  indeed  effective  and  what 
the  limitations  of  its  use  might  be.  It  would 
seem  desirable  that  in  each  country,  one 
agency,  preferably  the  official  health  agency, 
should  have  control  of  the  investigation. 

8.  Until  this  has  been  determined  and  until 
these  controlled  studies  completed,  the  use 
of  BCG  vaccine  should  be  limited  to  such 
investigative  studies. 

9.  At  the  present  time  the  methods  which  have 
been  proved  effective  in  tuberculosis  con- 
trol should  be  increasingly  .applied  to  all 
segments  of  the  population,  regardless  of  de- 
creasing mortality  figures,  so  long  as  tuber- 
culosis remains  an  important  cause  of  death. 
These  measures  include  mass  x-ray  case 
finding,  early  diagnosis,  rapid  institution  of 
treatment,  isolation  of  open  cases,  and  the 
restoration  of  the  patient  to  normal  life. 
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TISSUE  BIOPSY  PROGRAM 


During  August,  1949,  an  additional  serv- 
ice to  cancer  control  in  Kentucky  was  in- 
augurated with  the  establishment  of  the 
tissue  biopsy  program.  This  service  has 
functioned  under  the  sponsorship  of  the 
Kentucky  Society  of  Pathologists,  and  the 
success  of  the  first  year’s  operation  is  due 
entirely  to  the  cooperation  and  interest 
that  its  members  have  demonstrated  in 
the  program. 

During  the  period  from  August  15,  1949, 
through  June  22,  1950,  797  specimens 

were  submitted  from  94  counties,  to  eight 
cooperating  pathologists.  There  were  424 
malignant  specimens  and  373  non-malig- 
nant  specimens. 

The  tissue  biopsy  program  has  filled  a 
great  need  for  the  general  practitioner  in 
the  rural  areas.  Lives  have  been  saved 
because  of  this  service,  for  it  is  realized 


that  with  early  diagnosis  a patient  is  a- 
menable  to  treatment. 

The  procedure  to  be  followed  in  sub- 
mitting specimens  for  study  is  very  sim- 
ple. A pathologist  may  be  selected 
from  the  membership  of  the  Kentucky 
Society  of  Pathologists  and  he  is  to  be 
contacted  for  specimen  containers.  These 
will  be  forwarded  with  appropriate  forms 
that  are  to  be  completed  when  the  speci- 
men is  submitted  for  study.  The  cooper- 
ating pathologist  will  make  a report  of 
his  findings  directly  to  the  referring  phy- 
sician. This  service  is  for  medically  in- 
digent patients  only,  and  it  is  necessary 
that  the  referring  physician  certify  that 
the  patient  is  unable  to  pay  for  the  serv- 
ice. There  is  no  charge  to  the  practitioner 
submitting  tissue  specimens  on  medical- 
ly indigent  patients. 


EDITORIAL  COMMENTS 


Walter  C.  Payne,  M.  D.,  President  of 
the  Florida  Medical  Association,  in  dis- 
cussing some  of  the  public  relations  prob- 
lems of  the  profession,  told  the  House  of 
Delegates  that  medical  service  men — who 
call  on  doctors  and  contact  the  laity — can 
be  a public  relations  asset.  He  said,  “We 
have  the  opportunity  to  make  them  ex- 
cellent liaison  agents;  we  must  treat  them 
courteously,  show  them  due  consideration 
in  the  office  and  at  the  exhibits,  and  make 
the  effort  to  cultivate  their  friendship.” 
(Editor's  Note:  Kentucky  has  such  an  or- 
ganization— see  article  in  organization  section 
of  this  issue  on  the  contribution  the  Society  of 
Professional  Service  Representatives  is  mak- 
ing to  medical  education). 


In  June,  1950,  the  Communicable  Dis- 
ease Bulletin  reported  a total  of  534  cases 
of  whooping  cough.  This  seems  an  unus- 
ually high  number  of  cases  when  we  can 
fairly  well  protect  our  babies  early  in  in- 
fancy against  this  disease.  As  physicians 
of  Kentucky  it  should  be  our  obligation  to 
prevent  this,  plus  other  childhood  diseas- 
es against  which  there  are  specific  vac- 
cines* or  toxoids.  Your  County  Health  De- 
partment is  anxious  and  willing  to  co- 
operate with  you  on  an  immunization  pro- 
gram. 

Between  the  County  Medical  Society, 
County  Board  of  Health  and  the  County 


Health  Department  an  immunization  pro- 
gram approximately  100%  protection  of 
infants  can  be  accomplished. 


In  response  to  the  demand  from  medi- 
cal and  lay  groups  for  visual  presentation 
of  American  Medicine’s  story,  AMA  has 
provided  our  association  with  a 30  min- 
ute, 16  mm.  Newsreel,  with  sound.  This 
movie  is  essentially  a newsreel  presenta- 
tion of  the  AMA  San  Francisco  Meeting. 

It  includes  scenes  of  the  House  of  Dele- 
gates; the  Inaugural  Ceremony  with  Dr. 
Elmer  Henderson’s  Presidential  Address; 
scenes  of  the  Board  of  Trustees,  the  Co- 
ordinating Committee  and  Auxiliary  Of- 
ficers in  session  during  the  Convention, 
and  other  Convention  highlights. 

This  film,  used  on  County  Medical  pro- 
grams, will  afford  an  opportunity  for 
many  Kentucky  physicians  to  sit  in  on 
the  convention  who  could  not  attend  in 
person. 

When  shown  to  lay  groups,  it  is  a con- 
vincing presentation  of  the  seriousness  of 
the  menace  of  political  medicine  and  the 
fight  that  doctors  are  waging  to  protect 
the  people  from  this  cataclysmic  proposal. 

(Editor's  Note:  Please  address  requests  for 
this  film  to  the  Secretary’s  Office,  620  South 
3rd  Street,  Louisville  2). 
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ORGANIZATION  SECTION 


John  W.  Cline,  San  Francisco,  Chosen 
A.  M.  A.  President-Elect 

John  W.  Cline,  M.  D.,  San  Francisco,  was 
chosen  President-Elect  of  the  American  Medi- 
cal Association  by  the  House  of  Delegates  at 
the  Annual  Meeting  in  June. 

Dr.  Cline,  a native  of  California,  was  born 
July  2,  1898,  and  graduated  from  Harvard 
Medical  School  in  1925.  He  is  a member  of  the 
College  of  Surgeons  and  a diplomate  of  the 
American  Board  of  Surgery. 

He  has  had  an  unusually  broad  experience 
in  organized  medicine.  Among  the  many  other 
offices  he  has  held,  Dr.  Cline  has  been  presi- 
dent of  his  county  and  state  medical  organi- 
zations, and  has  been  a delegate  to  the  Ameri- 
can Medical  Association  since  1945. 

Other  officers  elected  were:  R.  B.  Robins, 
Camden,  Arkansas,  Vice-President;  J.  J.  Moore, 
Chicago,  Treasurer;  F .F.  Borzell,  Philadelphia, 
Speaker  of  the  House;  James  R.  Reuling,  Bay- 
side,  New  York,  Vice  Speaker;  and  George  F. 
Lull,  Chicago,  Secretary  and  General  Mana- 
ger. 


A.S.T.P.  & V-12  Grads  Urged  to 
Volunteer  for  Service 

Physicians  trained  at  government  expense 
during  World  War  II  have  been  strongly  urged 
to  volunteer  for  service  in  the  Armed  Forces, 
by  James  C.  Sargent,  M.  D.,  Milwaukee,  Chair- 
man of  the  A.M.A.  Council  on  National  Emer- 
gency Medical  Service. 

“There  are  many  thousands  of  physicians 
who  were  deferred  from  service  during  the 
war  in  order  to  complete  their  educations,” 
D'r . Sargent  said.  “Many  thousands  of  others 
were  educated  at  government  expense  in  the 
ASTP  and  V-12  programs.  Others  received 
their  intern  training  in  hospitals  of  the  Armed 
Forces.  Most  of  these  have  had  little  or  no  ac- 
tive military  service. 

“The  American  Medical  Association  has 
recognized  in  the  past  the  moral  obligation 
owed  by  these  young  physicians  to  their  gov- 
ernment and  to  the  people  of  the  United  States. 
It  feels  that  these  young  men  have  a moral 
responsibility  to  come  forward  immediately, 
to  offer  their  services  for  use  when  needed 
and  to  continue  the  spirit  of  service  demon- 
strated by  the  older  physicians  who  served 


voluntarily  during  World  War  II.” 

Dr.  Sargent  said  that  by  the  time  of  the 
Pearl  Harbor  attack  in  December,  1941,  some 
11,000  civilian  physicians  already  had  left  their 
homes  in  order  to  furnish  medical  support  to 
our  expanding  Armed  Forces.  A year  later, 
this  number  had  increased  to  42,000.  At  the 
height  of  the  war  some  60,000  service  physi- 
cians were  either  members  of  a reserve  com- 
ponent or  had  entered  service  directly  from 
civilian  life. 

“This  was  accomplished  on  a voluntary  bas- 
is,” said  Dr.  Sargent. 

In  order  to  encourage  enlistment  of  medical 
officers  the  Army  has  announced  that  all  who 
volunteer  their  services  will  receive  an  addi- 
tional $100  per  month.  This  also  applies  to 
reserve  medical  officers. 


K.S.M.A.  io  Select  Award  Winners 

The  Council,  by  request  of  the  donor  of  the 
E.  M.  Howard  Award,  has  agreed  to  select  the 
recipient  of  the  Howard  Award  in  the  same 
manner  by  which  other  award  winners  are 
chosen. 

In  addition  to  the  Howard  Award,  winners 
of  the  Association’s  Distinguished  Service 
Medal  and  the  J.  Watts  Stovall  Award  must 
be  chosen. 

The  recipients  of  these  awards  are  selected 
in  the  following  manner:  A member  nominates 
a candidate  for  a given  award,  stating  the  rea- 
sons for  his  nomination,  to  the  local  County 
Medical  Society.  The  secretary  of  the  Soci- 
ety then  certifies  the  nomination  to  the  Coun- 
cil. From  the  total  number  of  nominees  sub- 
mitted for  a given  award,  the  Council  will 
select  from  two  to  four  names,  and  send  to 
the  House  of  Delegates,  which  will  determine 
the  winner  of  each  award. 


State  Psychiatrists  to  Meet 

The  Kentucky  Psychiatric  Association  will 
hold  a one  day  meeting  Monday,  September 
25,  at  the  Brown  Hotel.  The  Council  will 
meet  from  10:00  to  12:00  and  the  program  will 
be  given  in  the  afternoon. 

John  H.  Rompf,  M.  D.,  Lexington,  is  presi- 
dent of  the  organization.  Arthur  R.  Kasey, 
Jr.,  M.  D.,  Louisville,  is  making  the  local  ar- 
rangements. 
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A.  M.  A.  Delegates  Vote  to  Include 
Journal  in  1951  Dues 

The  House  of  Delegates  at  the  San  Francisco 
meeting  voted  to  include  a subscription  of  the 
A.  M.  A.  Journal  when  it  set  the  1951  annual 
dues  at  $25.00, 

The  Fellowship  in  the  Scientific  Assembly 
was  preserved  and  Fellowship  dues  were  set 
by  the  Board  of  Trustees  at  $2.00  per  year. 
The  A.  M.  A.  “Secretary’s  Letter”  of  July  17 
reports  that  only  Fellows  may  elect  to  take  a 
special  journal  instead  of  the  A.  M.  A.  Journal. 

Approximately  sixty  four  per  cent  of  all 
K.  S.  M.  A.  members  have  paid  the  1951 
A.  M.  A.  dues. 


90  Attend  Tenth  District  Meeting 

Ninety  physicians  attended  the  annual  Tenth 
Councilor  District  dinner  meeting,  at  the  Lex- 
ington Country  Club,  July  19,  1950,  J.  Farra 
Van  Meter,  Councilor,  stated. 

Physicians  who  were  present  at  this  well 
attended  meeting  heard  four  ten-minute 
speeches  before  the  dinner  and  four  ten-min- 
ute papers  after  the  dinner. 

Taking  part  on  the  program  were  J.  S. 
Rich,  M.  D.,  A.  L.  Cornish,  M.  D„  W.  K.  Mas- 
sie,  M.  D.,  Jack  Webb,  M.  D.,  J.  B.  Floyd,  Jr., 
M.  D.,  Maurice  Kaufmann,  M.  D.,  Lewis  Bos- 
worth,  M.  D.,  and  Thornton  Scott,  M.  D.,  all 
of  Lexington. 


Tribute  Paid  to  Three  Kentuckians 

When  F.  F.  Borzell,  M.  D.,  Chicago,  Speaker 
of  the  A.M.A.  House  of  Delegates,  had  the 
delegates  stand  while  he  read  the  names  of 
31  A.M.A.  delegates  and  officers  who  had  died 
since  the  last  meeting,  three  Kentuckians 
were  listed.  They  were: 

Irvin  Abell,  Kentucky,  1922;  1924-28;  1930- 
35;  President-elect,  1937-38;  President,  1938-39; 
Member  of  Council  on  Scientific  Assembly, 
1931-34;  Chairman,  Council  on  Scientific  As- 
sembly, 1936-37. 

Milton  Board,  Kentucky,  1914-16. 

J.  Garland  Sherrill,  Kentucky,  1905-06. 


Date  and  Place  of  A.  M.  A.  Winter 
Meeting  is  Changed 

Date  and  place  of  the  Clinical  Session,  or 
Winter  Meeting,  of  the  A.M.A.  has  been 
changed  to  Cleveland,  Ohio,  December  5-8, 


1950,  according  to  an  announcement  from 
A.M.A.  Headquarters. 

This  Journal  reported  in  the  July  issue  that 
the  Winter  Meeting  would  be  in  Denver,  No- 
vember 28  to  December  1.  The  change  was 
made  necessary  due  to  labor  difficulties  in 
the  construction  of  the  auditorium  at  Denver. 


New  Members  Welcomed 

We  are  glad  to  welcome  the  following  to 
our  membership,  who  joined  the  Association 
during  the  months  of  July  and  August: 

BELL 

R.  J.  Alford,  M.  D.,  Fonde 
James  C.  Ausmus,  M.  D.,  Colmar 
Joe  H.  Edds,  M.  D.,  Cumberland  Gap,  Tenn. 
Fred  B.  Weller,  M.  D.,  Pineville 
CAMPBELL-KENTON 

William  T.  McElhinney,  M.  D.,  Covington 
John  A.  Naber,  M.  D.,  Newport 
CARLISLE 

Harold  F.  Funke,  M.  D.,  Bardwell 
FAYETTE 

H.  H.  Borders,  M.  D„  Lexington 
James  S.  Hewlett,  M.  D.,  Lexington 
R.  Deems  Shepard,  M.  D.,  Lexington 
Jesse  O.  Van  Meter,  Jr.,  M.  D.,  Lexington 
HART 

Colby  N.  Cowherd,  M.  D.,  Munfordville 
JEFFERSON 

Maurice  M.  Best,  Jr.,  M.  D.,  Louisville 
Guy  C.  Cunningham,  M.  D.,  Louisville 
James  W.  Davis,  M.  D.,  Louisville 

C.  C.  Fix,  M.  D.,  Louisville 
Frank  M.  Gaines,  M.  D.,  Louisville 
Fred  E.  Knight,  M.  D.,  Louisville 
Hugh  C.  Williams,  M.  D.,  Louisville 

McCRACKEN 

Coles  W.  Raymond,  M.  D.,  Paducah 
MASON 

D.  B.  Thurber,  M.  D.,  Maysville 
MUHLENBERG 

A.  W.  Andreasen,  M.  D.,  Greenville 
OWEN 

John  F.  Berry,  Jr.,  M.  D.,  Owenton 
R.  J.  Phillips,  Jr.,  M.  D.,  Owenton 
James  Ramsey,  M.  D.,  Owenton 
PERRY 

Boyd  Baker,  M.  D.,  Hazard 
A.  P.  Duff,  M.  D.,  Hyden 
WEBSTER 

E.  W.  Atherton,  M.  D„  Clay 
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President’s  Page 


August 

20  _ 

1950 

Dear  Fellow  Physicians: 

During  the  past  year  the  American  Physician  has  regained  some  of 
his  lost  prestige  with  the  American  people.  He  has  won  two  battles  in 
Washington  (by  having  the  Senate  defeat  the  President’s  Reorganization 
Plan  No.  1 and  the  House  defeat  the  President’s  Reorganization  Plan  No. 
27.  These  plans  were  defeated  because,  first,  the  public  remembers  the 
unselfish  service  of  our  predecessors  and  pray  that  with  our  knowledge 
we  will  emulate  their  record  with  humanity.  Second  the  organized  ef- 

— fort  of  the  American  Medical  Association 
in  the  presentation  of  the  truths  to  the 
“grass  roots”  of  American  thinking. 

Let  us  as  Kentucky  physicians  hold 
this  gain  in  public  favor  by 

1.  Giving  to  our  people  the  best  in  medi- 
cal, surgical  and  hospital  care. 

2.  Supporting  sound  insurance  pro- 
grams, such  as  Blue  Cross  and  Blue 
Shield,  for  protection  against  catastrophic 
illness.  The  economic  aspect  of  medicine 
has  always  interfered  with  superb  pa- 
tient care.  The  insurance  principle  is 
sound  and  our  people  must  have  this  pro- 
tection and  assurance  of  their  ability  to 
buy  the  best  in  medical  care  if  same  is 
needed. 

3.  Better  management  of  our  offices, 
clinics  and  hospitals  and  an  increase  of 
trained  personnel  in  all  categories  of  med- 
ical service. 

4.  Interest  in  “true  politics.”  America 
today  has  in  its  political  system  assumed 

many  duties  that  require  our  knowledge  and  participation.  I care  not 
whether  you  are  a Democrat  or  Republican,  but  your  best  personal  and  pro- 
fessional decisions  are  needed  when  the  ballot  is  presented  to  the  American 
public.  The  people,  through  their  political  units,  will  decide  the  future  in  all 
phases  of  human  endeavor.  The  future  of  American  medicine  is  as  much  de- 
cided at  the  voting  places  of  our  land  as  in  the  laboratories  of  our  institu- 
tions. 


Sincerely, 
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KENTUCKY  PHYSICIANS  MUTUAL,  Inc. 

Schedule  of  Indemnities 

Revised  July  13,  1950 


1.  ABDOMEN 


Appendectomy  $100.00 

Gastrectomy  150.00 

Bowel  Resection  150.00 

Repair  of  diaphragmatic  hernia  100.00 

Splenectomy  100.00 

Pyloromyotomy:  cutting  of  pyloric  mus- 
cle (Fredet-Ramstedt)  100.00 

Local  excision  of  stomach  ulcer  or  be- 
nign neoplasm  100.00 

Diagnostic  gastroscopy,  including  bi- 
opsy   25.00 

Gastroscopy  with  foreign  body  re- 
moval   I.  C.* 

Gastrojejunostomy  150.00 

Gastrorrhaphy;  suture  of  perforated 

gastric  ulcer,  wound  or  injury  100.00 

Resection  of  small  intestine  150.00 

Resection  of  large  intestine,  all  or  part, 

one  or  two  stages  150.00 

Suture  of  intestine,  large  or  small,  for 
perforated  ulcer,  wound,  injury  or 

rupture  100.00 

Excision  of  Meckel’s  diverticulum  100.00 

Choledochotomy  or  choledochostomy 
with  exploration,  drainage  or  removal 
of  calculus,  with  or  without  chole- 
cystectomy   100.00 

Cholecystectomy,  with  or  without  explo- 
ration of  common  duct  125.00 

Choledochoplasty:  plastic  repair  or  re- 
construction of  bile  ducts  125.00 

Celiotomy  100.00 

Division  of  peritoneal  adhesions 

(independent  procedure)  100.00 

Paracentesis,  Abdominis 

(maximum  of  five)  5.00 

Other  cutting  into  abdominal  cavity  for 
diagnosis  or  treatment,  unless  speci- 
fied above  100.00 

Liver,  biopsy  (independent  Pro- 
cedure)   10.00 

2.  ABSCESS 

Deep  cellulitis  drainage  10.00 

Breast  abscess,  deep,  drainage  (boils  ex- 
cepted)   20.00 

Subcutaneous  abscess,  large,  . . 

drainage  10.00 

Furuncle,  steatoma  or  small  subcutan- 
eous abscess,  drainage  5.00 

Onychium  or  paronychium,  drainage, 
with  or  without  complete  or  partial 

evulsion  of  nail  5.00 

* Individual  Consideration 


Drainage  of  felon  10.00 

Infected  web  space,  drainage,  (lumbri- 

cal  space)  15.00 

Septic  hand  or  foot,  drainage,  (fascial 
spaces  with  or  without  tendon  sheath 

involvement)  25.00 

Sublingual  abscess,  drainage  5.00 

Alveolar  abscess,  drainage  5.00 

Parotid  abscess,  drainage  10.00 

Carbuncle,  excision  25.00 

3.  AMPUTATIONS 
Thigh  through  hip  joint  or  neck  of 

femur;  arm  through  shoulder  joint  . . . 100.00 
Thigh,  leg,  arm  through  neck  of  humer- 
us; forearm  through  elbow  joint;  foot 

through  ankle  joint  75.00 

Knee  cap;  foot  below  ankle;  upper  arm; 

forearm  50.00 

Hand  at  wrist  50.00 

Finger  or  toe  15.00 

Fingers  or  toes  (two  or  more)  30.00 

Coccyx  25.00 

Guillotine,  with  subsequent  revision  or 
reamputation  100.00 


4.  BREAST 

Excision  of  cyst,  fibroadenoma,  non-ma- 


lignant  tumors,  aberrant  breast  tissue, 

duct  lesion  or  nipple  25.00 

bilateral  37.50 

Complete  or  simple  mastectomy,  uni- 
lateral   50.00 

bilateral  75.00 

Radical  mastectomy,  including  breast, 
pectoral  muscles  and  axillary  lumph 

nodes,  - unilateral  100.00 

bilateral  150.00 

5.  CHEST 

Complete  thoracoplasty  150.00 

Lobectomy  or  pneumonectomy  150.00 

Cutting  into  thoracic  cavity  for  diagnosis 

or  treatment  50.00 

Pneumothorax  induced: 

First  induction  10.00 

Each  refill  (maximum  of  5)  5.00 

Cardiotomy  with  exploration  or  removal 

of  foreign  body  150.00 

Cardiorrhaphy;  suture  of  heart  wound 

or  injury  150.00 

Mediastinotomy,  with  exploration,  drain- 
age or  foreign  body  removal  150.00 

Excision  of  mediastinal  cyst  or  tumor  . . 150.00 
Suture  of  mediastinal  wound  or  in- 
jury   150.00 

Bronchoscopy,  including  biopsy  remov- 
al of  foreign  body,  or  treatment  35.00 
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Each  subsequent  operation 

(maximum  of  three)  10.00 

Tracheoesophageal  Fistula  150.00 

Esophagoscopy — foreign  body  35.00 

Cardiospasm,  maximum  2 Dilitations, 

Each  5.00 


6.  DISLOCATION,  REDUCTION  OF 

For  an  open  reduction  of  dislocation, 
unless  otherwise  specified,  indemnity  in- 


creased by  50% 

Shoulder  (closed)  30.00 

(open)  75.00 

Heel  (closed)  25.00 

(open)  75.00 

Hip  Joint  50.00 

Knee  35.00 

Knee  cap  15.00 

Ankle  30.00 

Elbow  (closed)  30.00 

Collar  bone;  wrist  25.00 

Temporamandibular  15.00 

Vertebra,  one  or  more  75.00 

Acromioclavicular  25.00 

Sternoclavicular  25.00 

Carpal  bone  5.00 

Phalanx,  one  finger  or  toe  5.00 

each  additional  finger  of  toe  5.00 

Astragulo-tarsal  30.00 

Os  calcis  30.00 

7.  EAR,  NOSE  OR  THROAT 

Mastoidectomy — Unilateral  75.00 

Bilateral  100.00 

Sinus  Operations: 

Sinusotomy  or  trephine  15.00 

Frontal,  external  5.00 

Puncture  for  drainage  or  irrigation  . . 5.00 

Antrum,  radical  40.00 

Submucous  resection  of  nasal  septum  . . 35.00 

Pharyngectomy;  resection  of  pharynx; 

laryngopharyngectomy  100.00 

Nasal  Abscess  10.00 

Septal  Abscess  10.00 

Nasal  Polyps  15.00 

Post  Nasal  Fibroma,  excision  10.00 

Antrum  Window  15.00 

Caldwell  Luc — single  40.00 

double  60.00 

Puncture — limit  to  two  5.00 

Frontal — simple  trephine  15.00 

radical  60.00 

Combined  external  frontal  and  Ethmoid 

operation  60.00 

Ethmoid  operation — intranasal 

complete  25.00 

Ethmoid  operation — external — 

single  50.00 

double  100.00 

Oral  Maxillary  Fistula  25.00 

Retropharyngeal  abscess  10.00 

Peritonsillar  abscess  5.00 


Branchial  cyst,  excision  35.00 

Tonsillectomy  and  Adenoidectomy  ....  25.00 

Tonsillectomy — secondary  10.00 

Adenoidectomy  10.00 

Paracentesis,  Tympani  5.00 

Abscess  Ear  5.00 

Abscess  Audical  Canal  5.00 

Amputation  ear  10.00 

Exostosis,  external  ear  5.00 

Ext.  Aud.  Canal  excision  for  malig- 
nancy   75.00 

Closure  Salivary  Fistula  15.00 

Labyrinthotomy  (Day  operation)  75.00 

Dachrocystrhinostomy  75.00 

Curettment  for  Osteomyelitis  of  Skull  . . 60.00 

Laryngectomy  100.00 

Arytenoi'dectomy  50.00 

Intubation  5.00 

Laryngeal  Tumor  15.00 

Tracheotomy  25.00 

8.  EXCISION  OR  FIXATION  BY 
CUTTING 

Hip  or  shoulder  joint 100.00 

Joints  of  elbow,  wrist  or  ankle  50.00 

Knee  joint  75.00 

Local  excision  of  cicatrix  or  inflamma- 
tion   10.00 

Arthrotomy  with  exploration,  drainage 
or  removal  of  foreign  body,  major 

point  75.00 

Spinal  fusion  100.00 

Menisectomy:  excision  of  semilunar  car- 
tilage of  knee  joint  75.00 

Synovectomy,  major  joint  100.00 

minor  joint  50.00 

Excision  of  osteochondritis  50.00 

Dissecans,  major  joint  25.00 

minor  joint  25.00 

Arthroplasty;  shelf  operation  with  me- 
chanical device  (metal  cup,  etc.)  with 
or  without  bone  or  fascial  graft 

major  joint  100.00 

minor  joint  50.00 

Arthrodesis:  fusion  of  joint  with  or  with- 
out tendon  transplant,  major  joint  . . . 100.00 

minor  joint,  (hammer  toe),  one  25.00 

each  additional  10.00 

Fixation  or  excision  of  joint,  major  ....  100.00 

minor  50.00 

Removal  of  cervical  rib  , 75.00 

Removal  of  bursa  20.00 

Removal  of  subdeltoid  or  subtrochanteric 

calcareous  deposits  35.00 

Excision  of  olecrannon  or  prepatellar 

bursa  20.00 

Excision  of  ganglion  of  the  wrist  15.00 

Excision  of  Baker’s  cyst  35.00 

Tenosynovectomy  for  Dequervain’s  dis- 
ease, one 25.00 

each  additional,  maximum  of  5 10.00 
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Fasciectomy  for  Dupuytren’s  contrac- 
ture   50.00 

Tongue  Tie  5.00 

Excision  local  lesion  of  palate  10.00 

Submaxillary  Gland  excision  35.00 

Parotid,  Gland,  excision  50.00 

9.  EYE 

Removal  of  cataract  75.00 

Needling  of  cataract  35.00 

Removal  of  lacrimal  sac  35.00 

Any  cutting  operation  into  the  eyeball 

(through  cornea  or  Sclera)  50.00 

Removal  of  eyeball  50.00 

Cutting  on  extrinsic  eye  muscles  35.00 

Other  cutting  operation  on  eyeball  or 

eye  muscles  20.00 

Iridectomy  50.00 

10.  FRACTLfRES 


The  following  amounts  shown  are  for 
simple  fractures — single  or  multiple.  For 
compound  fractures,  the  indemnity  will 
be  one  and  one-half  times  the  corres- 
ponding amount  shown.  For  fracture 
requiring  open  operation,  the  indemnity 
will  be  twice  the  corresponding  amount 


shown. 

Leg,  kneecap  50.00 

Lower  jaw  (alveolar  process  excepted)  . . 25.00 

Nose  10.00 

Rib  10.00 

Multiple  Ribs  20.00 

Skull,  non-operative  35.00 

depressed  75.00 

compound  100.00 

Vertebral  body,  one  or  more  50.00 

Clavicle  . . .• 25.00 

Scapula,  including  acromial  process 

(changed  from  $ 15-contract) 25.00 

Sternum,  non-depressed,  closed  15.00 

depressed,  open  50.00 

Ilium,  ischium,  pubis,  one  or  more 50.00 

Humerus,  surgical  neck,  with  or  without 

dislocation  at  shoulder  50.00 

shaft  50.00 

Elbow,  one  or  more  bones 25.00 

greater  tuberosity  25.00 

Radius,  shaft  or  head,  closed  25.00 

head,  open  50.00 

Ulna,  shaft 25.00 

Radium  and  ulna,  shafts,  open  70.00 

closed  35.00 

Colies’  35.00 

Carpal  bone,  one  or  more 15.00 

Metacarpal  bone,  one  or  more 15.00 

Base  of  first  metacarpal  15.00 

Phalanx,  one  finger  or  toe  10.00 

Each  additional  finger  or  toe  5.00 

Hip,  closed 75.00 

open  150.00 

Femur,  shaft,  including  supracondylar, 

closed  75.00 


open  150.00 

Patella — closed  50.00 

open  100.00 

Tibia,  shaft,  open 100.00 

closed  50.00 

Fibula,  shaft  25.00 

Tibia  and  fibula,  shafts  50.00 

Ankle,  bimalleolar  Potts  50.00 

trimalleolar  50.00 

Astragulus  25.00 

Os  calcis  50.00 

Tarsal  bone,  one  or  more  15.00 

Metatarsal  bone,  one  or  more  15.00 

Malar  15.00 

Maxilla  (horse  shoe  fracture)  closed  ....  15.00 

open  wiring  75.00 

Mandible  (including  wiring)  50.00 

Zygoma,  closed  5.00 

open  10.00 

11.  GENITO-URINARY  TRACT 

Removal  of  entire  kidney 150.00 

Prostatectomy,  Transurethral,  supra- 
pubic or  perineal,  complete  procedure, 

whole  or  part  100.00 

Cutting  into  bladder  and  removal  of 

tumors  100.00 

Other  cutting  into  bladder  75.00 

Cutting  into  kidney,  including  removal 

of  stones  or  tumors  ... 100.00 

Fixation  of  kidney  100.00 

Cutting  into  ureter  100.00 

Cystoscopic  examination  10.00 

Cystoscopy  for  removal  of  urinary 
stones  or  bladder  tumor: 

First  operation  25.00 

Each  subsequent  opei'ation  10.00 

Varicocele  25.00 

Hydrocele  with  excision  of  tunica 

vaginalis  35.00 

Epididymectomy  50.00 

Circumcision  (only  to  members  12  years 

of  age  or  older) 15.00 

Drainage  of  perirenal  abscess  100.00 

Cystectomy,  partial  100.00 

complete  with  anastomosis  150.00 

Closure  of  vesicovaginal  or  vesicouter- 
ine fistula  100.00 

Excision  of  urethral  caruncle  15.00 

Excision  of  bulbourethral  gland  30.00 

Dilation  of  urethral  stricture  by  passage 

of  sound  5.00 

Amputation  of  penis  50.00 

Excision  (or  fulguration)  of  warts  10.00 

Orchidectomy,  unilateral  50.00 

bilateral  75.00 

Orchiopexy,  with  or  without  second 
stage  Torek  operation  and  / or  hernia 

repair,  unilateral  75.00 

bilateral  100.00 

Meatotomy  10.00 
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12.  OBSTETRICS  AND  GYNECOLOGY 


Pregnancy,  delivery  (all  types  except 

Caesarean)  50.00 

(Office  calls  are  not  covered  in  cer- 
tificate) . 

Miscarriage: 

to  six  months  20.00 

to  six  months  (with  D & C)  30.00 

after  six  months  (including  D & C)  . . 40.00 

Pregnancy,  ectopic  (also  ruptured)  ....  100.00 

Bartholin’s  Gland,  excision  30.00 

Urethral  caruncle,  removal  15.00 

Labial  tumors  and  cysts,  removal  25.00 

Atresia  of  vagina,  correction  of 50.00 

Perineorrhaphy,  including  rectocele, 
plastic  repair  of  vagina  and  perineum: 

pelvic  floor  repair  50.00 

Colporrhaphy,  anterior,  or  colpoplasty 

(repair  of  cystocele)  50.00 

Fistula,  recto- vaginal  100.00 

Fistula,  vesico-vaginal  100.00 

Cul-de-sac,  drainage  30.00 

Cauterization  or  conization  of  cervix  . . . 20.00 

Dilatation  and  curettage  30.00 

Tubal  inflation  15.00 

Uterine  Polypi,  removal  25.00 

Trachelorrhaphy  50.00 

Cervix,  amputation  (trachelectomy)  ....  50.00 

Myomectomy  100.00 

Uterine  flexions,  etc.,  correction  100.00 

Oophorectomy  100.00 

Ovariotomy  75.00 

Salpingectomy  with  or  without 

oophorectomy  100.00 

Drainage  of  Bartholin’s  Gland  abscess  . . 10.00 

Ligation  of  fallopian  tube,  independent 

procedure  100.00 

Excision  (urilateral  or  bilateral  inde- 
dependent procedure) 

Excision  of  ovarian  cyst  100.00 

Hysterectomy,  with  or  without  dilation 
and  curettage  and  surgery  on  tubes, 

ovaries,  ligaments,  etc 150.00 

Supravaginal  hysterectomy  and 

conization  150.00 

Supravaginal  hysterectomy  and  perineal 

rePair  150.00 

Supravaginal  hysterectomy  and  cervical 

repair  150.00 

Vaginal  hysterectomy  150.00 

Panhysterectomy:  total  hysterectomy 

(corpus  and  cervix)  150.00 

Local  excision  of  lesion  of  cervix 

(dilation  and  curettage)  30.00 

Biopsy  of  cervix  (independent  proce- 
dure) exclude  Papanaciloau  Swab  ....  10.00 

Hysteropexy,  with  or  without  dilation 
and  curettage  and  surgery  on  tubes, 

ovaries,  ligaments,  etc 

Ventrosuspension:  ventrofixation  100.00 

with  presacral  sympathectomy  100.00 


Interposition  operation  (Watkins 

Kennedy)  100.00 

Shortening  of  endopelvis  fascia;  parme- 

trial  fixation  (Manchester)  100.00 

Tracheloplasty:  plastic  repair  of  uterine 

cervix  (Emmett)  35.00 

Perineorrhaphy  and  trachelorrhaphy  . . . 50.00 

Classic  caesarean  section  100.00 

Low  cervical  (lower  uterine  segment) 

caesarean  section  100.00 

Caesarean  section  and  hysterectomy 

((Porro’s)  150.00 

Vaginal  Caesarean  section  100.00 


13.  GOITER 

Thyroidectomy-complete  procedure,  in- 
cluding ligation  of  thyroid  arteries,  to 


be  treated  as  one  operation  150.00 

Local  excision  of  small  cyst  or  adenoma 

of  thyroid  35.00 

with  lobectomy  100.00 

Hemithyroidectomy:  lobectomy,  thy- 
roid   100.00 

Excision  of  thyroglossal  duct,  cyst  or 

sinus  50.00 

14.  HERNIA.  CUTTING  OPERATION 

Hernioplasty;  herniorrhaphy;  hernioto- 
my; Inguinal,  unilateral  75.00 

bilateral  100.00 

Femoral,  unilateral  75.00 

Bilateral  100.00 

Ventral:  incisional,  large  75.00 

Epigastric  75.00 

15.  RECTUM 
Hemorrhoidectomy : 

Internal  or  internal  and  external  ....  50.00 

External  only  25.00 

Fistula,  resection  of: 

Single  35.00 

Multiple  50.00 

Abdominal  perineal  resection  150.00 

Injection  of  Hemorrhoids, 

'(Maximum  of  five)  5.00 

Diagnostic  proctosigmoidoscopy,  includ- 
ing biopsy,  independent  procedure  . . . 15.00 

Proctosigmoidoscopy  with  removal  of  pa- 
pillomas or  polyps,  benign  25.00 

malignant  (proven)  50.00 

Reduction  of  prolapse  of  rectum  5.00 

Instrumental  dilation  of  rectal  stricture 

(Limit  of  one)  5.00 

Drainage  of  ischiorectal  abscess  10.00 

Fissurectomy,  with  or  without  sphincter- 
otomy (independent  procedure)  25.00 

16.  SKULL 

Open  operation  within  dura  mater  150.00 

Open  operation  not  within  dura  mater  . . 75.00 

17.  TENDONS,  SUTURE  OF 
Lengthening  or  shortening  of  tendon 

with  or  without  graft,  one 35.00 

each  additional  15.00 
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Transplantation  of  tendon,  including  ad- 
vancement or  recession,  one  45.00 

each  additional  15.00 

Suture  of  evulsed  tendon  to  skeletal  at- 
tachment, one  35.00 

each  additional  15.00 

Tenorrhaphy:  suture  of  divided  or  rup- 
tured tendon  one,  primary  25.00 

each  additional  10.00 

maximum  75.00 


18.  TUMORS.  CYSTS,  ETC.,  REMOVAL 


OF 

Non-malignant  skin  tumor  or  subcu- 
taneous lipoma:  Single  10.00 

Multiple  20.00 

Malignant  tumors  of  face,  lip,  or  skin: 

Simple  excision  25.00 

Radical  excision  40.00 

Pilonidal  sinus  or  cyst  50.00 

Biopsy  of  skin  5.00 

Excision  of  bone  cyst  or  chondroma  ....  35.00 

Bunion  operation,  unilateral  35.00 

bilateral  70.00 

Arteriotomy  or  venotomy  with  explora- 
tion for  removal  of  embolus  within 

trunk  100.00 

Extremity  or  neck  75.00 

Removal  of  Warts,  Moles,  Other  Nevi- 
or  other  benign  lesions  (excision  or 

electrodesication)  one  or  more  5.00 

Arteriorrhaphy:  suture  of  wound  or  in- 
jury of  artery  50.00 

Ligation  and  division  of  saphenous  vein 
and  branches  at  saphenofemoral  junc- 
tion with  or  without  injection,  strip- 


ping, or  division  at  lower  level  of 


thigh,  unilateral  40.00 

bilateral  60.00 

Varicose  veins,  injection  of,  (maximum 

of  five)  5.00 

V-excision  of  lesion  of  lip  20.00 

Resection  of  lip  for  malignant  lesion 
with  immediate  or  secondary  plastic 

closure  40.00 

Carcinoma — excision  40.00 

Parotid  Tumor,  excision  25.00 

Sialoithitomy  10.00 

Ranula,  excision  10.00 


19.  SKIN  REPAIR.  GRAFTS,  SUTURES’, 
BURNS 

Wide  excision  of  lesion,  with  graft  or 


plastic  closure  35.00 

Grafts:  List  area  of  skin  transferred,  lo- 
cation of  defect,  type  of  graft,  and  age 
of  patients  I.  C.* 


Burns:  List  percentage  of  body  surface 
involved,  location  of  involved  area, 
and  age  of  patient.  Fee  does  not  in- 


clude grafts  I.  C.* 

Lacerations,  up  to  10  sutures  5.00 

over  10  sutures  10.00 

Freeing  of  web  fingers,  with  flaps 25.00 

with  graft  40.00 

Cheiloplasty : plastic  or  reconstruction 

operation  on  lip  35.00 

Hare-lip  and  Cleft  Palate  100.00 


20.  OTHER  ORTHOPEDIC  PROCE- 


DURES 

Incision  of  periosteum  for  osteomyelitis 

or  bone  abscess,  superficial  25.00 

Drilling  or  windowing  of  cortex  for  os- 
teomyelitis or  bone  abscess,  super- 
ficial   35.00 

Sequestrectomy  for  osteomyelitis  or 

bone  abscess  50.00 

Manipulation  of  major  joint  or  spine  un- 
der anesthesia,  including  application 
of  cast  or  traction  (independent  pro- 
cedure)   30.00 

Removal  of  metal  band,  plate,  screw  or 

nail  (independent  of  procedure)  30.00 

Osteotomy;  cutting,  division  or  transec- 
tion of  bone,  with  or  without  internal 
fixation 

Humerus  (rotation)  75.00 

Ununited  Colles’  fracture  75.00 

Subtrochanteric  125.00 

Supracondylar  100.00 

Correction  of  bowed  legs  or  knock- 

knees,  bilateral  100.00 

Carpectomy,  one  or  more  bones  35.00 

Metataresectomy,  one  or  more  bones...  35.00 

Astragulectomy  35.00 

Osteoplasty;  lengthening  or  shortening 

of  bone  100.00 

Bone  graft,  any  type  (independent  pro- 
cedure)   125.00 

Excision  of  intervertebral  disc  100.00 

Lumbosacral  fusion  100.00 

21.  NERVOUS  SYSTEM 
Spinal  puncture:  lumbar  puncture  (in- 
dependent procedure)  not  over  2 ....  5.00 

with  Queckenstedt  test  5.00 

Excision  of  meningeal  tumor,  cyst  or 

aneurysm  150.00 

Sympathectomy,  unilateral  75.00 

bilateral  100.00 

* Individual  Consideration 
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County  Society  Reports 


BELL 

The  regular  meeting  of  the  Bell  County- 
Medical  Society  was  held  at  the  Bell  County 
Health  Office  in  Pineville  on  Friday,  July  14. 
1950,  at  7:30  P.  M. 

The  members  present  were  Drs.  Winfred 
Smith,  R.  J.  Alford,  Ed  Wilson,  Jr.,  Ed  Wilson, 
Sr.,  A.  L.  Roby,  S.  H.  Flowers,  C.  B.  Stacy, 
and  C.  S.  Scott. 

Guests  were  Mr.  Stafford  of  United  States 
Public  Health  and  Miss  Alice  Smith,  Super- 
intendent of  Nurses  at  Redbird  Hospital  in 
Beverly. 

In  the  absence  of  the  President  and  Vice- 
President,  the  Secretary  presided  and  called 
the  meeting  to  order. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

Program  announcements  of  the  11th  Coun- 
cilor District  Meeting  to  be  held'  at  Clear 
Creek  on  Wednesday,  August  2,  at  6:30  P.  M. 
were  read  and  discussed. 

Mr.  Stafford  of  U.S.P.H.  asked  for  the  So- 
ciety’s cooperation  and  assistance  in  the  Spe- 
cial Congenital  Syphilis  Clinic  to  be  carried 
out  during  the  examination  of  all  pre-school 
children. 

It  was  decided  that  the  District  Meeting 
would  replace  the  regular  county  meeting  in 
August. 

Dr.  Barrett  of  Lexington  who  had  been  in- 
vited to  present  a paper  on  Obstetrics  and 
Gynecology  was  unable  to  attend  and  sent  his 
regrets.  An  alternate  program  was  conducted 
by  Dr.  Ed  Wilson,  Jr.,  who  showed  a color 
movie  of  his  fishing  trip  to  Florida.  The  meet- 
ing adjourned. 

Charles  S.  Scott,  Secretary. 


FAYETTE 

The  regular  meeting  of  the  Fayette  County 
Medical  Society  was  held  at  the  Good  Sa- 
maritan Hospital  on  Tuesday,  July  11,  1950. 

The  meeting  was  called  to  order  by  the  Pres- 
ident, Dr.  Theodore  Adams. 

The  minutes  of  the  previous  meeting  were 
read  and  approved  as  read. 

Dr.  Franklin  Moosnick  presented  the  case,  of 
a colored  man  with  the  complaint  of  a feeling 
as  of  a lump  in  his  chest  and  of  shortness  of 
breath.  Electrocardiagram  showed  an  anterior 
coronary  occlusion.  For  three  or  four  months 
after  this  the  patient  did  poorly  despite  usual 
therapy.  He  developed  severe  chest  pains,  an- 
gina on  such  slight  activity  as  walking  across 
the  room  and  finally  angina  decubitis.  He  got 
no  relief  from  nitro-glycerine. 


At  this  stage  his  left  stellate  ganglion  was 
injected  with  a solution  of  ammonium  sulfate. 
The  patient  immediately  expressed  relief  of 
his  pain  and  became  able  to  walk  about.  Now, 
after  three  months,  patient  notes  slight  return 
of  his  former  pain  so  that  it  is  planned  to  car- 
ry out  a repeat  injection  of  ammonium  sul- 
fate shortly. 

The  speaker  emphasized  the  interesting 
point  that  despite  the  patient’s  relief  of  pain 
and  greatly  increased  exercise  tolerance,  his 
cardiac  lesion  actually  has  progressed  with 
mild  left  sided  cardiac  failure  and  evidence  of 
further  disease  on  electrocardiagram. 

The  paper  of  the  evening  was  presented  by 
Dr.  Maurice  Kaufman  and  his  subject  was 
“Certain  Aspects  of  the  Diagnosis  and  Manage- 
ment of  Allergies.”  The  paper  was  illustrated 
and  augmented  by  a very  interesting  color 
movie.  The  paper  was  discussed  by  Dr.  Ken- 
neth Andrews  and  by  the  essayist  in  closing. 

The  application  for  membership  of  Drs. 
Arthur  Bach,  J.  M.  Ray,  Robert  D.  Shepard, 
and  Jesse  O.  Van  Meter,  Jr.,  having  been  acted 
upon  favorably  by  the  Board  of  Censors,  were 
voted  upon  and  all  were  elected  to  member- 
ship. 

Dr.  Asa  Barnes,  Regional  Medical  Director 
of  the  United  Mine  Workers  of  America  Med- 
ical Program,  addressed  the  Society  briefly 
with  respect  to  the  recent  reactivation  of  the 
program.  He  discussed  present  benefits  under 
the  program,  factors  of  eligibility  and  methods 
and  techniques  for  obtaining  authorization  for 
treatment  of  eligible  persons  and  for  getting 
the  proper  information  about  them  to  the 
proper  places. 

The  applications  for  membership  in  the  Fay- 
ette County  Medical  Society  of  Drs.  J.  A.  Bal- 
lard, M.  Randolph  Gilliam,  Howard  W.  Ripy, 
and  James  B.  Stith  were  read  and  referred  to 
the  Board  of  Censors. 

Dr.  Farra  Van  Meter  announced  that  the 
Tenth  Councilor  District  Meeting  would  be 
held  on  July  19,  1950,  at  the  Lexington  Coun- 
try Club  and  that  those  planning  to  attend 
should  send  in  their  reservations  immediately. 

The  Chairman  announced  that  he  had  been 
approached  regarding  the  constitution  and  ac- 
tivation of  a Civilian  Defense  Committee,  this 
committee  to  be  prepared  to  function  in  case 
of  local  disaster  and  to  be  prepared  to  deal 
according  to  pre-arranged  plans  with  such 
matters  as  classification  of  injured,  transporta- 
tion, hospitalization,  responsibility  for  care 
and  methods  of  therapy. 

There  being  no  further  announcements  and 
no  other  business,  the  meeting  was  adjourned. 

John  S.  Sprague,  Secretary. 
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News  Items 


The  Yale  University  School  of  Medicine  pub- 
lishes a “Journal  of  The  History  of  Medicine,” 
and  will  give  for  each  new  subscriber  a free 
book  entitled,  “A  Treasury  of  Medical  Auto- 
biography.” 

To  the  physician  who  retains  a lively  inter- 
est not  only  in  the  new  techniques  of  his  pro- 
fession, but  also  in  its  history  and  the  relation- 
ship of  the  medical  past  to  the  medical  pres- 
ent and  future,  each  new  issue  of  the  “Journal 
of  The  History  of  Medicine,”  too,  is  certain  to 
prove  a source  of  cultural  stimulation  and 
pleasurable  moments. 


Delving  into  the  past  we  find  that  Dr.  David 
Wilson  Yandell,  Louisville,  was  medical  direc- 
tor of  the  Department  of  the  West,  and  was  e- 
lected  president  of  the  American  Medical  As- 
sociation in  1871.  In  1886  he  was  made  Surgeon- 
General  of  the  State  Guard  and  in  1889  he  was 
elected  President  of  the  American  Surgical  As- 
sociation. He  was  always  a fellow  of  the  Medi- 
cal Society  of  London. 


Dr.  W.  W.  Richardson,  Mercer,  Pa.,  has 
been  named  Director  of  the  State  Tuberculosis 
Hospital  at  Paris.  He  is  the  first  tuberculosis 
specialist  the  State  has  been  able  to  employ 
for  any  one  of  its  five  new  sanatoriums. 


Dr.  D.  G.  Miller,  Jr.,  Morgantown,  has  a 
paper  published  in  the  Journal  of  the  Associa- 
tion of  American  Medical  Colleges,  May,  1950, 
entitled,  “Thoughts  on  Medical  Education  by 
a General  Practitioner.” 


The  new  $250,000  Nicholas  County  Hospital 
was  dedicated  July  2nd,  1950,  before  a large 
crowd  of  citizens  and  visitors  from  other  coun- 
ties. The  hospital  has  twenty-six  beds,  fully- 
equipped  operating  rooms,  laboratory,  doctors’ 
offices,  dining  room,  kitchen  and  other  facili- 
ties. 


Dr.  Colley  N.  Cowherd  has  opened  an  of- 
fice in  Munfordville  for  the  practice  of  medi- 
cine. The  office  will  be  the  same  location 
formerly  occupied  by  Dr.  Roy  A.  Martin.  D'r. 
Cowherd  is  a native  of  Campbellsville  having 
lived  there  all  of  his  life  prior  to  receiving  his 
medical  education.  He  was  graduated  from 
the  University  of  Louisville  School  of  Medi- 
cine June  14,  1949.  He  served  as  an  intern  at 
Norton  Memorial  Infirmary  and  later  at  the 
Kentucky  Baptist  Hospital. 


D'r.  Sam  B.  Marks,  Lexington,  who  has  been 
part-time  city  county  health  officer  since  Janu- 
ary 1949,  when  Dr.  E.  M.  Thompson  resigned, 
has  given  up  his  private  practice  to  become 
full  time  health  officer. 


The  Garrard  County  Memorial  Medical  Hos- 
pital opened  its  doors  to  receive  patients  July 
1st.  This  was  the  first  hospital  built  under  the 
Hill-Burton  act.  A prayer  in  memory  of  Dr.  and 
Mrs.  William  Barton  who  were  killed  in  an 
unfortunate  automobile  accident  May  11,  1950, 
was  delivered  by  the  Reverend  A.  E.  Atkinson 
at  that  time. 



Dr.  James  E.  Hix,  Owensboro,  has  been  certi- 
fied as  a member  of  the  American  Board  of 
Surgery.  Dr.  Hix  was  graduated  from  Emory 
University,  Atlanta,  Georgia  in  1936  and  spent 
two  years  at  the  Grady  Hospital,  Atlanta,  later 
returning  to  Owensboro  where  he  was  in  gen- 
eral practice  for  about  a year  and  a half.  He 
entered  the  army  in  1940  and  spent  six  years 
in  service,  part  of  that  time  in  the  European 
and  African  theatres.  At  the  end  of  the  war, 
Dr.  Hix  joined  the  resident  staff  of  the  Edward 
J.  Meyer  Memorial  Hospital,  an  affiliate  of  the 
University  of  Buffalo  School  of  Medicine, 
Buffalo,  N.  Y.,  where  he  served  three  and  one- 
half  years.  He  returned  to  Owensboro  in  1949 
and  is  associated  with  Dr.  Leslie  C.  Dodson  and 
Dr.  Howell  J.  Davis. 


Dr.  Paul  Marvin  Brown,  a graduate  of  the 
University  of  Oregon  and  the  Harvard  School 
of  Medicine  is  associated  with  Dr.  J.  C.  Denni- 
son, who  has  just  recently  completed  a well 
equipped  clinic  at  Cloverport.  Dr.  Brown  is  a 
specialist  in  surgery. 


Dr.  Robert  W.  Grady,  physician  at  the  Louis- 
ville Home  for  the  Aged  and  Infirm,  has  been 
appointed  assistant  surgeon  in  the  U.  S.  Public 
Health  Service,  and  will  be  stationed  at  Nor- 
folk Marine  Hospital  with  a rank  equal  to  an 
Army  first  Lieutenant.  Dr.  Grady  was  graduat- 
ed in  June,  1950  from  the  University  of  Louis- 
ville School  of  Medicine. 


Dr.  Smith  Gibson,  Evarts,  was  graduated 
from  the  University  of  Louisville  School  of 
Medicine  in  June,  1950  and  will  intern  at  St. 
Elizabeth’s  Hospital,  Covington.  His  first  year 
of  pre-medical  work  was  interrupted  by  serv- 
ice in  the  Army.  Dr.  Gibson  received  the 
Mosby  Prize  in  medicine. 
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THE  WALLACE  SANITARIUM 

MEMPHIS.  TENNESSEE 

For  the  Diagnosis  and  Treaimeni  of  Nervous  and  Menial  Diseases 
Drug  Addiciion  and  Alcoholism 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


Member  of  the  American  Hospital  Association 
FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH,  M.  D.,  Associate 
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Miss  Orianna  Hagood  has  been  named  super- 
intendent of  Mallory-Taylor  Memorial  Hospi- 
tal, LaGrange.  She  succeeds  Dr.  John  P. 
Wheeler  who  died  recently.  Miss  Hagood  was 
graduated  from  the  State  Department  of  Health 
School  for  Laboratory  Technique  in  1928  and 
became  superintendent  of  the  hospital  when  it 
opened  in  1940.  Since  1946  she  has  been  chief 
technician  and  assistant  to  Dr.  Wheeler. 


Dr.  Edward  A.  Rose,  senior  at  the  University 
of  Louisville  School  of  Medicine,  has  accepted 
a position  as  assistant  to  Dr.  S.  G.  Dyer  of 
Dyer  Hospital,  Kuttawa,  Lyon  county.  Dr. 
Rose  will  resume  his  studies  at  the  University 
this  fall. 


D'r.  James  L.  Stambaugh,  New  Castle,  has 
accepted  the  position  of  chief  resident  physi- 
cian of  Ophthalmology  at  the  Veterans  Hos- 
pital in  Dayton,  Ohio.  Dr.  Strambaugh  graduat- 
ed from  Washington  University  in  St.  Louis  in 
May  1950. 


Dr.  W.  E.  Edds,  Calhoun,  has  received  an 
appointment  to  the  United  States  Naval  Hos- 
pital at  Portsmouth,  Virginia.  Dr.  Edds  was 
graduated  from  the  Western  Kentucky  State 
College  and  did  graduate  work  at  Iowa  State 
College  before  entering  the  Naval  Service.  He 
was  graduated  from  the  University  of  Louis- 
ville School  of  Medicine,  June  12,  1950.  Upon 
completion  of  Midshipman’s  training  at  Rens- 
slaer  Polytechnic  Institute,  New  York,  he  was 
commissioned  an  Ensign  in  the  United  States 
Naval  Reserve. 


Dr.  Donald  Thurber  has  been  appointed  as 
the  Mason  County  Health  Officer  in  Mays- 
ville.  Before  going  to  Maysville,  Dr.  Thur- 
ber served  as  a physician  in  charge  of  the 
Waverly  Hills  Sanatorium,  Louisville.  He  was 
graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1936. 


Dr.  Carl  Norfleet,  Director  Pulaski  County 
Health  Unit,  attended  his  1905  Medical  Class 
reunion  at  the  Brown  Hotel,  Louisville  and 
a two  day  Medical  Seminar  given  by  the  Uni- 
versity of  Louisville.  Dr.  Norfleet  also  at- 
tended a two  day  clinical  refresher  course  on 
“Poliomyelitis,”  which  was  held  at  the  Louis- 
ville General  Hospital. 


Dr.  C.  J.  Nichols,  Clarkson,  will  return  to 
Grayson  County  to  practice  medicine  after 
completing  his  intern  work  at  the  General 
Hospital,  Louisville.  He  was  graduated  from 
the  University  of  Louisville  School  of  Medi- 
cine June  14,  1950. 


Dr.  J.  C.  Harrell  has  been  appointed  local 
health  officer  for  Fulton  County.  He  is  the 
first  officer  for  the  health  office  since  the  de- 
parture of  Dr.  P.  A.  Wright  who  left  in  1945. 
He  will  spend  two-fifths  of  his  time  at  the 
local  county  office  and  will  serve  as  health 
officer  for  Hickman,  Fulton,  Carlisle  and  Bal- 
lard counties. 


Mwioriam 


J.  M.  SALMON,  M.  D. 

Ashland 
1873  - 1950 

Dr.  James  Marvin  Salmon,  Ashland,  died 
July  25,  1950.  He  was  born  at  White  Haven, 
Luzerne  County,  Pennsylvania,  April  16,  1873. 
His  early  education  was  acquired  in  the  pub- 
lic schools  of  Bangor,  Northampton  County, 
Pennsylvania  and  at  Blair  Academy,  Blairs- 
town,  N.  J.  He  was  graduated  from  Lafayette 
College  in  1893  with  the  degree  of  A.  B.  Three 
years  later  he  received  the  degree  of  A.  M. 
from  his  Alma  Mater.  He  received  his  medical 
education  at  Jefferson  Medical  College  from 
which  he  was  graduated  in  1896.  Post  gradu- 
ate courses  in  general  surgery  were  taken  at 
the  New  York  Polyclinic  Medical  School  and 
Hospital  and  at  Tulane  University. 

Since  1896,  Dr.  Salmon  was ' continuously 
engaged  in  the  practice  of  medicine  and  surg- 
ery in  Ashland,  and  was  one  of  the  organizers 
of  Ashland’s  first  hospital.  The  institution, 
originally  a small  emergency  hospital  fostered 
by  the  Kings  Daughters  Circle  in  1898,  has  been 
successfully  enlarged  and  developed  to  its  pres-^ 
ent  stage,  the  Kings  Daughters  Hospital.  Dr. 
Salmon  was  a member  of  the  Board  of  Man- 
agers and  also  of  the  Building  Committee  in 
charge  of  the  erection  of  an  extensive  addition 
and  a new  Nurses’  Home.. 

Dr.  Salmon’s  professional  affiliations  includ- 
ed the  American  College  of  Surgeons,  The 
American  Medical  Association  and  compo- 
nents, Southern  Medical  Association,  Central 
Tri-State  Medical  Society  and  Association  of 


The  Journal  of  the  Kentucky  State  Medical  Association 


xx 


Constipation 
in  the  Aged  . . . 


♦ 


The  commonly  encountered  constipation  of  the  older  age  group 
may  result  from  reduced  activity,  lack  of  appetite  for  bulk-pro- 
ducing foods  and  inadequate  ingestion  of  fluids. 

By  providing  hydrophilic  ''smoothage”  and  gently  distending 
bulk,  Metamucil  encourages  normal  physiologic  evacuation  with- 
out straining  or  irritation. 

METAMUCIL®  is  the  highly  refined  mucilloid  of 

Plantago  ovata  (50%),  a seed  of  the  psyllium  group,  combined 
with  dextrose  (50%)  as  a dispersing  agent.  G.  D.  Searle  & Co.# 
Chicago  80,  Illinois. 


RESEARCH 


IN  THE  SERVICE  OF  MEDICINE 


SEARLE 
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C.  & O.  Surgeons.  He  has  been  president  of 
the  latter  two  Societies  and  was  Vice-Presi- 
dent of  the  Kentucky  State  Medical  Associa- 
tion in  1905. 

In  the  First  World  War,  Dr.  Salmon  served 
as  member  of  the  examining  board  of  Boyd 
County,  and  was  later  commissioned  as  a Cap- 
tain in  the  Medical  Corps. 




rr 


ALBERT  FRANKLIN  CORNELIUS,  M.  D. 
Berea 

1886  - 1950 


Dr.  Albert  Franklin  Cornelius,  Berea,  died 
Tuesday,  June  6,  1950.  His  illness  of  arthritis 
had  extended  over  a period  of  five  years,  and 
he  had  been  under  treatment  at  the  Pittsburg 
hospital  shortly  before  his  demise. 

‘“Dr.  Bert,”  as  he  was  known  to  most  peo- 
ple in  the  community,  was  born  in  Jackson 
County  on  February  21,  1886.  His  family 
moved  to  Berea  when  he  was  a small  child, 
and  he  received  his  early  education  in  the 
Berea  schools  before  he  went  to  the  Louisville 
Medical  College  from  which  he  was  graduated 
in  1906. 

For  a while  he  practiced  in  Leslie  County 
and  then  as  a company  physician  among  coal 
miners  near  Whitesburg  in  Letcher  County. 
Later  he  took  a post  graduate  course  at  the 
School  of  Public  Health  at  Harvard  University, 
Cambridge,  Massachussetts.  During  the  first 
World  War  he  went  overseas  to  Serbia  where 
he  served  with  the  Harvard  Sanitary  Commis- 
sion in  fighting  the  typhus  fever  epidemic.  Al- 
so during  that  period  he  was  employed  with 
the  U.  S.  Public  Health  Service  and  at  one 


time  was  stationed  in  Texas.  In  1922  he  re- 
turned to  Berea  and  became  one  of  Berea’s 
greatly  respected  doctors,  and  was  a member 
of  the  Berea  College  Hospital  staff. 

He  was  devoted  to  his  profession  and  to 
the  people  whom  he  served.  In  addition  he 
was  very  fond  of  music  and  used  to  play  the 
violin  in  the  College  Orchestra.  He  received 
much  of  his  early  training  in  medicine  from 
his  father,  the  late  Dr.  Preston  Cornelius,  Berea. 

At  the  annual  luncheon  meeting  of  the  Madi- 
son County  Medical  Auxiliary  held  at  Boone 
Tavern,  April  25,  Dr.  A.  F.  Cornelius  was  hon- 
ored by  many  of  his  friends. 


E.  W.  SIGLER,  M.  D. 
Cadiz 

1906  - 1950 


Dr.  E.  W.  Sigler,  Cadiz,  died  June  25,  1950, 
following  a year’s  illness.  Dr.  Sigler  was  born 
July  7,  1906,  at  Clay,  Webster  County.  He 
went  to  Cadiz  in  1934  as  Trigg  County’s  Health 
Officer  and  served  in  that  capacity  until  1937. 
He  went  to  Henderson  from  Cadiz,  September 
1,  1937  to  become  County  Health  Officer,  and 
held  that  position  until  April  30,  1945.  He 
was  graduated  from  the  University  of  Tennes- 
see March  25,  1934.  D'r.  Sigler  held  a degree 
in  public  health  from  Johns  Hopkins  Univer- 
sity. He  was  mainly  responsible  for  the  estab- 
lishment of  the  Henderson  County  Health 
Center  of  which  he  was  director  from  1937 
until  1945.  Former  Mayor  Robert  B.  Posey, 
who  worked  with  Dr.  Sigler  in  securing  the 
health  center  said,  “Our  health  center,  which 
is  one  of  the  finest  in  the  United  States,  is  a 
monument  to  Dr.  Sigler.”  Dr.  Sigler  was  lat- 
er associated  with  Dr.  Walter  L.  O’Nan  in 
private  practice. 
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MYELOFIBROSIS:  A REPORT  OF  TFIREE  CASES 
E.  FL.  Sanneman,  Jr.,  M.  D.,  S.  K.  Mcllvanie,  M.  D.,  and 

M.  F.  Beard,  M.  D. 

LOUISVILLE 


The  clinical  entity  of  myelofibrosis  was 
first  described  by  Heuch,1  in  Germany,  in 
1879.  In  1904,  Vaquez  and  Aubertin2  gave 
it  the  name  myeloid  splenic  anemia. 
Hirschfeld3,  in  1905,  called  it  atypical 
myeloid  leukemia.  Donhauser4  first  de- 
scribed it  in  the  United  States  in  1908. 
Ball  in  and  Morse5  applied  the  name  mye- 
lophthisic splenomegaly  in  1927.  Other 
names  proposed  for  the  entity  are  chronic 
non-leukemic  myelosis,  by  Mavros5,  in 
1931;  leukoerythroblastosis,  by  McMich- 
ael  and  McNee7,  in  1936;  myelosclerosis, 
by  Vaughan8,  in  1936;  and,  agnogenic 
myeloid  metaplasia,  by  Jackson,  Parker, 
and  Lemon3,  in  1940.  It  seems  that  any- 
one who  wrote  about  this  condition  was 
unwilling  to  accept  his  predecessors’ 
terminology.  The  terms  most  generally 
accepted  today  are  myelosclerosis,  myelo- 
fibrosis, and  agnogenic  myeloid  meta- 
plasia. It  was  estimated  in  1944.  that  less 
than  200  cases  had  been  reported  in  the 
literature. 

Early  Symptoms 

This  disease  usually  has  as  its  early 
symptoms  purpura,  epistaxis  or  hema- 
temesis.  It  is  characterized  further  by 
slowly  progressive  weakness,  abdominal 
pain,  splenomegaly,  bone  pains  and  a re- 
fractory anemia.  With  the  anemia  there 
are  an  associated  thrombocytopenia,  leu- 
kopenia, and  immature  red  and  white 
cells  in  the  peripheral  blood  stream. 

Changes  in  Bone  Marrow 

While  myelofibrosis  means  fibrosis  of 
the  bone  marrow,  the  changes  in  the  bone 

Read  before  Louisville  Society  of  Internists,  March  23 
1950.  n 
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marrow  may  range  anywhere  from  hyper- 
plasia to  hypoplasia  with  intense  fibrosis 
and  sclerosis.  Erf  and  Herbut10  think  the 
bone  marrow  pathology  begins  as  a dif- 
fuse or  focal  hypoplasia  of  all  the  marrow 
elements.  The  underlying  reticulum 
gradually  increases,  first  as  a fine  fibril- 
lary or  somewhat  myxomatous  connective 
tissue,  and  later  with  a gradual  increase 
in  collagen  until  the  entire  structure  be- 
comes densely  fibrotic.  Foci  of  regular 
or  greatly  hyperplastic  hematopoiesis, 
which  contain  usually  both  myelogenous 
and  erythrocytic  cells,  are  found  scat- 
tered between  the  fibrous  tissue  strands. 

If  a normal  number  of  blood  cells  are 
to  be  formed  after  the  bone  marrow  is 
fibrosed,  they  will  have  to  be  formed,  at 
least  in  part,  in  extramedullary  sites.  The 
development  of  extramedullary  hemato- 
poiesis then  appears  to  be  a compensatory 
mechanism  and  is  entirely  dependent 
upon  the  degree  of  myelofibrosis  and 
myelosclerosis.  The  spleen  and  liver  are 
the  two  organs  most  commonly  involved 
in  this  myeloid  and  erythroid  metaplasia, 
although  the  lymph  nodes,  lungs,  and  kid- 
neys may  be  involved  at  times. 

It  is  the  purpose  of  this  paper  to  pre- 
sent three  cases  of  primary  myelofibrosis 
which  have  been  studied  by  the  Hematol- 
ogy Section  of  the  Department  of  Medi- 
cine of  the  University  of  Louisville  Medi- 
cal School,  and  to  discuss  briefly  its  path- 
ogenesis, differential  diagnosis,  and  treat- 
ment in  the  light  of  present  day  develop- 
ments. 

Case  Report 

Case  J.  L.:  Present  Illness:  This  73 

year  old  negro  male  was  well  until  June, 
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1949,  at  which  time  his  ankles  and  feet 
started  to  swell.  His  private  physician 
treated  him  for  heart  trouble.  His  edema 
subsided  in  November,  1949,  and  he  was 
able  to  return  to  work.  He  worked  until 
January  1,  1950,  at  which  time  he  began 
to  go  downhill  again.  He  was  able  to  be 
up  and  about  at  his  home  until  January 
25,  1950.  After  that  he  was  confined  to 
his  bed,  lost  all  interest  in  his  surround- 
ings, and  developed  nausea  and  vomiting. 
He  lost  an  unknown  amount  of  weight. 
He  became  lethargic  and  disoriented.  He 
entered  the  Louisville  General  Hospital 
on  February  15,  1950. 

Past  History 

Past  History  was  essentially  negative. 
The  patient  had  worked  as  a presser  at 
■the  Kentucky  Hotel  for  the  past  fifteen 
years.  He  had  worked  steadily  until 
June,  1949. 

Physical  Examination 

Physical  Examination:  Pulse  86;  Temp. 
97°;  Resp.  22;  B.P.  100/60. 

The  patient  was  a chronically  ill,  very 
emaciated,  anemic  negro  male.  He  was 
confused  and  disoriented.  He  was  quite 
dehydrated.  The  skin  had  an  extremely 
sallow  yellow  color.  The  right  eye  had 
been  surgically  removed.  The  left  retina 
was  pale.  The  tongue  was  markedly  pale 
with  small  papillae  but  without  true 
atrophy.  The  chest  was  emaciated.  There 
were  a few  moist  rales  at  the  base  of  the 
right  lung.  A systolic  murmur  was  heard 
over  the  apex  of  the  heart.  The  abdomen 
was  flat  and  firm  but  not  rigid.  There 
was  generalized  moderately  deep  tender- 
ness. The  liver  was  not  palpable.  There 
was  a stony  hard  mass  which  extended 
5-6  cm.  below  the  left  costal  margin  and 
which  moved  on  respiration.  This  was 
thought  to  be  the  spleen.  There  was  some 
swelling  of  the  feet  and  ankles.  All  the 
reflexes  were  hyperactive. 

Laboratory  Data 

Laboratory  Data:  Urinalysis  and  Kahn 
were  both  negative.  Red  count  was  680,- 
000  with  2.9  grams  of  hemoglobin.  White 
count  was  6,680  with  48%  polys,  20% 
stabs,  1%  juveniles,  1%  myelocytes,  3% 
basophiles,  3%  eosinophiles,  4%  lympho- 
cytes, 2%  monocytes,  9%  erythroblasts, 
and  8%  normoblasts.  Hematocrit  was 
9%.  Platelets  numbered  6,800.  A bone 
marrow  puncture  on  the  day  of  admis- 
sion revealed  no  intact  marrow.  The  bone 
marrow  had  less  cells  than  the  peripheral 
blood  which  was  suggestive  of  extra- 


medullary activity.  Blood  NPN  was  57 
mgm.  per  cent.  Chest  x-ray  showed  the 
heart  to  be  enlarged  in  all  diameters,  the 
aorta  was  tortuous,  and  there  was  in- 
creased density  in  the  right  second  anteri- 
or interspace. 

Hospitalization 

Course  in  Hospital:  On  the  day  of  ad- 
mission, a hematological  consultation  was 
obtained  and  the  diagnosis  of  myeloph- 
thisic anemia  was  made.  During  the  first 
five  days  in  the  hospital  the  patient  re- 
ceived six  transfusions  of  whole  blood 
totaling  3000  cc.  His  condition  improved 
slightly  but  he  remained  confused.  A G-I 
series  was  done  on  February  16th  and  was 
reported  as  negative.  A bone  survey  on 
the  same  day  revealed  no  gross  evidence 
of  any  bone  pathology.  A bone  marrow 
biopsy  was  taken  on  February  21st  which 
confirmed  the  diagnosis  of  myelofibrosis. 
The  marrow  spaces  between  the  cancel- 
lous bone  had  undergone  a marked  degree 
of  fibrosis  with  only  a sprinkling  of  cells 
remaining.  Following  this  he  received 
two  more  transfusions  of  500  cc.  each.  On 
February  27th,  he  developed  purpuric 
areas  over  his  entire  back.  His  confusion 
became  more  marked.  He  became  coma- 
tose and  died  on  the  following  day. 

Case  Report 

Case  E.  B : Present  Illness:  This  63 

year  old  white  male  entered  the  Kentuc- 
ky Baptist  Hospital  on  Sept.  22,  1949 

with  the  chief  complaint  of  weakness.  He 
had  become  progressively  weaker  during 
the  past  two  months  until  he  was  totally 
incapacitated.  He  had  had  loss  of  appe- 
tite for  the  past  month.  He  thought  he 
had  lost  about  fifteen  pounds  of  weight. 

Past  History 

Past  History  was  essentially  negative. 
He  had  had  a carcinoma  of  the  skin  treat- 
ed by  x-ray  with  complete  cure. 

Physical  Examination 

Physical  Examination  showed  Pulse 
100:  Temp.  99.2°;  Resp.  16;  B.P.  116/55. 

The  patient  was  a well-developed,  well 
nourished,  moderately  pale  white  male 
who  appeared  chronically  ill.  There  was 
no  icterus,  although  the  skin  was  sallow. 
There  were  a few  small  shotty  lymph 
nodes  palpable  in  the  left  axilla.  The 
mucous  membranes  were  pale.  The 
tongue  was  pale  with  atrophied  papillae. 
There  was  complete  edentula.  The  heart 
and  lungs  were  essentially  normal.  The 
liver  was  felt  two  fingers-breadth  below 
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the  right  costal  margin.  The  spleen  was 
not  felt. 

Laboratory  Data 

Laboratory  Data:  Kahn  was  negative. 
Urinalysis  was  normal  except  for  a trace 
of  albumen.  Red  count  was  2,060,000  with 
six  grams  of  hemoglobin.  White  count 
was  7,100  with  a differential  count  of 
40%  polys,  2%  myelocytes,  2%  myelo- 
blasts, 45%  lymphocytes,  and  2%  baso- 
philes.  There  were  six  nucleated  red  cells 
per  100  white  cells. 

Hospitalization 

Course  in  Hospital:  Early  in  his  hospi- 
talization the  patient  received  two  500 
cc.  transfusions  of  whole  blood.  A sternal 
marrow  puncture  on  September  27th 
showed  almost  complete  aplasia.  Two 
days  later  he  was  given  a third  transfu- 
sion, which  increased  his  red  count  to 

3.1 10.000  with  8.5  gms.  of  hemoglobin.  His 
platelet  count  was  21,770  at  this  time.  He 
was  discharged  on  October  3rd  with  the 
diagnosis  of  aplastic  anemia. 

He  entered  the  hospital  for  the  second 
time  on  October  31st  primarily  for  a 
blood  transfusion.  His  red  count  was  2,- 

070.000  with  5.5  gms.  of  hemoglobin.  He 
was  given  500  cc.  of  whole  blood  and  dis- 
charged on  November  1,  1949. 

He  entered  for  the  third  time  on  No- 
vember 7th,  because  he  was  getting  pro- 
gressively weaker  and  was  very  nauseat- 
ed. He  stated  that  he  had  felt  well  for 
about  one  week  after  his  last  transfusion 
and  then  began  to  go  downhill  again. 

Laboratory  Studies 

Laboratory  studies  on  this  admission 
showed  the  red  count  to  be  1,930,000  with 
5.25  gms.  of  hemoglobin.  White  count 
was  6,420  with  48%  polys,  14%  stabs,  8% 
myelocytes,  16%  myeloblasts,  27%  lym- 
phocytes, and  1%  monocytes.  There  were 
27  nucleated  red  cells  per  one  hundred 
white  cells.  X-ray  of  the  sternum  revealed 
mild  osteoporosis. 

During  this  admission  the  patient  re- 
ceived nine  blood  transfusions  totalling 
4500  cc.  On  November  9th,  it  was  noted 
that  his  spleen  could  be  felt  two  fingers- 
breadth  below  the  left  costal  margin.  On 
November  19th,  a biopsy  was  taken  of  the 
eighth  right  rib.  This  showed  replace- 
ment of  the  usual  marrow  structure 
by  fibrous  connective  tissue  which 
filled  nearly  all  the  spaces  between 
the  bony  trabeculae.  Only  occasional 


areas  of  lymphocytes  and  a few 
myelocytes  were  seen.  The  erythro- 
poietic elements  were  absent.  Patho- 
logical interpretation  was  osteosclerosis. 
He  was  seen  the  same  day  by  the  hema- 
tological consultant  who  made  the  diag- 
nosis of  myelofibrosis  with  extramedul- 
lary myelopoiesis.  He  was  discharged 
from  the  hospital  on  November  21st  with 
a red  count  of  4,350,000  and  12.0  grams  of 
hemoglobin. 

Since  his  third  admission  he  has  been 
in  the  hospital  on  three  other  occasions, 
primarily  for  blood  transfusions.  He  was 
in  from  January  4th  until  January  14, 
1950,  when  he  received  2000  cc.  of  blood. 
Between  January  20  and  January  28th  he 
received  five  more  transfusions  which 
raised  his  red  count  from  3,120,000  with 
9 grams  of  hemoglobin  to  6,800,000  with 
over  18  grams  of  hemoglobin.  His  last 
admission  to  date  was  from  March  1st  to 
March  6,  1950.  He  entered  with  a red 
count  of  3,800,000.  After  2000  cc.  of  whole 
blood  his  red  count  rose  to  5,570,000  with 
14.5  grams  of  hemoglobin.  During  his  last 
three  admissions  his  peripheral  blood  has 
continued  to  show  the  presence  of  im- 
mature red  and  white  cells. 

Case  Report 

Case  E.  B.  S.:  Present  Illness:  This  56 

year  old  white  male  was  admitted  to  the 
Orthopedic  Service  of  the  Louisville  Vet- 
erans Administration  Hospital  on  June  8, 
1947,  because  of  a neck  injury  he  had  su- 
stained in  a fall  two  days  before.  Past 
history  was  non-contributory. 

Physical  Examination:  Temp.  98.6°; 

Pulse  84;  Resp.  16;  B.P.  136/70. 

There  was  a contusion  over  the  occipi- 
tal area.  The  teeth  were  dirty,  carious 
and  worn.  The  liver  and  spleen  were 
both  palpable.  The  rest  of  the  examina- 
tion was  essentially  negative. 

Laboratory  Data 

Laboratory  Data:  Urinalysis  and  Kahn 
test  were  both  negative.  Red  count  was 

2,360,000  with  7 grams  of  hemoglobin. 
White  count  was  10,300  with  77%  neutro- 
philes  and  23%  lymphocytes.  The  red 
cells  were  described  as  showing  marked 
hypochromia,  marked  anisocytosis,  and 
marked  poikilocytosis.  There  were  many 
pencil  cells  and  many  target  cells.  Chest 
x-ray  was  normal. 

Hospitalization 

Course  in  Hospital:  Four  days  after  ad- 
mission the  patient  had  a large  hemor- 
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rhage  from  his  mouth.  He  was  given  two 
transfusions  of  whole  blood.  He  was  seen 
in  the  ENT  Clinic  where  a telangectasia 
of  large  vessels  over  the  base  of  the 
tongue  was  discovered.  He  was  trans- 
ferred to  the  Medical  Service  for  further 
investigation.  On  June  25,  1947,  the  first 
sternal  puncture  was  done.  This  was  read 
as  showing  a maturation  arrest,  sugges- 
tive of  an  EMF  deficiency.  There  were 
relatively  few  marrow  cells  seen  on  the 
smear.  Further  laboratory  studies  at 
that  time  revealed  a red  count  of  3,640,- 
000.  Packed  cell  volume  was  33%.  Plate- 
lets numbered  116,480.  Bleeding  time  was 
twelve  minutes.  Clotting  time  was  four 
minutes.  Clot  retraction  was  complete  in 
three  hours.  Icterus  index  was  nine  units. 
Prothrombin  time  was  normal.  Urobilin 
was  present  in  the  urine  in  a dilution 
of  1-10.  On  July  1st  he  was  started  on  120 
mgms.  of  rutin  daily  for  ten  days.  Dur- 
ing this  time  his  red  count  rose  to  3,840,- 
000.  On  July  15th  many  purpuric  areas 
appeared  over  his  left  chest,  the  right 
deltoid  area,  and  the  left  knee.  His  spleen 
was  palpable.  The  tourniquet  test  was 
markedly  positive.  His  red  count  was 
2,500,000  and  the  platelet  count  was  95,- 
000.  He  was  again  placed  on  rutin  along 
with  folic  acid  and  ascorbic  acid. 

Sternal  Puncture 

A second  sternal  puncture  on  July  21 
was  interpreted  as  showing  moderate 
hypoplasia  with  a scarcity  of  marrow 
cells.  By  August  1st  his  red  count  was 
still  around  2,770,000  and  his  platelet 
count  had  fallen  to  69,250.  During  the 
next  two  weeks  he  received  four  whole 
blood  transfusions.  On  August  19th  his 
medication  was  discontinued.  On  August 
22nd  his  red  count  had  fallen  to  2,200,000 
and  his  platelets  to  55,000.  His  reticulo- 
cyte count  was  2.0%.  He  was  then  placed 
on  one  ce.  of  crude  liver  intramuscularly 
weekly  and  on  brewer’s  yeast.  A third 
sternal  puncture  on  September  24th 
showed  a marrow  slightly  more  cellular 
than  normal.  By  this  time  the  patient’s 
only  complaints  were  weakness  and 
shortness  of  breath.  On  October  3rd,  a 
fourth  sternal  puncture  showed  no  active 
pathology.  A fifth  puncture  on  October 
15th  showed  a maturation  arrest  with  no 
megakarocytes  in  the  smear.  Auto-and 
iso-agglutinins,  auto  and  iso-hemolysins, 
and  cold  agglutinins  were  all  negative.  At 
this  point  the  patient  was  given  a five 
weeks  leave.  He  returned  from  leave  on 


December  3rd  for  repeat  studies.  His  red 
count  was  still  found  to  Ibe  2,270,000  with 
five  grams  of  hemoglobin.  His  hemato- 
crit was  19.5%.  The  platelets  numbered 
190,680.  He  was  finally  discharged  on 
December  12,  1947  with  the  diagnoses  of 
hemolytic  anemia  due  to  unknown  cause 
and  idiopathic  hemorrhagic  thrombopen- 
ic  purpura. 

Re-Entrance  History 

The  patient  re-entered  the  hospital  on 
November  28,  1949,  not  quite  two  years 
after  his  first  discharge.  He  stated  that 
since  his  release  he  had  continued  to  have 
weakness  and  shortness  of  breath.  Two 
months  before  admission  he  had  noted  an 
aching,  pulling  pain  throughout  his  mid- 
dle and  lower  abdomen.  One  week  before 
admission  he  had  experienced  a right 
spontaneous  peri-orbital  ecchymosis. 

Physical  examination  at  this  time  re- 
vealed a right  peri-orbital  ecchymosis. 
There  was  a left  corneal  opacity.  The 
tongue  was  smooth  but  grooved.  Lungs 
and  heart  were  not  unusual.  The  liver 
and  spleen  could  not  be  felt. 

Laboratory  Data 

Laboratory  studies  at  this  time  showed 
the  red  count  to  be  2,470,000  with  5.5 
grams  of  hemoglobin.  The  white  count 
was  10,450  with  65%  segs,  4%  stabs.  207c 
lymphocytes,  and  2%  monocytes.  Plate- 
let count  was  39,520.  Hematocrit  was 
21%.  Bleeding  time  was  nine  minutes. 
Clotting  time  was  fifteen  minutes.  Uri- 
nalysis and  Kahn  were  negative. 

On  November  30th  a sternal  puncture 
showed  marked  fibrosis  of  the  marrow 
spaces  with  hardly  any  active  hemato- 
poiesis. The  diagnosis  was  now  made  of 
osteosclerosis.  To  make  a more  positive 
diagnosis,  a biopsy  of  a rib  was  taken  on 
December  19th.  This  biopsy  also  showed 
the  marrow  spaces  to  be  filled  with  a ma- 
ture dense  connective  tissue.  The  diag- 
nosis of  fibrosis  of  the  marrow  was  con- 
firmed. On  December  24th  the  patient 
had  a massive  subcutaneous  hemorrhage 
extending  from  his  axilla  to  his  hip.  Be- 
tween December  31  and  January  31  the 
patient  received  fifteen  transfusions  of 
whole  blood.  On  January  23,  1950,  he  had 
multiple  purpuric  areas  over  his  entire 
body  which  cleared  in  the  course  of  sev- 
eral days.  On  February  3,  1950,  after  the 
fifteen  transfusions,  his  red  count  was  3,- 
070,000  with  9.5  grams  of  hemoglobin.  His 
white  count  was  18,400  with  a differential 
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count  of  11%  myeloblasts,  1%  premyelo- 
cytes, 1%  juveniles,  8%  stabs,  43%  segs, 
17%  lymphocytes,  18%  monocytes,  1% 
eosinophiles,  and  8%  normoblasts.  He 
was  discharged  on  February  6,  1950. 

Discussion 

The  pathogenesis  of  primary  myelofi- 
brosis is  poorly  understood,  but  recent 
experimental  approaches  are  most  prom- 
ising. Gardner  and  Pfeiffer,11  found  that 
by  giving  rats  ten  milligram  pellets  of 
estradiol  dipropionate  weekly,  for  periods 
up  to  six  weeks,  they  could  induce  local- 
ized osteofibrotic  lesions  in  the  skeletons. 
Using  dogs,  Castrodale12  and  his  co-work- 
ers  gave  large  doses  of  estradiol  and  stil- 
bestrol,  and  followed  the  changes  in  the 
blood,  liver  and  bone  marrow.  They 
found  that  the  blood  changes  consisted  of 
anemia,  leukopenia,  and  thrombocyto- 
penia. There  were  no  constant  pathologi- 
cal changes  in  the  livers  of  seven  dogs. 
Four  dogs  showed  some  fatty  degenera- 
tion, one  showed  moderate  central  necro- 
sis, and  two  showed  no  hepatic  changes. 
The  first  change  noted  in  the  bone  mar- 
row consisted  of  variable  degrees  of  hy- 
perplasia, usually  of  the  myeloid  ele- 
ments. As  this  progressed,  scattered  areas 
of  focal  hypoplasia  were  noted.  These 
foci  most  generally  consisted  of  a tenu- 
ous edematous  stroma  which  sometimes 
contained  a few  erythrogenic  cells  and 
less  frequently,  immature  myeloid  cells. 
In  one  case  the  entire  bone  marrow  be- 
came hypoplastic.  These  observations  ap- 
pear to  be  very  fundamental  and  have 
given  the  first  clue  for  any  rational  defin- 
itive treatment. 

Diagnosis 

The  diagnosis  of  myelofibrosis  should 
be  considered  whenever  one  finds  an 
anemia  with  splenomegaly,  plus  imma- 
ture red  and  white  cells  in  the  peripheral 
blood  stream.  The  diagnosis  is  further 
suggested  whenever  one  attempts  a ster- 
nal puncture  and  experiences  a “dry  tap.” 
To  make  the  diagnosis  certain,  a bone 
marrow  puncture,  or,  preferably,  a bone 
marrow  biopsy  of  red  marrow  should  be 
done.  Some  writers  have  also  advocated 
a splenic  puncture  and  an  adrenalin  test. 
However,  a splenic  puncture  is  not  with- 
out danger,  and  immature  red  and  white 
cells  are  usually  seen  in  the  peripheral 
blood  stream  without  the  aid  of  the  ad- 
renalin test. 


Since  the  blood  picture  described  above 
suggests  other  diagnoses  to  most  physi- 
cians, and  since  the  type  of  treatment  of 
some  of  these  conditions  is  contraindicat- 
ed in  myelofibrosis,  it  is  felt  that  some 
time  should  be  devoted  to  the  differential 
diagnosis. 

Errors  in  Diagnosis 

Myelofibrosis  is  often  misdiagnosed  as 
myelogenous  leukemia.  A careful  study 
of  the  bone  marrow  will  usually  correct 
this  error.  The  bone  marrow  in  myelo- 
genous leukemia  shows  a diffuse  infiltra- 
tion of  immature  cells  of  the  granulo- 
cytic series  with  a marked  decrease  in  the 
red  cell  series.  Fat  tissue  is  usually  ab- 
sent. In  myelofibrosis,  the  marrow  may 
appear  normal,  aplastic,  hyperplastic,  or 
fibrotic.  A biopsy  of  the  extramedullary 
foci  will  also  serve  to  differentiate  these 
two  conditions.  In  myelofibrosis  the  ex- 
tramedullary foci  have  nearly  normal 
marrow  components,  i.  e.,  normoblasts, 
erythroblasts,  megakaryocytes,  myelo- 
cytes, myeloblasts,  and  lymphocytes.  This 
extramedullary  hematopoiesis  is  a focus 
of  normal  bone  marrow  components  situ- 
ated elsewhere  than  within  bone,  and  at- 
tempting, because  of  a destroyed  marrow, 
to  produce  normal  circulating  red  blood 
cells  and  white  blood  cells.  In  leukemia, 
the  foci  consists  of  nests  of  infiltrating 
myelocytes  and  myeloblasts  in  the  case 
of  myelogenous  leukemia,  and  of  lympho- 
blasts in  the  case  of  lymphatic  leukemia. 
A leukemic  infiltration  is  a focus  of  in- 
filtrating immature  white  blood  cells 
which,  because  of  their  inherent  repro- 
ductive capacities,  produce  more  imma- 
ture white  cells,  either  myeloid,  lymphoid, 
monocytoid,  or  plasmoid.  To  state  it 
differently,  the  extramedullary  foci  of 
hematopoiesis  in  myelofibrosis  consti- 
tutes a compensatory  or  healing  process, 
while  leukemic  infiltration  is  a part  of 
the  pathologic  leukemic  process  itself.  If 
the  biopsy  has  been  taken  from  the  spleen 
one  will  also  see  infarcts  in  the  case  of 
myeloid  leukemia  but  not  in  the  case  of 
myelofibrosis. 

The  various  anemias  also  enter  into  the 
differential  diagnosis.  Here  again  an  ex- 
amination of  the  bone  marrow  is  very 
helpful.  In  aplastic  anemia,  there  is  a 
fatty  marrow  and  no  extramedullary 
hematopoiesis.  In  acquired  hemolytic 
anemia,  there  is  an  increase  in  the  reticu- 
locytes in  the  circulating  blood  and  an  in- 
crease in  the  erythroid  elements  in  the 
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bone  marrow.  In  splenic  anemia,  one  does 
not  see  immature  red  and  white  cells  in 
the  peripheral  blood. 

Treatment 

The  treatment  of  this  disease  up  to  re- 
cently has  been  mainly  supportive.  Blood 
transfusions  were  and  still  are  used  liber- 
ally to  combat  the  anemia  and  to  relieve 
the  symptoms.  Any  beneficial  effects  de- 
rived from  the  transfusions,  however,  are 
only  temporary. 

Crafts13  has  shown  that  the  administra- 
tion of  androgens  to  castrated  rats  leads 
to  hyperplasia  of  the  marrow  and 
increase  in  the  red  cell  counts.  If 
one  is  justified  in  carrying  over  in- 
to the  human  being  the  results  found 
in  animal  experimentation,  then  the 
use  of  androgens  would  seem  rational 
in  this  disease,  inasmuch  as  they  are  in- 
hibitors of  the  estrogens.  If  there  is  a pre- 
ponderance of  estrogens  in  the  blood 
stream,  and  if  this  preponderance  is  due 
to  an  inability  of  the  liver  to  conjugate 
the  estrogens  in  a normal  manner,  one 
might  also  give  vitamin  B complex.  The- 
oretically this  would  enhance  the  conju- 
gating ability  of  the  liver  and  thereby  aid 
in  overcoming  the  progressive  course  of 
myelofibrosis.  Erf  and  Herbut10  gave  tes- 
tosterone to  five  patients  with  myelofi- 
brosis. In  three  of  the  four  cases  of  pri- 
mary generalized  myelofibrosis  a partial 
remission  occurred  and  the  patients  were 
more  comfortable  clinically.  However  it 
must  be  pointed  out  that  spontaneous  re- 
missions occur  in  some  cases  so  it  is  diffi- 
cult to  say  just  how  much  relief  can  be 
attributed  to  the  drug  and  how  much  to 
coincidence. 

Regardless  of  the  effectiveness  of  the 
above  measures  it  is  considered  important 
to  emphasize  that  there  are  two  proce- 
dures which  are  contraindicated.  These 
are  splenectomy  and  radiation  of  the 
spleen.  It  is  evident  to  the  reasoning 
clinician  that  if  the  condition  has  been  er- 
roneously diagnosed  as  splenic  anemia, 
splenectomy  would  seem  indicated.  Like- 
wise if  a diagnosis  of  leukemia  has  been 
made,  x-ray  therapy  would  seem  desir- 
able. The  objections  to  either  of  these 
procedures  to  a spleen  that  is  trying  des- 
perately to  take  over  the  function  of  a de- 
fective bone  marrow,  are  self  evident. 
Hickling14  reported  twenty-seven  cases 
of  splenectomy  in  1937  on  patients  who 
had  myelofibrosis.  Fifteen  of  these  cases 
died  within  a few  days  following  the 


splenectomy.  One  died  in  four  weeks,  one 
in  three  months,  and  one  in  eight  months. 
Three  died  between  one  and  a half  and 
three  years  following  the  procedure.  One 
patient  survived  eight  years  after  sple- 
nectomy, one  survived  seven  years,  and 
another  three  years.  Other  adequate  foci 
of  extramedullary  hematopoiesis  are 
probably  responsible  for  these  latter  pa- 
tients’ apparent  good  fortune.  None  of 
the  patients  was  [beneficially  affected  by 
the  operation,  there  being  no  striking  im- 
provement in  their  health.  Similar  unde- 
sirable results  have  occurred  following 
radiation  of  the  spleen. 

Prognosis 

The  prognosis,  even  after  a correct  diag- 
nosis is  made,  is  quite  variable.  It  seems 
to  depend  upon  how  adequately  the  ex- 
tramedullary hematopoiesis  can  compen- 
sate for  the  non-functioning  bone  mar- 
row. There  are  cases  on  record  which 
have  survived  over  fifteen  years.  Accord- 
ing to  Jackson,  Parker,  and  Lemon,9  the 
average  duration  of  life  from  the  onset 
of  symptoms  is  approximately  eleven 
years.  It  is  to  be  hoped  that  a better  un- 
derstanding of  this  condition  will  result 
in  the  development  of  more  effective 
therapy. 

Summary  and  Conclusion 

Three  cases  of  myelofibrosis  have  been 
described. 

Myelofibrosis  is  an  entity  which  results 
from  sclerosis  and  fibrosis  of  the  bone 
marrow  and  the  development  of  extra- 
medullary foci  of  hematopoiesis  usually 
in  the  spleen  and  liver.  Both  immature 
red  and  white  cells  are  found  in  the  per- 
ipheral blood  stream.  The  disease  is  often 
confused  with  myelogenous  leukemia  and 
various  types  of  anemia.  A careful  bone 
marrow  examination  will  usually  serve 
to  correct  this  error. 

While  the  etiology  of  myelofibrosis  is 
unknown  it  has  been  shown  experiment- 
ally that  large  doses  of  estrogen  will 
cause  osteofibrotic  lesions  in  the  bone 
marrow  in  the  laboratory  animal. 

Treatment  generally  consists  of  trans- 
fusions. Androgens  have  been  given  to  a 
few  cases  but  the  results  are  not  conclu- 
sive. Radiation  of  the  spleen  and  splenec- 
tomy are  to  be  avoided. 

From  the  Section  on  Hematology  of  the  Department  of 
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HISTOPLASMOSIS  OF  INFANTS  WITH  A REPORT 
OF  SEVEN  CASES 

Emil  Koicher,  Sc.  D.  and  Sanford  Leikin,  M.  D. 

LOUISVILLE 


Histoplasmosis  is  a generalized  infec- 
tion of  the  reticulo-endothelial  system 
caused  by  the  fungus,  Histoplasma  cap- 
sulatum.  The  systemic  infection  is  char- 
acterized clinically  by  anemia,  leucopenia, 
fever  and  hepatosplenomegaly.  Localized 
infection  of  the  skin  and  mucous  mem- 
branes occur  frequently. 

Meleney1  summarized  the  thirty-two 
reported  cases  of  histoplasmosis  which 
had  occurred  up  to  1940.  Later  (1945) 
Parsons  and  Zarafonetis2  again  reviewed 
the  literature  on  histoplasmosis  and  by 
this  time  the  total  number  of  cases  had 
risen  to  eighty-one  which  included  a se- 
ries of  their  own  previously  unreported 
cases.  In  view  of  the  small  number  of 
published  reports  and  because  the  cases 
reported  were  acute  and  subacute  dis- 
seminated infections  which  almost  in- 
variably terminated  fatally,  histoplasmo- 
sis was  regarded  as  a rare  infection  in 
which  a fatal  outcome  could  be  expected 
in  nearly  all  cases. 

These  concepts  of  the  disease  began  to 
undergo  change  when  various  investiga- 
tors became  interested  in  the  etiology  of 
pulmonary  calcification  in  tuberculin- 
negative individuals.  Smith3  postulated 
from  what  he  knew  about  coccidioidomy- 
cosis, a fungus  infection  of  the  South- 
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western  U.  S.,  and  from  what  he  learned 
from  Meleney ’s  1940  review  of  histo- 
plasmosis that  the  causative  agent  of  non- 
tuberculous  calcified  pulmonary  lesions 
of  people  in  the  east-central  U.  S.  would 
probably  be  Histoplasma  capsulatum. 
This  postulate  seemed  to  [be  borne  out  by 
the  studies  of  Christie  and  Peterson4- 5- 6 
who  recognized  a benign  form  of  histo- 
plasmosis in  which  pulmonary  calcifica- 
tion occurred.  Further  data  from  histo- 
plasmin  skin  testing  surveys4-  7- 8-  9 added 
evidence  that  the  east-central  U.  S.  was 
an  endemic  area  of  infection  and  that  a 
high  percentage  of  individuals  became 
sensitive  to  histoplasmin  by  the  time  they 
reached  adult  life.  Histoplasmin  sensi- 
tivity presumably  indicated  previous  in- 
fection with  this  specific  fungus. 

Skin  Test  Surveys 

Many  skin  test  surveys  have  been  made 
with  tuberculin  and  histoplasmin.  These 
surveys  were  carried  out  in  order  to  de- 
termine the  distribution  of  histoplasmin- 
sensitive  individuals  and  to  correlate  pul- 
monary calcification  with  either  or  both 
antigens.  Actual  proof  that  pulmonary 
lesions  due  to  histoplasmosis  (as  demon- 
strated by  the  recovery  of  H.  capsulatum 
from  blood,  bronchial  secretions,  and  gas- 
tric aspiration,  and  the  absence  of  other 
causative  agents,  e.  g.,  the  tubercle  bacil- 
lus) might  result  in  calcification  was  lack- 
ing until  recently.  During  the  past  year 
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reports  by  Furcolow10  and  Kunstadter, 
et  al."  show  rather  conclusively  that 
some  types  of  pulmonary  pathology  due 
to  H.  capsulatum  will  result  in  calcifica- 
tion of  the  lesions. 

Prevalence 

While  many  points  in  the  epidemiology 
of  histoplasmosis  are  not  known  definite- 
ly a review  of  the  literature  reveals  the 
following  facts: 

1.  The  etiologic  agent  is  the  diphasic 
fungus,  Histoplasma  capsulatum  Darling, 
1906. 

2.  Dogs12,  rats13,  a house  mouse13,  spot- 
ted skunks14,  cats15  and  an  opposum11 
have  been  found  naturally  infected  but 
their  role  as  reservoirs  of  this  parasite  is 
undetermined.  Histoplasmin  - sensitivity 
has  also  been  noted  in  some  of  the  above 
mentioned  animals  as  well  as  in  cattle16. 

3.  The  mycelial  phase  has  been  recov- 
ered from  soil  samples  in  areas  where 
natural  infections  of  both  man  and  ani- 
mals occurred17. 

4.  The  modes  of  infection  have  not 
been  definitely  determined  for  man  but 
the  following  portals  of  entry  have  been 
postulated: 

a.  the  oral  and  gastrointestinal  route 
on  the  basis  of  lesions  occurring  in  the 
mouth,  larynx,  pharynx  and  gastroin- 
testinal tract2,  and  from  experiments 
carried  out  by  feeding  the  mycelial 
phase  to  dogs12. 

b.  the  respiratory  route  on  the  basis 
of  lesions  occurring  in  the  lungs2. 

c.  the  cutaneous  route  on  the  basis  of 
lesions  occurring  on  the  skin  and  mu- 
cocutaneous tissues2. 

5.  The  infection  probably  has  a world- 
wide distribution  since  cases  have  been 
reported  from  Europe,  South  America, 
South  Africa,  the  Pacific-Asiatic  area, 
and  from  North  America.  On  the  last 
continent  a highly  endemic  area  appears  to 
exist  in  the  east-central  states  of  the  U.  S. 
on  the  basis  of  actual  cases  reported  and 
from  data  derived  from  histoplasmin  sen- 
sitivity surveys.  Kentucky  seems  to  be 
particularly  involved  from  the  data  sup- 
plied by  several  of  these  surveys  (Table 

I). 

In  view  of  this  evidence  on  the  high 
incidence  of  this  infection  in  Kentucky, 
a more  thorough  search  for  the  organism 
has  been  made  among  patients  going 
through  the  clinics  and  hospitals  of  the 
Louisville  area.  The  following  series  of 


TABLE  I 

Surveys  for  Histoplasmin  Reactors 
in  Kentucky  Residents 


Per 

No. 

No. 

Cent 

Investigators 

Tested 

Pos. 

Pos. 

Smith,  et  al.  (8) 

36 

27 

75 

Palmer  (9) 

22 

17 

77 

Christie  & Peterson  (4) 

56 

47 

84 

Armstrong  (18) 

598 

368 

61 

Beadenkopf,  et  al.  (19) 

50 

29 

58 

patients  were  seen 

during  the 

period 

1947-1949. 

Case  Reports 

Case  I:  D.  B.,  a five  month 

old 

white 

infant  of  Louisville,  Ky.,  was  admitted 
to  Children’s  Hospital,  Louisville,  on 
March  15,  1947. 

His  history  showed  that  three  weeks 
previously  he  became  very  irritable  and 
would  cry  when  picked  up.  One  week 
before  coming  to  the  hospital  it  was 
noticed  that  he  had  an  intermittent  fever. 
His  birth  and  development  were  reported 
as  normal  and  he  had  had  no  previous  ill- 
nesses. His  feeding  and  vitamin  intake 
appeared  to  be  adequate.  His  mother  and 
father  were  well.  There  were  no  siblings. 

The  physical  examination  revealed  the 
temperature  to  be  101°  F.  per  rectum.  The 
patient  was  well  developed,  and  well 
nourished  and  appeared  somewhat  irri- 
table. His  ear  drums  were  injected  bilat- 
erally. His  liver  was  palpable  eight  centi- 
meters below  the  right  costal  margin  and 
was  described  as  smooth  and  non-tender. 
The  spleen  was  enlarged  and  could  be 
felt  five  centimeters  below  the  left  costal 
margin. 

The  hemogram  showed  4.5  million  red 
blood  cells  with  12  gms.  of  hemoglobin. 
There  were  15,050  white  blood  cells  with 
75  per  cent  lymphocytes.  The  urinalysis 
demonstrated  two  to  three  pus  cells,  an 
occasional  red  blood  cell,  and  one  to  two 
granular  casts  per  high  power  field.  The 
Kahn  test  was  negative  as  were  agglutina- 
tions for  typhoid,  paratyphoid,  and  bru- 
cellosis on  each  of  two  different  occasions. 

The  patient  was  treated  with  blood  and 
plasma  transfusions,  penicillin,  sulfadia- 
zine, anti-brucella  serum  and  general  sup- 
portive measures.  On  April  11,  1947, 

Histoplasma  capsulatum  was  cultured 
from  the  blood  and  on  April  14,  the  same 
organism  was  isolated  from  the  bone  mar- 
row. The  patient  gradually  went  down- 
hill and  died  on  April  23,  1947. 
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Autopsy  done  at  Children’s  Hospital 
demonstrated  organisms  resembling  His- 
toplasma  capsulatum  in  the  alveoli  of  the 
lungs  with  hemorrhage  and  abscess  cavi- 
ties. The  cells  of  the  liver,  spleen  and 
reticulo-endothelial  system  contained  the 
same  organisms. 

Case  II:  K.  E.  B.,  a four  month  old 
white  male  infant  from  O’lite,  Ky.,  was 
admitted  on  May  29,  1947,  with  a history 
of  abdominal  pain  and  fever  of  one 
month’s  duration.  The  patient  had  been 
bresst  fed  with  supplemental  evaporated 
milk  feedings.  His  grandmother  was  sup- 
posed to  have  tuberculosis  but  there  had 
been  no  contact  with  the  patient.  The 
patient  had  had  no  previous  illness. 

On  physical  examination  he  was  irri- 
table and  cried  when  placed  in  a prone 
or  supine  position.  His  skin  was  pale  and 
there  were  large  areas  of  tiny  crusted 
papules  on  his  head.  There  was  a thrush 
infection  of  the  mouth.  His  lungs  were 
filled  with  rhonchi.  His  liver  was  palpa- 
ble three  centimeters  below  the  right 
costal  margin  and  his  spleen  was  palpa- 
ble the  same  distance  below  the  left  cos- 
tal margin.  On  admission  his  blood  count 
showed  4.33  million  red  blood  cells,  9.5 
gm.  hemoglobin  and  5,450  white  blood 
cells  with  41  per  cent  polymorphonu- 
clears,  56  per  cent  lymphocytes,  one  per 
cent  monocytes,  one  per  cent  basophils 
and  one  per  cent  eosinophils.  His  urine 
showed  a trace  of  albumin  with  three  to 
six  red  blood  cells,  four  to  eight  white 
blood  cells,  hyaline,  and  granular  and 
cell  casts.  A roentgenogram  of  the  pa- 
tient’s chest  on  admission  showed  evi- 
dence of  fine  peribronchial  infiltration 
due  to  an  inflammatory  process. 

The  patient  was  treated  with  penicillin, 
vitamins,  ferrous  sulfate  solution,  oral  ap- 
plication of  gentian  violet.  His  fever  dis- 
appeared, but  no  other  changes  were 
noted. 

His  white  blood  count  ranged  from  3,- 
850  to  5,600.  His  father’s  histoplasmin 
skin  test  was  definitely  positive,  but  his 
mother  was  only  suggestively  positive. 
Agglutinations  were  negative  for  typhoid, 
paratyphoid,  brucellosis,  and  Proteus 
OX,,,.  On  June  28th  culture  of  the  bone 
marrow  aspirated  on  June  3rd  was  posi- 
tive for  H.  capsulatum.  The  parents  had 
signed  the  patient  out  of  the  hospital  a- 
gainst  the  advice  of  the  physicians,  but 
as  of  March,  1950,  this  child  was  reported 
living  and  well. 


Case  III:  J.  F.,  a seven  month  old  white 
female  of  Louisville,  was  admitted  to 
Children’s  Hospital  on  March  11,  1948, 
with  the  complaint  of  cough  for  one 
month  and  fever  of  one  day’s  duration. 
Family  history  was  non-contributory. 
The  patient  had  been  a poor  eater  all  of 
her  life  and  had  not  gained  weight  nor- 
mally. 

Physical  examination  showed  an  infant 
that  appeared  small  for  her  age.  Her 
weight  was  11  lbs.  11  ozs.  Her  tempera- 
ture was  103.6°  F.  Patient  had  moderate 
exophthalmos.  Her  right  ear  drum  was 
infected.  No  teeth  were  present.  A few 
expiratory  rhonchi  were  heard  posterior- 
ly in  her  chest.  The  patient’s  liver  was 
palpated  four  cm.  from  the  costal  margin 
at  the  sternal  and  mid-clavical  line.  The 
spleen  could  be  felt  two  cm.  below  the 
costal  margin. 

The  red  blood  count  showed  3.39  mil- 
lion red  blood  cells  with  13  grams  of 
hemoglobin.  There  were  9,900  white  blood 
cells  with  a differential  of  54  per  cent 
polymorphonuclears  and  46  per  cent 
lymphocytes.  There  were  10  to  15  epi- 
thelial cells,  an  occasional  white  blood 
cell,  and  amorphous  casts  in  her  urine. 
The  histoplasmin  test  on  the  patient  and 
both  parents  was  positive. 

The  patient  was  treated  with  penicil- 
lin, sulfadiazine  and  aureomycin.  During 
the  administration  of  aureomycin  her 
temperature  became  normal  and  some 
clinical  improvement  occurred,  but  an 
exacerbation  was  noted  after  a month’s 
treatment.  The  patient  was  transferred 
to  Vanderbilt  University  Hospital  on 
April  13,  1949,  where  further  treatment 
was  given.  She  expired  on  June  1,  1949. 

On  post-mortem  done  at  Vanderbilt 
University  Hospital  all  tissues  including 
pancreas,  spleen,  liver  and  gastrointesti- 
nal tract  produced  Histoplasma  capulatum 
on  culture.  Hundreds  of  ulcers  were 
found  in  the  mucosa  of  the  colon. 

Case  IV:  D.  W.,  a four  month  old  white 
male  infant  of  Taylorsville,  Ky.  This 
child  was  admitted  to  Children’s  Hospital 
on  December  30,  1948,  with  a history  of 
enlarging  abdomen,  cough,  and  “cold”  of 
one  month’s  duration.  It  had  also  been 
noted  that  this  child  had  been  pale  all 
his  life,  and  for  two  weeks  previous  to 
admission  his  urine  had  turned  the  diap- 
ers yellow.  Both  parents  had  syphilis 
and  were  treated  during  the  mother’s 
pregnancy.  The  patient’s  development 
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and  past  history  were  non-contributory. 

Physical  examination  revealed  a well 
developed  and  well  nourished  pale  infant. 
The  important  findings  were  the  liver 
which  was  palpable  five  centimeters  be- 
low the  costal  margin  and  the  spleen 
which  was  palpable  six  centimeters  be- 
low the  left  costal  margin. 

On  admission  his  laboratory  examina- 
tion revealed  the  following:  2.85  million 
red  blood  cells  and  eight  grams  of  hemo- 
globin. His  blood  also  showed  4,200  white 
blood  cells  with  30  per  cent  polymorpho- 
nuclears  and  70  per  cent  lymphocytes. 
His  urinalysis  showed  seven  to  fifteen 
white  blood  cells.  On  January  4,  1949, 
Histoplasma  capsulatum  was  isolated 
from  both  the  blood  and  Ibone  marrow. 

Course  and  treatment:  In  spite  of  three 
blood  transfusions  and  penicillin  therapy, 
the  patient  became  jaundiced  and  list- 
less. On  January  6th  the  patient  became 
cyanotic  with  rapid  respirations  and  died 
the  following  day. 

Case  V:  W.  E.  H.,  a four  month  old 
white  male  infant  of  Campbellsville,  Ky., 
was  admitted  to  the  Children’s  Hospital 
on  May  18,  1949.  The  patient  had  been 
vomiting  for  one  month  and  had  fever 
which  had  been  more  marked  in  the  af- 
ternoon. The  abdomen  of  the  infant  had 
become  more  distended  in  the  last  week 
before  admission.  The  patient  was  said 
to  have  had  pneumonia  at  six  weeks  and 
measles  at  ten  weeks  of  age.  The  measles 
was  attenuated  with  an  injection  of  gam- 
ma globulin.  The  child’s  formula  had 
been  one  part  of  whole  boiled  milk  to  one 
part  of  water.  The  milk  was  obtained 
from  the  family  cow  that  had  never  been 
tested  for  tuberculosis  or  brucellosis  but 
the  animal  was  doing  well.  The  mother’s 
first  pregnancy  was  a stillbirth,  “because 
of  vomiting.” 

The  patient  appeared  fairly  well  devel- 
oped and  well  nourished.  The  liver  was 
palpable  five  centimeters  below  the  right 
costal  margin.  The  spleen  was  palpable 
five  centimeters  below  the  left  costal 
margin.  No  other  abnormalities  were 
noted. 

The  red  blood  count  showed  3,180,000 
red  blood  cells  with  10  grams  of  hemo- 
globin. The  white  blood  count  was  4,900 
with  38  per  cent  polymorphonuclears  and 
58  per  cent  lymphocytes  with  four  per 
cent  eosinophils.  The  urine  had  10-20 
white  blood  cells  per  high  power  field 
and  a two  plus  albumin.  The  patient’s 


Kahn  was  negative.  The  patient  was 
treated  with  penicillin,  sulfadiazine, 
streptomycin  and  blood  transfusions. 

No  change  was  noted  in  his  condition. 
The  histoplasmin  skin  tests  on  the  pa- 
tient, mother,  and  father  were  all  positive. 
Histoplasma  capsulatum  was  isolated 
from  the  blood. 

The  patient  was  transferred  to  Vander- 
bilt Hospital  on  June  3,  1949,  for  treat- 
ment. 

Case  VI:  C.  S.,  a five  month  old  white 
male  infant  of  Liberty,  Ky.,  was  admitted 
on  October  17,  1949,  with  a history  of 
fever  and  chronic  diarrhea  for  six  weeks. 
This  patient  had  been  treated  in  two  hos- 
pitals for  three  weeks,  but  no  definite  di- 
agnosis had  been  made  although  a diag- 
nosis of  leukemia  and  tuberculous  menin- 
gitis had  been  entertained. 

Physical  examination  demonstrated  the 
following  positive  findings:  The  temper- 

ature was  101.6°  F.  The  skin  was  ashen 
color  with  mottling  and  there  was  evi- 
dence of  dehydration.  Both  ear  drums 
were  dull.  Generalized  harsh  breath 
sounds  were  heard  in  the  lungs.  The 
spleen  was  markedly  enlarged  filling  the 
entire  left  side  of  the  abdomen  and  ex- 
tending into  the  pelvis.  The  liver  was 
palpable  four  centimeters  below  the  right 
costal  margin.  On  admission  there  were 
3.28  million  red  blood  cells,  a hemoglobin 
of  9.5  grams,  and  4,000  white  blood  cells 
with  a differential  of  26  per  cent  poly- 
morphonuclears and  74  per  cent  lympho- 
cytes. The  urinalysis  was  negative.  The 
patient’s  condition  remained  the  same  and 
repeated  laboratory  tests  were  done.  On 
November  2nd,  a bone  marrow  biopsy 
was  taken  in  which  Histoplasma  capsula- 
tum was  seen  on  smear  and  isolated  from 
culture.  On  November  8th,  a splenectomy 
and  liver  biopsy  was  done,  and  for  the 
next  two  or  three  days  the  patient  seemed 
to  improve  somewhat  but  then  again 
started  on  a downhill  course  and  expired 
on  November  14,  1949. 

Case  VII:  L.  A.,  a six  month  old  white 
female  infant  of  Sellersburg,  Ind.,  was 
admitted  to  the  Clark  County  Hospital, 
Jeffersonville,  Ind.,  on  October  15,  1949. 
She  had  been  ill  for  two  weeks  with  fev- 
er, irritability,  and  restlessness.  Disten- 
tion of  the  abdomen  had  been  noted  for 
one  week.  She  had  also  been  pale  and 
had  been  treated  with  one  blood  trans- 
fusion and  penicillin.  Her  family  history 
was  non-contributory.  Her  past  history 
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was  negative  except  that  she  did  not  take 
solid  foods  well. 

On  physical  examination  the  tempera- 
ture was  104°  F.  The  liver  was  palpable 
6 centimeters  below  the  right  costal 
margin  and  the  spleen  was  felt  six  centi- 
meters below  the  left  costal  mar'7'^.  The 
admission  blood  count  showed  3.19  mil- 
lion red  blood  cells  with  a hemoglobin  of 

63.3  per  cent.  There  were  7,050  leuco- 
cytes with  35  per  cent  polvmorphonu- 
clears,  60  per  cent  lymphocytes,  four  per 
cent  monocytes,  and  one  per  cent  eosino- 
phils. Roentgenograms  of  the  chest  and 
long  bones  were  negative.  A flat  plate  of 
the  abdomen  showed  only  enlargement  of 
spleen  and  liver. 

The  histoplasmin  skin  tests  of  the  pa- 
tient’s father  and  mother  were  positive, 
while  the  patient’s  was  equivocal. 

A bone  marrow  examination  was  posi- 
tive by  smear  and  culture  for  H.  cavsu- 
latum  on  October  27,  1949.  Tbe  patient 
was  treated  with  multiple  blood  trans- 
fus  ons,  aureomycin,  procaine  penicillin 
and  general  supportive  theory.  A hectic 
type  of  fever  continued  throughout  her 
hospital  course  and  the  white  blood  count 
dropped  down  to  3,650.  She  gradually 
went  downhill,  developed  a diarrhea  and 
expired  on  November  5,  1949. 

Drs.  Martin  J.  Harris  and  Eli  Goodman 
kindly  allowed  us  to  include  this  case  in 
the  present  series. 

Clinical  Studies 

Age  incidence  and  sex:  The  patients’ 

ages  when  first  seen  ranged  from  four 
months  to  seven  and  one-half  month.  The 
average  age  was  5.3  months.  There  were 
five  males  and  two  females. 

Residence:  The  cases  seen  were  from 
central  Kentucky  and  southern  Indiana. 

Symptomatology:  The  duration  of 

symptoms  previous  to  admission  was  from 
two  to  seven  weeks  with  an  average  of 

4.3  weeks.  The  symptoms  were  fever,  ir- 
ritability, abnormal  distention  because 
of  hepatosplenomegaly,  diarrhea,  yellow 
urine  and  lethargy. 

Family  history  and  past  history:  The 

family  histories  of  two  mothers  showed 
previous  miscarriages.  One  set  of  par- 
ents had  had  syphilis  which  was  treated 
during  the  patient’s  prenatal  period.  This 
patient  s Kahn  was  negative  on  admission. 

The  past  history  of  the  patients  showed 
that  two  had  not  eaten  well  since  birth. 
One  child  had  pneumonia  at  six  weeks 


and  was  said  to  have  had  measles  at  ten 
weeks.  Another  infant  drank  raw  milk 
from  an  untested  cow. 

Physical  examination:  Four  were  pale. 
Six  showed  signs  of  upper  respiratory  in- 
fections. All  of  them  had  hepatospleno- 
megaly. Only  one  of  the  patients  had 
a lymphadenopathy,  manifested  by  small 
shotty  inguinal  nodes. 

Laboratory  examinations:  Six  patients 
had  a normocytic,  normochromic  anemia. 
Six  of  the  patients’  white  blood  cell 
counts  were  normal  or  depressed.  Four 
of  the  hemograms  showed  a relative  in- 
crease in  lymphocytes  while  the  other 
three  had  normal  differentials. 

Histoplasmin  skin  tests:  Six  sets  of 

skin  tests  (1:1000  Lilly)  were  done  on  the 
parents.  Five  sets  demonstrated  both  par- 
ents to  be  positive  reactors.  In  the  other 
set  the  father  was  definitely  positive, 
while  the  mother  was  only  slightly  posi- 
tive. Four  histoplasmin  skin  tests  were 
reported  on  the  patients.  One  was  nega- 
tive while  another  was  equivocal.  Of  the 
other  two,  there  was  a positive  reaction 
on  initial  examination  and  another  be- 
came positive  one  month  after  being 
negative. 

The  urinalysis  of  five  of  the  patients 
revealed  numerous  white  blood  cells  and 
one  contained  more  than  the  usual  num- 
ber of  red  blood  cells. 

Histoplasma  capsulatum  was  recovered 
from  the  bone  marrow  in  six  patients, 
either  on  smear  or  culture,  or  both.  The 
blood  revealed  the  organisms  on  five  pa- 
tients by  the  same  methods  mentioned  a- 
bove.  The  organisms  were  seen  on  micro- 
scopic examination  of  the  splenic  pulp  of 
the  patient  who  had  a splenectomy. 

Roentgen  examination  of  the  chest  was 
done  on  all  patients.  Four  examinations 
were  reported  as  negative.  Three  pa- 
tients had  infiltration  in  the  lungs  which 
was  mainly  in  the  hilar  regions. 

Course  and  Treatment 

Course  and  treatment:  All  patients 

were  given  general  supportive  measures 
including  blood  transfusions,  vitamins 
and  parenteral  fluids.  All  patients  re- 
ceived penicillin  in  either  crystalline 
form  or  as  procaine  penicillin.  A sulfona- 
mide was  given  to  four  and  aureomycin 
to  two  infants.  No  definite  palliative  or 
remedial  effect  could  be  ascribed  to  peni- 
cillin or  sulfonamide.  One  of  the  patients 
who  received  aureomycin  seemed  to  im- 
prove temporarily  in  spite  of  the  fact 


464 


The  Journal  of  the  Kentucky  State  Medical  Association  [Oct.,  1950 


that  the  organism  could  foe  recovered 
from  the  bone  marrow  and  blood.  She  re- 
mained fever  free  and  her  spleen  became 
smaller  for  about  a month,  but  she  then  re- 
lapsed while  still  on  the  medication.  Au- 
reomycin  had  no  effect  on  the  other  pa- 
tient. All  patients  had  a hectic  type  of 
fever. 

Diarrhea  was  noted  continually  in 
three  patients  and  three  others  had  oc- 
casional diarrheal  stools.  Three  patients 
had  petechiae  sometime  during  their  hos- 
pitalization and  two  others  had  jaundice. 

The  length  of  illness  varied  from  five 
weeks  to  eight  months. 

Termination:  Five  patients  are  known 
to  have  died.  One  patient  who  was  trans- 
ferred to  Vanderbilt  Hospital  for  further 
treatment  was  known  to  be  living  on  Jan- 
uary 23,  1950.  This  was  eight  months  af- 
ter the  onset  of  symptoms.  The  remain- 
ing patient  was  taken  out  of  the  hospital 
against  the  advice  of  the  physicians. 

Mycology 

The  fungus,  Histoplasma  capsulatum , is 
called  a diphasic  species  because  it  exists 
in  two  distinct  morphological  forms  in 
its  growth.  In  one  phase  it  exists  as  a 
yeast-like  organism  (Fig.  1),  exhibiting 
an  ovoid  form  that  multiplies  by  budding. 
In  the  other  phase  it  exists  as  a typical 
filamentous  mold.  In  the  yeast-phase  its 
size  is  somewhat  smaller  than  a red  blood 
cell,  i.  e.,  five  micra  in  its  long  axis  and 
about  1.5  micra  in  its  short  axis.  The  cy- 
toplasm of  the  organism  stains  blue  with 
Wright’s  or  similar  stain,  and  the  nucleus 
stains  purple.  The  shape  of  the  nucleus 
may  be  varied,  crescent-shaped  forms  ap- 
pearing occasionally  as  well  as  spherical 


Fig.  1 

Hisioplasma  capsulatum,  yeast  phase  in  poly- 
morphonuclear neutrophil 


and  lobular  nuclei.  Another  feature  that 
appears  irregularly  is  a clear  hyaline  zone 
around  the  organism.  Darling  saw  this 
hyaline  zone  when  he  first  described  the 
species  and  believed  it  to  be  a capsule, 
consequently  the  species  name,  capsula- 
tum. Some  organisms  do  not  have  this 
hyaline  zone  around  them  even  in  the 
same  preparations  in  which  such  organ- 
isms appear.  The  yeast-phase  is  the  form 
found  in  the  tissues  of  the  host  and  in  cul- 
tures incubated  at  37°  C.  The  organism  is 
most  frequently  found  in  cells  of  the 
lymphoid-macrophage  system  (reticulo- 
endothelial system) . When  looking  for 
this  parasite,  examination  of  bone  mar- 
row, lymph  nodes,  spleen,  liver  and 
peripheral  blood  is  customarily  per- 
formed. The  organism,  if  present,  will 
usually  be  found  in  macrophages,  mono- 
cytes, polymorphonuclear  leucocytes,  and 
occasionally  in  other  cells. 

Method  of  Isolation  of  the  Organism 

We  have  employed  tibial  punctures  for 
obtaining  bone  marrow  in  suspected  cases 
of  histoplasmosis.  The  bone  marrow  is 
spread  thinly  on  a clean  microscope  slide, 
as  when  making  a malaria  smear,  dried 
and  stained  with  Wright’s  or  Giemsa’s 
stain. 

Peripheral  blood  has  been  examined  in 
searching  for  the  fungus  in  suspect  cases. 
In  most  cases,  however,  examination  of 
peripheral  blood  is  not  as  rewarding  as 
bone  marrow  examination.  We  have  seen 
the  organism,  as  have  other  investigators, 
in  the  peripheral  circulation  usually  in 
the  terminal  stages  of  the  infection.  Re- 
ports have  appeared,  however,  in  which 
the  fungus  was  found  in  the  peripheral 
circulation,  and  the  patient  recovered 
from  the  infection. 

Inasmuch  as  cases  of  histoplasmosis 
usually  exhibit  a leukopenia  and  the  or- 
ganisms appear  in  monocytes  and  neutro- 
phils, any  technic  which  will  concentrate 
these  cells  will  facilitate  examination  of 
the  specimen  for  the  organism.  We  have 
used  a hematocrit  in  examining  periph- 
eral blood  specimens  and  used  the  buffy 
coat  layer  in  making  a smear. 

Lymph  node  biopsy  has  been  employed 
by  some  authors  in  finding  H.  capsulatum 
in  suspected  cases.  While  we  have  not 
employed  this  technic  on  human  beings, 
examination  of  enlarged  nodes  in  experi- 
mentally infected  animals  reveals  the 
fungus  in  large  numbers.  Tissue  impres- 
sions of  each  node  are  made  on  micro- 
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scope  slides  and  stained  with  Wright’s  or 
Giemsa’s  as  used  in  staining  hone  marrow 
or  peripheral  blood. 

Examination  of  spleen  and  liver  tissue 
will  also  frequently  reveal  the  presence 
of  the  parasite.  Tissue  impressions  may 
be  made  and  stained  with  Wright  or 
Giemsa.  It  has  been  our  experience  that 
the  organisms  can  be  found  more  readily 
with  such  preparations  than  with  micro- 
scopic sections  of  these  tissues.  If  tissue 
sections  are  made,  haematoxylin  and  eo- 
sin  stain  may  be  used  to  demonstrate  the 
parasite. 

Description  of  the  Organism 

Because  H.  capsulatum  in  tissues 
resembles  the  Leishman-Donovan  bodies 
and  toxoplasma,  both  of  which  are  proto- 
zoan infections  involving  reticulo-endo- 
thelial  tissues,  it  is  necessary  to  culture 
any  suspected  material  to  obtain  the  tu- 
berculate  chlamydospores  (Fig.  2)  that 
characterize  the  fungus.  Such  material 
(blood,  bone  marrow  or  macerated  tis- 
sue) may  be  cultured  at  room  tempera- 
ture on  Sabouraud’s  dextrose  agar.  After 
a week  or  so,  a white  filamentous  colony 
grows.  As  the  colony  gets  older  it  be- 
comes cottony  in  appearance  and  may 
turn  buff  color.  Microscopic  examination 
of  saline  preparations  of  this  white  or 
buff  colored  cottony  mycelium  will  re- 
veal numerous  spherical  to  pear-shaped, 
fairly  large  (up  to  20  micra  or  more) 
spores  (chlamydospores)  which  are  cov- 


Fig.  2 


Histoplasma  capsulatum.  tuberculate  chlamy- 
dospores, mycelial  phase  grown  on  Sabou- 
raud’s  dextrose  agar  ,at  room  temperature. 


ered  with  tubercles  or  finger-like  projec- 
tions. These  structures  are  characteristic 
of  H.  capsulatum  and  identify  the  species. 
Cultures  of  suspect  material  should  not 
be  discarded  in  less  than  a month  for 
sometimes  this  fungus  is  very  slow  in 
growing. 

Broth  media  may  also  be  used  in  get- 
ting the  mycelium  to  grow.  Brain-heart 
infusion  broth,  or  Sabouraud’s  broth  have 
proved  satisfactory  at  room  temperature. 
The  organism  may  also  be  cultured  on 
solid  and  liquid  media  at  37°  C.  in  which 
case  the  yeast-like  phase  is  recovered. 
Blood  agar,  brain-heart  infusion  blood 
agar  as  well  as  other  nutritive  media 
have  proven  satisfactory.  Growth  will  oc- 
cur within  a week  as  white  yeast-like 
colonies  that  resemble  those  of  Staphy- 
lococcus. While  liquid  and  semi-fluid 
media  have  been  reported  for  the  culti- 
vation of  H.  capsulatum  at  37°  C.,  they 
have  not  proved  very  satisfactory.  Re- 
cently, Salvin20  has  reported  on  a fluid 
medium  that  may  prove  to  be  satisfactory 
for  the  primary  isolation  of  this  fungus. 

Serology 

Within  recent  years,  a number  of  work- 
ers (Salvin1,  Tenenberg  and  Howell22, 
and  Saslaw  and  Campbell211)  have  reported 
on  the  use  of  complement  fixation  tests 
in  the  laboratory  diagnosis  of  histoplas- 
mosis. Saslaw  and  Campbell24  have  also 
used  a serological  technic  for  the  deter- 
mination of  antibodies  in  histoplasmosis 
by  sensitizing  collodion  particles  with 
histoplasmin  and  observing  agglutination 
of  these  particles  in  positive  sera.  Both 
types  of  tests  are  of  considerable  help  in 
detecting  suspect  cases  of  histoplasmosis, 
and  as  quantitative  methods  in  these 
tests  become  more  accurately  evaluated 
they  may  be  of  considerable  help  in  de- 
termining the  prognosis  of  the  case. 

Summary  and  Conclusions 

On  the  basis  of  histoplasmin  skin  test 
surveys  and  this  series  of  cases,  histo- 
plasmosis appears  to  (be  a not  uncommon 
disease  in  Kentucky. 

Our  clinical  findings  were  very  similar 
to  those  reported  in  previous  papers. 
These  common  findings  are  anemia,  leu- 
copenia,  fever  and  hepatosplenomegaly. 
A definite  diagnosis  can  be  made  by  di- 
rect demonstration  of  tha  fungus  by  mi- 
croscopical examination  of  stained  bone 
marrow,  peripheral  blood,  and  tissue  im- 
pressions of  biopsied  material.  These  ma- 
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terials  should  also  be  cultured  in  order  to 
recover  the  tuberculate  chlamydospores 
characteristic  of  Histoplasma  capsulatum. 

(The  photomicrographs  of  Fig.  1 and  Fig.  2 were  made  bv 
Dr.  S.  I.  Kornhauser  whose  help  is  greatly  appreciated.) 
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CANCER  OF  THE  CERVIX 

G.  Sydney  McClellan,  M.  D.,  F.  A.  C.  S. 

NASHVILLE,  TENNESSEE 


The  uterine  cervix  occupies  an  anatom- 
ical position  in  the  human  female  which 
readily  permits  visualization  as  well  as 
palpation,  but  cancer  of  this  structure 
still  goes  unrecognized  until  the  late 
stages  of  the  disease.  As  a consequence 
the  high  mortality  persists. 

There  are  several  factors  responsible 
for  this  neglect  of  early  recognition  and 
diagnosis,  and  both  the  medical  profession 
and  lay  public  are  accountable. 

It  is  a familiar  story  to  all  workers  in 
this  field,  and  it  has  certainly  been  ob- 
vious in  our  gynecological  cancer  clinic 
at  Vanderbilt  University  Hospital,  that 
many  patients  would  have  been  saved  had 
their  family  doctors  merely  inspected  the 
cervix  both  by  palpation  and  visualiza- 


Read  before  the  Third  Annual  Cancer  Symposium,  Louis- 
ville, November  1,  1949. 


tion.  It  has  also  been  a fatal  assumption 
by  both  the  profession  and  laymen  that 
abnormal  vaginal  bleeding  occurring  be- 
tween the  ages  of  40  and  55  is  always  a 
manifestation  of  the  menopause. 

False  modesty  and  the  very  normal 
human  trait  of  procrastination  along  with 
the  actual  fear  of  discovery  of  cancer, 
prevent  many  women  from  presenting 
themselves  for  examination.  Then  there 
is  that  treacherous  small  group  of  cases 
of  cancer  of  the  cervix  of  the  adenoma- 
tous or  endophytic  type  which  rarely  pre- 
sents symptoms  or  lends  itself  to  diagno- 
sis until  late  in  the  development  of  the 
disease. 

Incidence 

The  destructive  nature  of  the  disease  is 
apparent  from  the  following  facts.  In  the 
state  of  Tennessee  cancer  of  the  cervix 
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causes  more  deaths  than  any  other  cancer 
except  that  of  the  digestive  tract  and 
peritoneum,  and  this  rate  is  lower  than 
that  for  the  United  States.  In  a recent 
statistical  analysis  from  the  Vanderbilt 
University  Hospital  80  per  cent  of  cancers 
of  the  entire  uterus  had  their  origin  in  the 
cervix.  It  is  interesting  to  note  that  the 
disease  occurs  infrequently  in  Jewish 
women,  and  the  death  rate  is  higher  in 
the  colored  race  than  in  the  white. 

A survey  of  three  hospitals  in  Nash- 
ville, Tennessee,  through  1948  showed  the 
incidence  of  cancer  of  the  cervix  to  be 
second  only  to  cancer  of  the  breast,. 

Symptoms 

The  symptoms  of  cancer  of  the  cervix, 
as  with  other  forms  of  cancer,  are  not 
singularly  characteristic  or  glaring  to 
alert  the  patient  to  the  fact  that  a serious 
disease  process  is  present.  The  three  car- 
dinal symptoms  of  disease  of  the  female 
pelvic  organs,  pain,  vaginal  discharge  and 
bleeding,  along  with  backache,  urinary 
and  bowel  complaints  are  found  in  a group 
of  patients  but  all  symptoms  are  not  pres- 
ent in  the  same  patient  except  in  the  far 
advanced  stages  of  the  disease. 

Contrary  to  common  lay  and  not  infre- 
quent professional  belief,  pain  is  not  a 
symptom  of  the  early  stages  of  the  dis- 
ease but  makes  its  appearance  in  the  later 
phases.  This  fact  might  be  considered 
unfortunate,  for  a patient  with  pain  will 
present  herself  for  examination  much 
more  readily  than  she  will  for  abnormal 
vaginal  bleeding  or  discharge. 

In  our  recent  review  of  cancer  of  the 
cervix,  Dr.  Edwin  L.  Williams,  Dr.  Her- 
bert C.  Francis  and  I found  that  abnormal 
vaginal  bleeding  occurred  in  seventy  per 
cent  of  the  complaints.  This  symptom 
had  been  present  for  over  three  months  in 
53  per  cent  and  over  one  year  in  11  per 
cent.  Leukorrhea  or  abnormal  vaginal 
discharge  accounted  for  20  per  cent  of 
symptoms  and  pelvic  pain  for  only  8 per 
cent,  with  backache,  urinary  and  bowel 
symptoms  present  in  2 per  cent,. 

The  abnormal  vaginal  bleeding  though 
usually  scant  at  first  is  of  the  intermen- 
strual  type  if  the  patient  is  in  the  pre- 
menopausal period.  It  is  most  frequently 
noticed  after  coitus,  severe  exertion,  or 
even  straining  at  the  time  of  defecation,. 
This  contact”  bleeding  following  coitus, 
pelvic  examination,  or  douching  is  very 
suggestive.  Unfortunately,  abnormal  bleed- 


ing may  not  occur  until  late  in  the  dis- 
ease and  even  an  informed  patient  may 
have  no  chance  of  survival  by  the  time 
symptoms  appear. 

Abnormal  vaginal  discharge,  at  first 
watery,  often  appears  before  bleeding  oc- 
curs. This  discharge  becomes  increasingly 
cloudy  and  malodorous.  The  progressive 
ulceration  with  resultant  necrosis  and 
putrefaction  intensifies  the  bleeding  and 
the  offensiveness  of  the  discharge.  Al- 
though pelvic  pain  occurred  in  only  8 per 
cent  of  symptoms,  ill  defined,  vague  pel- 
vic discomfort  was  frequently  mentioned 
incidentally,.  If  such  complaints  could  be 
properly  evaluated,  they  might  furnish 
information  regarding  the  existence  of  the 
disease. 

Diagnosis 

The  appearance  of  any  of  the  symp- 
toms mentioned,  especially  abnormal 
bleeding  and  discharge  past  age  thirty, 
should  make  one  suspicious  of  a patholo- 
gical lesion  and  suggest  investigation.  Ab- 
normal bleeding  of  the  intermenstrual 
type  preceding  the  menopause  and  any 
type  variant  in  the  menopausal  or  post- 
menopausal age  should  lead  to  adequate 
examination. 

Investigation  for  the  purpose  of  diag- 
nosis of  cancer  of  the  cervix  may  call  for 
several  different  examinations.  This,  how- 
ever, is  not  as  complicated  as  the  above 
statement  might  infer.  A proper  and  ade- 
quate pelvic  examination  is  the  first  es- 
sential link  in  the  chain  of  investigation. 
In  the  present  day  most  women  do  not  ob- 
ject to  having  a pelvic  examination,  and, 
if  they  do,  simple  explanation  without 
causing  alarm  will  usually  suffice  to  con- 
vince them  of  its  necessity. 

A thorough  pelvic  examination  requires 
inspection  and  palpation.  Individaul  pre- 
ference dictates  which  should  be  carried 
out  first.  I routinely  first  inspect  the  cer- 
vix in  order  to  obtain  a truer  view. 
Should  contact  bleeding  be  present,  the 
cervix  would  be  covered  with  blood  if 
palpation  were  done  first.  By  palpation 
one  determines  departure  from  the  nor- 
mal in  consistency  and  size  of  the  cervix, 
vagina  and  upper  genital  organs.  Even 
the  most  expert  clinician  cannot  always 
be  sure  of  the  diagnosis  of  cancer  and 
special  methods  have  to  be  employed. 

The  Schiller  tinctorial  test  in  which 
the  vagina  and  cervix  are  painted  with  an 
iodine  solution  has  as  its  basis  the  absorp- 
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tion  of  the  iodine  by  normal  glycogen 
containing  cells  of  the  vaginal  mucosa  and 
the  vaginal  portion  of  the  cervix.  Normal 
areas  take  a deep  mahogany  stain  where- 
as areas  which  are  the  seat  of  cancer  do 
not  take  the  stain.  The  interpretation  of 
the  test  is  not  as  simple  as  it  may  seem 
because  some  nonmalignant  lesions  also 
do  not  stain  with  the  iodine.  Because  of 
its  lack  of  specificity,  most  practitioners 
and  gynecologists  have  abandoned  its  use. 
However,  when  used,  it  may  point  the  way 
to  an  area  which  can  be  investigated  fur- 
ther by  biopsy,  and  the  test  has  been  use- 
ful in  that  it  has  emphasized  the  inspec- 
tion of  the  cervix-. 

Along  with  the  Schiller  test  may  _be 
mentioned  the  colposcope  test  as  advocat- 
ed by  Hinselman.  This  instrument  magni- 
fies the  cervix  and  in  the  hands  of  the  ex- 
pert in  its  use,  may  be  of  some  value.  Few 
gynecologists  use  it  and  its  greatest  use- 
fulness has  been  in  focusing  attention  on 
the  necessity  of  cervical  inspection-. 

In  recent  years  in  both  lay  and  profes- 
sional literature  considerable  interest  has 
been  shown  in  the  vaginal  smear  tech- 
nique advocated  by  Papanicolaou  and 
Trout  in  their  excellent  monograph  pub- 
lished in  1943,,.  Since  then,  Meigs,  Ayre, 
Jones  and  Neustadter,  7,  12  and  others  have 
reported  large  series  of  cases  with  an  ac- 
curacy in  diagnosis  of  93  to  95  per  cent-. 
Ayre  recommends  that  the  smear  be  taken 
directly  from  the  cervix  in  order  to  insure 
a more  undiluted  specimen.  He  states  in 
this  way  one  actually  obtains  a surface 
biopsy.  This  method  of  diagnosis  seems 
an  excellent  screening  procedure  and  the 
smears  are  easily  obtained.  However,  an 
expert  cytologist  is  required  to  properly 
stain  and  interpret  the  smears.  This  fact 
definitely  places  a limitation  on  the  ap- 
plication of  the  method.  If  time  proves 
that  this  method  is  valuable  'in  detection 
of  early  cancer,  it  should  certainly  be  car- 
ried out  on  a large  scale  with  regional 
centers  established  for  the  purpose  of  in- 
terpreting and  reporting  the  smears. 

A simple  serologic  test  comparable  in 
accuracy  to  the  Wassermann  or  Kahn  tests 
would  put  the  early  detection  of  cancer  on 
a sound  and  practical  basis.  However,  it 
'is  doubtful  that  such  a test  can  ever  ' be 
developed  because  of  the  similarity  in 
physiology  and  biology  of  cancer  to  nor- 
mal cells. 

In  mentioning  the  various  methods  of 


diagnosis,  it  must  be  emphasized  that  bi- 
opsy of  the  cervix  offers  the  only  sure 
means  of  diagnosis  of  caner.  Biopsies  are 
obtained  in  different  ways.  A wedge  shap- 
ed piece  of  tissue  may  be  obtained  from 
the  cervix  by  means  of  the  scalpel.  This 
is  usually  done  in  the  operating  room  and 
requires  suturing  or  coagulation  to  con- 
trol bleeding.  If  the  entire  cervix  around 
the  external  os  is  involved  in  a suspicious 
lesion,  conization  with  a knife,  and  Ayre 
has  designed  a special  one  for  this  pur- 
pose,,, is  needed.  Coagulation  to  control 
bleeding  follows  this  procedure.  This 
biopsy  specimen  should  be  examined  by 
the  pathologist  by  taking  representative 
blocks  or  serial  sections.  This  method  of 
biopsy  is  the  surest  way  of  not  missing  a 
small  cancerous  area  and  should  be  used 
after  repeated  smaller  biopsy  specimens 
have  not  sufficiently  clarified  the  problem 
or  where  a diagnosis  of  carcinoma  in  situ 
has  been  made. 

Another  very  satisfactory  method  of 
biopsy  utilizes  the  punch  principle  and  is 
very  practical  for  office  or  out-patient 
use.  The  Burnam  biopsy  forceps-  is  ideal 
for  this  type  of  biopsy. 

The  pathologist  must  also  be  aware  that 
he  must  cut  the  block  in  such  a way  as  to 
show  the  epithelial  surface  and  cut  a suf- 
ficient number  of  sections  at  different 
levels  in  order  not  to  miss  a small  cancer 
area. 

For  the  past  few  years  it  has  been  the 
custom  in  the  pathology  laboratory  of  the 
Obstetrical  and  Gynecological  Depart- 
ment at  Vanderbilt  University  School  of 
Medicine  to  use  Broder’s  system  of  grad- 
ing of  microscopic  sections  taken  from  the 
cervix.  This  system  is  based  on  the  per 
cent  of  the  section  which  shows  differen- 
tiation, a grade  I tumor  showing  the  most 
differentiation  or  maturity  of  the  cells; 
grades  III  and  IV  the  least  differentiation, 
or  embryonal  cells.  Although  theoretical- 
ly this  microscopic  grading  should  be 
very  valuable  in  determining  the  treat- 
ment, practically  it  has  not  worked  out  in 
our  clinic  or  in  others.  A possible  explan- 
ation is  that  of  Martsloff  who  found  the 
predominating  cell  of  the  biopsy  speci- 
men to  differ  from  the  predominating 
cell  of  the  parent  tumor  in  about  one-third 
of  the  cases,,.  However,  this  fact  should 
not  discourage  the  grading  of  microscopic 
sections,  for  its  usefulness  may  be  proven 
in  the  future. 
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Classification 

The  extent  of  the  growth  found  on  pel- 
vic and  rectal  examination  is  more  im- 
portant in  deciding  on  treatment  and  e- 
valuating  treatment  than  the  microscopic 
grading  of  the  biopsy  snecimen.  We  have 
followed  the  classifications  proposed  by 
the  League  of  Nations  Cancer  Committee, 
which  have  been  generally  accepted  in 
this  country.  In  expressing  the  degree  of 
extension  it  seems  that  stage  is  a more 
descriptive  word  than  group.  Briefly,  we 
have  used  the  following: 

Stage  I.  The  growth  is  limited  to  the 
cervix  with  no  involvement  of  the  para- 
cervical tissues  or  vagina,  and  the  uterus 
is  completely  mobile. 

Stage  II.  The  growth  has  extended  to 
the  adjacent  vagina.  The  parametrium 
may  or  may  not  be  involved  immediately 
adjacent  to  the  cervix,  but  the  uterus  is 
still  partially  mobile. 

Stage  III.  The  growth  has  infiltrated 
the  parametria  with  extension  on  one  side 
to  the  pelvic  wall  and  partial  extension 
on  the  other  side,  or  both  parametria  are 
involved  almost  to  the  pelvic  wall.  The 
uterus  is  usually  completely  fixed.  In 
this  group  are  included  cases  in  which 
there  is  extensive  involvement  of  the 
vagina  and  also  cases  with  metastases  to 
the  lower  vagina  and  in  the  pelvic  glands. 

Stage  IV.  This  group  includes  cases  in 
which  there  is  a frozen  pelvis  with  ex- 
tensive parametrial  and  / or  vaginal  in- 
volvement, involvement  of  the  adjacent 
viscera,  or  distant  metastases. 

Because  of  the  location  of  the  cervix  in 
close  proximity  to  the  bladder  anteriorly, 
the  rectum  posteriorly,  the  complex  lym- 
phatic system  of  all  pelvic  viscera  with 
widely  separated  and  inaccessible  lymph 
nodes,  high  rates  of  cure  either  by  radia- 
tion or  surgical  excision  are  confined  to 
Stage  I or  Stage  II  growths.  Prognosis, 
therefore,  is  extremely  poor  in  Stage  III 
cancers,  and  almost  always  hopeless  in 
Stage  IV  lesions. 

In  reviewing  the  classification  of  cas- 
es recently  studied  over  one  five  year 
period  at  Vanderbilt  University  Hospital 
and  Out-Patient  Department,  it  is  strik- 
ing to  observe  how  few  were  first  seen  in 
the  early  stages  of  the  disease.  Only  8 
per  cent  were  classed  as  Stage  I,  14  per 
cent  as  Stage  II,  49  per  cent  as  Stage  III, 
and  29  per  cent  as  Stage  IV3.  A total  of 
78  per  cent,  therefore,  must  be  considered 


as  having  an  extremely  poor  prognosis 
regardless  of  the  treatment  rendered  in 
our  present  knowledge  of  therapeutic 
methods. 

Treatment 

Treatment  may  be  conveniently  divid- 
ed into  three  general  categories:  (1)  pre- 
ventive, (2)  definitive  or  curative,  in- 
cluding radiological  and  surgical  or  a 
combination  of  the  two,  and  (3)  pallia- 
tive. Since  the  etiology  of  cancer  of  the 
cervix  is  unknown,  it  is  impossible  to 
enumerate  any  measures  which  might 
positively  prevent  its  occurrence.  How- 
ever, it  is  the  opinion  of  many  gynecolo- 
gists that  the  chronically  infected  cervix 
does  predispose  to  the  development  of 
cancer.  This  is  not  merely  theorization 
and  clinical  impression,  but  is  borne  out 
by  the  data  presented  by  Pemberton  and 
Smith]0  and  later  by  Cashmanjj.  The  lat- 
ter author  reported  deep  cauterization  of 
the  cervix  in  10,000  women  with  the  oc- 
currence of  only  two  known  cases  of  can- 
cer of  the  cervix.  He  was  able  to  follow 
4,487  patients  for  a period  of  8.7  years 
with  a reduction  of  80-85  per  cent  in  the 
incidence  of  cancer.  From  a statistical 
standpoint,  there  should  have  been  14  to 
23  deaths  from  cancer  of  the  cervix  con- 
trasted with  only  1 death  in  the  time  ob- 
served. 

It  is  generally  recognized  that  most 
cancers  of  the  cervix  develop  at  the  junc- 
tion of  the  squamous  epithelium  of  the 
portio  vaginalis  and  the  columnar  epi- 
thelium of  the  endocervix  in  the  region  of 
the  external  os.  Since  we  know  that  this 
area  is  frequently  the  seat  of  chronic  in- 
flammation and  irritation,  we  may  infer 
that  long  standing  chronic  inflammation 
may  be  related  etiologically  to  the  de- 
velopment of  cancer.  Therefore,  it  has 
long  been  my  contention  that  the  obste- 
trician or  the  practitioner  who  assumed 
the  responsibility  for  the  antenatal  care, 
delivery,  and  postpartum  care  of  ob- 
stetrical patients  has  a great  responsibili- 
ty in  the  adequate  treatment  of  chronic 
cervicitis.  It  is  extremely  common  for 
chronic  cervicitis  to  have  its  origin  at  the 
time  of  childbirth  and  even  should  its 
occurrence  antedate  conception,  the  ob- 
stetrician still  has  an  unusual  opportuni- 
ty to  destroy  the  possible  source  of  a de- 
veloping cancer.  Cauterization,  coniza- 
tion and  even  cervical  amputation  are  the 
best  methods  of  eradicating  chronic  in- 
flammation and  insuring  a healthy  cervix. 
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A note  of  caution  must  be  interjected 
to  emphasize  the  importance  and  fre- 
quent use  of  biopsy  in  chronic  cervicitis. 
We  are  not  infrequently  surprised  to  find 
either  carcinoma  or  carcinoma  in  situ 
present. 

In  our  experience  and  that  of  many 
others  90  per  cent  or  more  of  patients 
with  cancer  of  the  cervix  are  parous  wom- 
en. This  fact  would  also  lend  some 
credence  to  the  hypothesis  aforesaid  as  to 
the  causative  role  of  chronic  cervicitis 
and  also  to  the  opportunity  afforded  the 
obstetrician  of  treating  this  condition. 

The  thought  provoking  paper  by 
Ayre,3  in  which  he  stressed  the  possible 
relationship  between  thiamin  deficiency, 
chronic  cervicitis,  high  blood  and  tissue 
estrogens,  and  carcinoma  of  the  cervix 
should  stimulate  further  investigation 
along  this  line  of  reasoning.  Here  is 
brought  into  play  the  nutritional  factor 
which  some  authors  are  stressing  as  pos- 
sibly concerned  with  the  development  of 
cancer;  also,  the  endocrine  role  which  is 
continually  being  mentioned  as  a back- 
ground or  actual  stimulating  influence  in 
the  production  of  carcinoma. 

In  our  recent  review  of  cases  of  car- 
cinoma of  the  cervix  uteri  it  was  found 
that  the  patients  came  almost  entirely 
from  the  rural  areas  of  Middle  Tennessee 
and  from  the  low  economic  income  level. 
This  latter  fact  coincided  with  the  ex- 
perience of  other  clinics  and  should  also 
stimulate  thought  as  to  causative  factors 
in  cancer  of  the  cervix.  There  could  be 
some  relationship  with  the  Ayre  hypothe- 
sis. 

The  employment  of  total  hysterectomy 
by  competent  gynecologists  and  surgeons 
will  eliminate  cancer  of  the  cervical 
stump.  Although  its  occurrence  cannot 
definitely  be  determined  because  of  the 
difficulties  inherent  in  a long  follow-up 
of  patients  with  supravaginal  hysterec- 
tomies, it  has  been  reported  in  0.9  per 
cent-.  Related  to  the  total  number  of  cer- 
vix cancer  cases,  the  cervical  stump  can- 
cer represents  between  2.5-4.7  per  centI4. 
In  my  own  personal  experience  and  that 
of  my  colleagues,  treatment  of  cancer  of 
the  cervical  stump  has  been  most  unsatis- 
factory. For  these  reasons  prophylaxis 
against  its  development  seems  most  im- 
perative. 

The  ideal  and  perfect  treatment  for 
cancer  of  the  cervix  has  not  been  devised. 
Historically,  the  various  types  of  treat- 


ment are  interesting  and  informative  and 
parallel  the  progress  and  philosophy  of 
therapeutics  in  general.  Before  the  ad- 
vent of  the  use  of  radium,  the  only  meth- 
ods of  treatment  were  palliation  by  actu- 
al cautery  and  radical  surgery.  As  for 
the  latter  treatment,  much  depended  on 
the  individual  surgeon’s  opinion  of  opera- 
bility; some  operating  on  early  cases  and 
others  on  more  advanced  cases.  Various 
groups  today  still  exemplify  the  above 
statement. 

There  are  a few  clinics  such  as  that  of 
Meigs,-,  who  have  revived  an  interest  in 
the  radical  Wertheim-Clark  operation 
and  are  performing  this  operation  in  se- 
lected cases.  Meigs  in  1945  reported  no 
postoperative  mortality  in  his  65  cases  on 
whom  the  operation  was  performed.  He 
feels  that  surgical  removal  of  early  cer- 
vical cancer  is  as  safe  as  radiation  treat- 
ment. It  should  be  added,  however,  that 
this  is  only  possible  by  a relatively  few 
experienced  surgeons.  Meigs’  patients  se- 
lected for  surgery  are  usually  under  50 
years  of  age  and  in  good  physical  condi- 
tion with  early  lesions.  Victor  Bonney10 
of  England  reported  the  radical  operation 
performed  on  500  patients  with  an  opera- 
bility rate  estimated  at  63  per  cent.  It  is 
obvious  that  he  performed  the  operation 
on  late  cases  as  well  as  early  and  his  pri- 
mary operative:  mortality  was  14  per  cent. 
However,  this  was  an  experience  of  over 
29  years  and  his  mortality  rate  in  the 
last  200  cases  was  only  11  per  cent.  A five 
year  cure  rate,  relative  to  the  total  num- 
ber operated  upon,  was  40  per  cent. 

More  recently  Brunschwig,.  reported 
an  ultra-radical  operation  involving  the 
complete  excision  of  pelvic  viscera  with 
implantation  of  the  ureters  in  the  sig- 
moid colon  resulting  in  a wet  colostomy. 
Twenty-two  cases  were  included  and  all 
had  the  most  advanced  stages  of  the  dis- 
ease in  which  all  attempts  at  control  had 
failed. 

Use  of  Radium 

The  use  of  radium  has  altered  the 
whole  concept  of  treatment.  It  was  first 
used  as  a palliative  therapy  with  only  the 
far  advanced,  thought  to  be  hopeless  cas- 
es, being  treated.  It  was  soon  discovered 
that  some  of  the  so-called  hopeless  cases 
responded  favorably  and  earlier  lesions 
received  therapy  composed  of  both  radi- 
um and  deep  x-ray  therapy.  This  combi- 
nation seemed  practical  in  that  the  ini- 
tial lesion  and  the  adjacent  tissue  so  often 
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the  seat  of  extension  of  the  neoplasm 
could  be  given  cancercidal  therapy.  There 
has  been  much  improvement  in  radiologic 
technique  during  the  past  15  years  since 
most  clinics  treating  cancer  of  the  cervix 
have  the  close  cooperation  of  the  gyne- 
cologist with  the  radiologist.  Our  experi- 
ence has  proven  satisfactory  and  helpful. 
Each  patient  is  examined  and  therapeutic 
procedures  discussed  by  the  same  gyne- 
cologist and  radiologist.  Th:s  program 
has  been  in  effect  for  the  past  ten  years 
and  in  this  way  the  procedures  are  more 
uniform  even  though  each  patient  is  in- 
dividualized. 

Because  of  the  applicability  of  radium 
therapy  to  almost  the  entire  group  of  cas- 
es of  cancer  of  the  cervix,  both  early  and 
late,  it  has  come  into  wide  use  in  this 
country  and  Canada;  also  because  few 
surgeons  are  experienced  in  the  radical 
Wertheim-Clark  operation;  and  also  be- 
cause more  than  half  of  the  patients  who 
present  themselves  have  lesions  too  far 
advanced  for  radical  surgery. 

In  one  group  of  129  patients  recently 
reviewed,  there  were  six  radical  hyster- 
ectomies. Two  of  the  operations  were  per- 
formed on  patients  with  Stage  I lesions 
and  4 on  patients  with  Stage  II  lesions. 
One  received  radium,  prior  to  surgery  and 
all  received  postoperative  deep  x-ray 
therapy.  The  remaining  patients  were 
treated  by  x-ray  or  radium  or  by  a com- 
bination of  the  two.  It  was  possible  in 
40  per  cent  to  administer  only  palliative 
radiation  in  an  attempt  to  give  some 
symptomatic  relief  because  the  lesion 
was  too  far  advanced  for  cancercidal 
therapy. 

Deep  X-Ray  Therapy 

The  usual  procedure  was  to  give  deep 
x-ray  therapy  first  to  all  patients  with 
lesions  in  Stages  II  and  III  and  occasion- 
ally in  Stage  IV  if  there  was  some  ques- 
tion of  possible  cure.  Some  of  the  Stage 
I lesions  received  radium  therapy  first. 
The  deep  x-ray  therapy  consists  of  3200 
roentgen  units  calculated  with  backscat- 
ter  over  4 portals,  two  anterior  and  two 
posterior.  X-ray  therapy  is  given  first  in 
order  to  reduce  infection  in  the  lesion  and 
to  treat  the  possible  extension  which  is 
located  most  laterally  in  the  pelvis. 

Radium  therapy  follows  in  two  weeks 
and  is  applied  by  an  intra-cervical  appli- 
cator with  a filtration  of  the  equivalent 


of  1 mm.  of  platinum  and  colpostats  with 
a filtration  equivalent  of  1.5  mm.  of  plati- 
num. The  cervix  receives  3500  mg.  hours 
of  radium  salt  emanation  and  the  lower 
uterine  canal  700  mg.  hours.  The  vaginal 
fornices  each  receive  1200  mg.  hours  with 
the  use  of  the  colpostats.  There  are  vari- 
ations of  the  above  technique  depending 
on  individualization  of  each  patient. 

Survival  Rales 

Survival  rates  have  been  computed 
from  two  standpoints:  (1)  the  overall  5 
year  uncorrected  survival  rate  and  (2) 
the  survival  rate  for  5 years  in  those  pa- 
tients who  were  found  on  the  initial  ex- 
amination to  be  in  the  treatable  group  of 
Stage  I and  Stage  II.  The  overall  uncor- 
rected 5 year  survival  rate  for  the  four 
stages  combined  was  19%.  When  Stage 
III  and  Stage  IV  lesions  are  excluded,  the 
5 year  survival  rate  rises  to  50  per  cent. 
An  analysis  of  the  four  stages  and  their 
individual  5 year  survival  rates  are  as 
follows:  Stage  I — 70%;  Stage  II — 39%; 
Stage  III — 15%;  Stage  IV — 37  cases  with 
no  patient  living  for  5 years. 

It  is  a common  impression  that  com- 
plications following  radiation  therapy  are 
negligible  or  entirely  absent.  This  idea  is 
erroneous  and  is  demonstrated  in  the 
above  cases.  The  following  complications 
occurred:  rectovaginal  fistula  three 

times;  cystitis  8;  proctitis  6;  severe  gastro- 
enteritis requiring  hospitalization  3;  in- 
testinal obstruction  2;  occlusive  vaginal 
stricture  1;  peritonitis  2,  one  of  which  was 
fatal;  pyometrium  requiring  surgical 
drainage  1;  severe  x-ray  dermatitis  3; 
nonfatal  pulmonary  embolism  1;  and  one 
death  from  unknown  cause  immediately 
following  radium  implantation.  Of  the 
six  patients  who  had  radical  hysterecto- 
my performed,  two  developed  uretero- 
vaginal  fistulae,  one  bilateral.  All  three 
fistulae  healed  spontaneously.  One  can 
readily  see  that  the  treatment  of  cervical 
cancer  predicates  many  unknown  dan- 
gers. 

In  my  opinion  there  should  be  no  con- 
troversy as  to  the  relative  merits  of  radi- 
cal surgery  versus  radiation  therapy. 
Radical  surgery  cannot  be  applied  to  all 
cases  of  cancer  of  the  cervix  and  neither 
are  all  the  persons  treating  this  disease 
capable  of  performing  the  radical  opera- 
tion. The  cure  rate  in  the  early  stages  is 
about  the  same  with  both  types  of  ther- 
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apy.  The  philosophy  of  each  clinic  and 
its  individual  members  also  plays  an  im- 
portant role  in  selection  of  therapy. 

Although  my  preference  has  been  for 
radiation  treatment,  it  is  my  impression 
that  results  from  this  therapy  have  be- 
come static  and  different  techniques  must 
be  developed  or  entirely  new  approaches 
evolved  to  salvage  a larger  number  of  pa- 
tients with  cervical  cancer.  Radioactive 
isotopes  and  other  new  agents  may  well 
serve  to  produce  more  gratifying  results 
in  the  future. 
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PHEOCHROMOCYTOMA 

A.  S.  Warren,  M.  D. 

LEXINGTON 


The  chromophin  tissue  of  the  body  is 
located  in  the  adrenal  medulla,  alongside 
the  capsule  of  the  sympathetic  ganglia  in 
a strip  of  tissue  at  the  origin  of  the  ab- 
dominal aorta  and  inferior  mesenteric  ar- 
tery, (organ  of  zuckerkandl)  and  finally 
in  the  carotid  bodies  of  the  neck.  This 
tissue  stains  dark  with  chromic  salts  and 
thereby  was  given  the  name  Pheochromo- 
cytoma  by  Alezair  and  Peyron1  in  1908. 
The  terms  paraganglioma,  chromaphin 
cell  tumors  and  pheochromocytoma  are 
used  interchangeably  in  the  literature, 
the  latter  is  becoming  increasingly  popu- 
lar. 

Symptoms 

Manasse  in  18932  is  credited  with  the 
recognition  of  the  first  histologically 
proven  pheochromocytoma.  Marchetti  in 
1904:i  described  the  first  bilateral  tumor 
and  subsequent  reports  bear  out  the  pres- 
ence of  multiple  tumors  in  12%  of  report- 
ed cases4.  The  symptoms  associated  with 
pheochromocytoma  were  first  noted  bv 
Neusser  in  19105  and  have  been  elaborated 

Read  before  Samuel  Brown  Journal  Club,  Lexington, 
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by  recent  case  reports  so  that  now  the 
clinical  picture  is  well  known.  Kelly  in 
1936  proved  that  epinephrin  was  the  sub- 
stance responsible  for  the  characteristic 
symptoms  when  he  isolated  crystalline 
epinephrin  from  a pheochromocytoma  of 
the  right  adrenal  gland8.  Up  to  1200  mgm. 
of  epinephrin  have  been  isolated  from 
tumors  of  this  tissue.  The  normal  epi- 
nephrin contact  of  the  adrenal  glands  is 
about  8 mgm.  Smithwick7  has  recently 
summarized  the  clinical  symptoms,  signs 
and  procedures  of  diagnostic  value  in 
pheochromocytoma  and  has  compared  his 
personal  series  of  11  cases  with  107  cases 
from  the  literature,  together  with  100  un- 
selected cases  of  essential  hypertension. 
This  excellent  review  confirms  statistical- 
ly the  previous  reports  and  emphasizes 
the  use  of  available  procedures  for  diag- 
nosis. Briefly  the  important  features  of 
the  pheochromocytomas  are;  excessive 
sweating,  vasomotor  phenomena,  elevat- 
ed temperature,  normal  cold  pressor  re- 
sponse, fasting  blood  sugar  of  120  mgm. 
% or  more,  B.M.R.  plus  20  or  more  and 
postural  tachycardia.  The  incidence  of 
paroxysmal  hypertension  was  only  36% 
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in  their  personal  series  of  11  cases  but  re- 
ported cases  to  date  average  75%.  The 
presence  of  neurofibromatosis8  associated 
with  pheochromocytoma  has  been  record- 
ed many  times  and  should  be  considered 
in  the  diagnosis  of  these  tumors.  These 
two  diseases,  embryo-logically  related  are 
associated  in  approximately  10%  of  the 
cases. 

Calkins  and  Howard4  in  1947  reported 
176  cases  of  surgically  treated  pheochro- 
mocytoma, fifteen  of  these  cases  had  bi- 
lateral tumors.  Five  of  these  bilateral 
tumors  were  malignant.  None  of  the  pa- 
tients with  malignant  lesions  had  constant 
or  paroxysmal  hypertension.  Repeated 
surveys  fail  to  reveal  hypertension  in 
malignant  pheochromocytoma9.  Recent- 
ly however,  Cross10  reported  a case  of  ma- 
lignant pheochromocytoma  with  paroxys- 
mal hypertension  and  metastasis  to  the 
cervical  spine.  Additional  case  report  in 
press. 

Diagnosis 

The  diagnosis  is  based  upon  the  char- 
acteristic clinical  history,  physical  find- 
ings, certain  simple  laboratory  procedures 
and  several  tests  available  to  all  practi- 
tioners. The  condition,  rarely  seen  in 
children,  most  commonly  manifests  itself 
between  the  ages  of  20-40,  and  is  equally 
divided  between  males  and  females.  The 
character  of  the  paroxysmal  attacks  of 
elevated  blood  pressure,  sweating,  appre- 
hension and  even  chest  pain  bring  the  pa- 
tient to  the  physician  early  but  until  re- 
cently the  medical  profession  has  failed 
to  recognize  this  condition.  Howard  and 
Baker11  report  cases  of  eleven  years  du- 
ration and  indeed  many  cases  are  diag- 
nosed at  necropsy.  As  listed  above  the 
patients  frequently  (61-64%)  have  a per- 
sistent hyperglycemia  and  glycosuria. 
This  condition  is  reversible  when  the 
pheochromocytoma  is  removed.  The  bas- 
al metabolic  rate  is  elevated  above  plus 
20%  in  57-60%  of  cases  and  toxic  goiter 
must  be  ruled  out.  Roth  and  Kvale12  in 
1945  reported  the  use  of  histamine  di- 
phosphate as  an  aid  in  diagnosis.  An  in- 
travenous injection  of  0.05  mgm.  of  hista- 
mine base  causes  a prompt  rise  in  blood 
pressure  with  characteristic  symptoms  of 
hyper-adrenalism.  Two  other  prepara- 
tions are  pharmacologically  similar  and 
will  produce  attacks  in  the  presence  of 
pheochromocytoma;  namely  methacho- 
line1-  and  tetralethylammonium  brom- 
ide14. In  1947  Goldberg,  Snyder  and  Ara- 


now15  introduced  benzodioxane.  This 
chemical,  when  injected  intravenously, 
blocks  the  passage  of  epinephrin  into  the 
smooth  muscle  cell  and  thus  produces  a 
marked  but  temporary  drop  in  blood  pres- 
sure. Similar  drugs  have  been  shown  to 
have  insignificant  effect  in  the  hyperten- 
sion caused  by  renal  ischemia16.  Perirenal 
insufflation  in  trained  hands  is  reported  to 
be  helpful  in  the  preoperative  diagnosis 
of  enlargement  of  the  adrenal  gland.  In- 
travenous and  retrograde  pyelography 
should  be  carried  out  in  all  suspected 
cases  but  surgical  exploration  with  direct 
vision  beneath  Gerota’s  fascia  is  the  only 
means  of  diagnosis  in  most  cases. 

Treatment 

The  treatment  is  surgical  removal  of  all 
chromaffin  tissue  tumors.  Attention  is 
again  called  to  the  incidence  of  multiple 
locations.  Several  cases  have  been  re- 
ported of  intrathoracic  pheochromocy- 
toma17. Close  coordination  between  sur- 
geon, internist  and  anesthesiologist  is  re- 
quired to  prepare  for  surgical  removal  of 
a pheochromocytoma.  Preoperative  use 
of  a prolonged  adrenolytic  agent  such  as 
Dibenamine  is  suggested  as  a prevention 
against  severe  hypertensive  crisis  during 
surgery.  Used  as  intravenous  infusion,  4 
to  6 mgm.  per  kilogram  of  body  weight  (a 
total  dose  not  to  exceed  500  mgm.)  is 
added  to  a well  running  intravenous 
unit.  The  infusion  can  be  then  ad- 
justed to  control  the  blood  pressure. 
When  Dibenamine  is  used  to  pro- 
duce an  adrenergic  blockade,  extreme 
caution  must  be  taken  when  epine- 
phrin is  employed  as  a pressor  a- 
gent.  A prolonged  drop  in  blood  pressure 
may  result  since  the  pressor  effects  of 
epinephrin  are  reversed  by  Dibenamine. 
During  the  operation,  as  the  tumor  is  ap- 
proached, marked  fluctuation  in  blood 
pressure  usually  occurs  and  immediately 
after  removal  of  the  tumor  there  is  a 
sharp  drop  in  blood  pressure,  often  to 
shock  levels.  Immediate  intravenous 
pressor  agents  must  be  given  and  a func- 
tional head  of  pressure  maintained  until 
the  patient’s  blood  pressure  is  stabilized. 

The  actual  surgical  approach  may  be 
transperitoneally,  bilateral  flank  or  renal 
incisions,  or  bilateral  paravertebral  in- 
cisions. The  transperitoneal  approach 
would  seem  to  offer  the  most  practical 
means  of  exploring  both  the  adrenal 
areas  and  the  sympathetic  chain  bilateral- 
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ly.  Post-operative  care  must  include 
continuous  infusion  of  pressor  agents 
and  / or  cortical  extracts  until  the  pa- 
tient regains  a normal  blood  pressure.  If 
after  a suitable  period  of  time  the  patient 
is  not  free  of  symptoms  of  hyperadrena- 
linism,  repeated  tests  must  be  attempted 
to  rule  out  remaining  pheochromocytoma. 
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ESSENTIAL  HYPERTENSION 

Leslie  H.  Winans,  M.  D. 

ASHLAND 


In  order  to  give  ourselves  the  basis  for 
a better  understanding  of  hypertension, 
it  might  be  well  for  us  to  review  briefly 
the  physiology  of  normal  blood  pressure. 
What  is  it  that  produces  and  maintains 
blood  pressure? 

It  is  thought  that  there  are  five  major 
factors  operating  which  produce  the  nor- 
mal systolic  and  diastolic  pressures: 

1.  Cardiac  output  per  stroke  volume 

2.  Peripheral  resistance 

3.  Blood  volume 

4.  Blood  viscosity 

5.  Elasticity  of  arterial  walls 

When  blood  is  forced  out  into  an  al- 
ready filled  arterial  system,  the  pressure 
must  momentarily  rise  and  the  arterial 
walls  become  stretched  until  that  time 
when  outflow  into  the  arterioles  has  e- 
qualled  the  intake.  Stretching  of  the 
larger  arteries  acts  as  a subsidiary  pump 
until  the  pressure  has  returned  to  the  di- 
astolic level. 
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Peripheral  Resistance 

The  peripheral  resistance  is  produced 
largely  in  the  arteriole  and  to  a lesser  de- 
gree in  the  smaller  capillaries.  The  great- 
er part  of  this  resistance  occurs  in  arteri- 
oles of  the  splanchnic  area.  When  these 
vessels  are  dilated  they  will  accommodate 
the  greater  part  of  the  body’s  blood,  con- 
versely, when  these  same  vessels  con- 
strict, a greater  resistance  is  produced 
and  a greater  pressure  is  required  to 
maintain  blood  flow.  This  increased  pres- 
sure will  continue  as  long  as  the  constric- 
tion persists. 

In  order  to  produce  pressure  in  any 
closed  system  of  tubes,  these  tubes  must 
first  be  full  of  fluid.  The  arteries  being 
elastic  tubes  and  distensible,  must  be 
slightly  overfilled  before  actual  increase 
in  pressure  takes  place.  The  more  the 
over  filling,  the  greater  is  the  increase  in 
pressure.  Conversely  anything  that  de- 
creases the  amount  of  fluid  in  a closed 
system  also  reduces  the  pressure.  This  is 
quite  obvious  in  hemorrhage. 

The  greater  the  viscosity  of  any  fluid, 
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the  greater  the  pressure  required  to  force 
it  through  a tube.  Frictional  resistance 
between  the  parts  of  the  liquid  itself  are 
greatly  increased  with  a high  viscosity. 
The  blood  viscosity  depends  largely  upon 
the  plasma  protein  and  the  cell  content. 
For  these  reasons  the  viscosity  is  low  in 
anemia  and  high  in  polycythemia,  leuke- 
mia, and  anhydremia. 

The  elasticity  of  the  arteries  appears 
to  be  mainly  involved  in  the  maintenance 
of  diastolic  pressure  and  in  holding  this 
pressure  at  a higher  mean  level  than 
would  be  possible  in  a rigid  tube  system. 
The  arteries  also  maintain  a steady  flow 
of  blood  to  the  smaller  vessels  by  stretch- 
ing when  a large  volume  of  blood  is 
pushed  into  them  by  a ventricular  con- 
traction and  then  by  contracting  and 
pushing  this  blood  on  during  diastole. 
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Arterial  Resistance  and  Elasticity.  The  larger 
arteries,  because  of  their  distensibility  and 
elasticity,  act  as  auxiliary  pumps.  The  step- 
down  in  arterial  calibre  increases  resistance 
to  blood  flow. 


A change  of  blood  pressure  results 
when  one  or  more  of  the  albove  factors 
fail  to  operate,  unless  the  remaining  in- 
tact factors  are  able  to  compensate  for  a 
partial  failure  in  the  system. 

Anatomy  and  Function  of  Normal  Kidney 

It  is  also  important  that  we  understand 
the  anatomy  and  function  of  the  normal 
kidney  before  attempting  to  show  the 
changes  which  are  instituted  in  hyperten- 
sion. By  studying  the  physiology  of  the 
nephron,  the  functional  unit  of  the  kid- 
ney, we  gain  some  insight  into  the  mech- 
anism of  arteriospasm  and  the  produc- 
tion of  hypertension. 

The  nephron  is  the  functioning  unit  of 
the  kidney  consisting  of  the  renal  corpus- 
cle with  its  capsule  of  Bowman,  the  prox- 
imal convoluted  tubule,  the  descending 
and  ascending  limbs  of  Henle’s  loop,  and 
the  distal  convoluted  tubule. 

The  renal  artery  furnishes  the  blood 
supply  to  the  kidney.  This  artery  comes 
directly  off  the  aorta  and  has  a pressure 
closely  comparable  to  that  in  the  aorta,  it 
is  a large  artery  compared  to  the  size  of 
the  organ  which  it  supplies.  It  is  also  a 
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short  artery  with  its  branches  abruptly 
forming  short  branches  up  to  the  point 
of  the  arterioles.  This  type  of  construction 
allows  delivery  of  blood  to  the  afferent 
vessel  of  the  glomerulus  under  maximal 
pressure. 

Structure  of  Nephron 

The  renal  artery  enters  the  hilus  of  the 
kidney  and  gives  off  branches  of  smaller 
caliber  known  as  the  interlobar  arteries. 
These  pass  outward  between  the  pyra- 
mids to  the  junction  of  the  cortex  and  me- 
dulla where  they  are  directed  more  hori- 
zontally and  form  arches  over  the  bases 
of  the  pyramids.  Smaller  branches  come 
off  at  this  point  forming  the  intralobular 
arteries  which  run  outward  thru  the  cor- 
tex variable  distances  and  give  off  small 
branches  called  arterioles.  Each  arteriole 
forms  the  afferent  vessel  of  the  glomeru- 
lus. This  afferent  vessel  on  entering  the 
glomerulus  gives  off  several  branches 
which  give  rise  to  a great  many  loops 
which  make  up  the  glomerular  tuft.  There 
is  no  anastomosing  between  any  of  these 
arterioles  and  they  are  covered  by  a vis- 
ceral layer  of  Bowman’s  capsule  much  as 
a finger  is  covered  by  a glove.  Nothing 
separates  the  blood  in  the  arteriole  from 
the  cavity  of  Bowman’s  capsule  but  two 
delicate  membranes,  the  arteriolar  wall 
and  the  visceral  layer  of  Bowman’s  cap- 
sule. The  arterioles  finally  converge  to 
form  the  efferent  vessel  which  leaves  the 
renal  corpuscle  in  close  proximity  to  the 
afferent  vessel.  The  efferent  vessel  is  a- 
bout  one-half  the  diameter  of  the  afferent 
vessel.  The  efferent  vessel  divides  again 
into  smaller  branches  which  supply  the 
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collecting  tubules  of  the  nephron.  These 
branches  usually  supply  the  tubule  con- 
nected to  the  corpuscle  from  which  they 
arise.  There  is  little  or  no  anastomosis 
between  the  branches  supplying  the 
neighboring  tubules. 

Just  before  the  afferent  vessel  enters 
the  glomerulus  it  undergoes  definite 
structural  change.  It  loses  its  elastic 
membrane,  the  endothelium  becomes  dis- 
continuous and  the  muscle  fibers  are 
overlaid  or  in  part  replaced  by  a cushion 
of  myoepitheloid  cells,  the  Polkissen.  The 
distal  tubule  also  is  closely  associated 
with  the  afferent  artery.  At  this  point 
of  association,  it  shows  a cellular  change, 
the  cells  being  of  a myoepitheloid  type 
called  macula  deusa.  These  two  struc- 
tures, Polkissen  and  macula  densa,  are 
known  as  the  juxtaglomerula  apparatus. 
It  is  this  structure  that  is  thought  to  act 
much  as  an  endocrine  gland  which  pro- 
duces a substance  which  tends  to  regulate 
flow  of  blood  thru  the  glomerulus.  It  is 
thought  a pressor  substance  called  renin 
may  be  liberated  here. 

Now  that  we  have  the  structural  ap- 
paratus of  the  kidney  unit  in  mind,  let 
us  see  how  it  works.  About  1300  cc.  of 
blood  flows  thru  the  kidneys  every  min- 
ute. This  is  approximately  one-third  of 
the  cardiac  output.  In  this  blood  are  all 
the  elements  which  the  kidney  is  to  elimi- 
nate in  the  formation  of  urine.  Urine  is 
formed  by  three  processes,  namely  filtra- 
tion, secretion  and  absorption. 

Theory  of  Filtration 

The  generally  accepted  theory  of  fil- 
tration works  somewhat  as  follows:  In 

the  glomerulus  there  is  developed  a posi- 
tive pressure.  This  positive  pressure  is 
the  difference  between  the  pressure  cre- 
ated in  the  arteriolar  system,  less  the  os- 
motic pressure  of  the  blood  proteins,  less 
the  pressure  of  Bowman’s  capsule,  less 
the  pressure  of  the  kidney  substance  it- 
self. This  leaves  a positive  intraglomeru- 
lar  pressure  equal  to  about  30  or  40  mm. 
of  water.  With  this  pressure  filtration 
takes  place  and  in  the  average  normal 
person  about  125  cc.  of  filtrate  are  formed 
every  minute  or  about  20  liters  every  24 
hours.  Variations  in  the  glomerular  pres- 
sure will  alter  the  volume  of  the  filtrate 
but  will  not  alter  the  concentration.  This 
filtrate  consists  of  water,  urea,  amino 
acids,  glucose,  calcium,  sodium,  etc. 

As  this  filtrate  passes  into  the  proximal 
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Filtration  Pressure.  Positive  filtration  pressure 
is  the  pressure  created  in  the  arteriolar  sys- 
tem less  the  osmotic  pressure  of  the  blood 
proteins,  less  the  pressure  of  Bowman’s  cap- 
sule, less  the  pressure  of  the  kidney  substance 
itself. 


tubule  rapid  reabsorption  takes  place. 
99%  of  the  filtrate  is  actually  reabsorbed, 
the  glucose  completely,  the  other  sub- 
stances in  proportion  to  their  levels  in  the 
blood.  The  normal  kidney  appears  to 
have  a mechanism  capable  of  conserving 
and  maintaining  certain  automatic  bal- 
ances in  the  blood. 

Rate  of  filtration  will  then  be  depend- 
ent on  the  rate  of  blood  flow  thru  the  glo- 
merulus and  on  the  pressure  produced  in 
the  glomerulus.  Anything  that  lowers  the 
systemic  blood  pressure  such  as  shock  or 
congestive  heart  failure  may  cause  a 
marked  decrease  in  filtration,  perhaps 
even  to  the  point  of  complete  suppres- 
sion. On  the  other  hand,  anything  that 
increases  the  intra-glomerular  pressure 
or  the  renal  blood  flow  will  cause  in- 
creased filtration. 

A few  substances  such  as  creatinine, 
and  some  dyes  are  thought  to  be  excreted 
directly  by  the  tubules.  While  this  func- 
tion seems  to  be  of  little  moment  as  com- 
pared with  the  filtration  factor  it  is  a 
part  of  the  functioning  unit.  Also  in 
studying  the  kidney  certain  tests  have 
been  devised  on  the  basis  of  this  tubular 
excretory  function. 

In  normal  filtration  neither  the  pro- 
teins of  the  plasma  nor  the  red  blood  cells 
pass  thru  the  filter.  It  is  only  when  dam- 
age of  this  membrane  has  taken  place  that 
we  find  them  in  the  urine. 

Mechanism  Involved 

Up  to  this  point  we  have  discussed  the 
regulation  of  the  normal  blood  pressure 
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and  the  hemodynamics  involved  in  the 
formation  of  urine  in  the  normal  sulbject. 
With  this  background  in  mind,  let  us  in- 
quire into  the  mechanism  of  essential  hy- 
pertension. From  a clinical  point  of  view 
the  earliest  manifestation  is  found  in  an 
increased  blood  pressure  reading.  This 
will  be  a diastolic  hypertension  and  may 
be  in  the  border  line  area  of  a normal 
pressure  reading,  a patient  of  perhaps  40 
years  having  a pressure  of  155/95.  Some- 
thing has  happened  to  the  regulatory 
mechanism  of  the  normal  blood  pressure. 
One  or  more  of  the  five  major  controlling 
factors  are  not  functioning  in  the  proper 
fashion. 

High  blood  pressure  is  the  result  of  a 
compensatory  mechanism  attempting  to 
maintain  a normal  circulation  in  spite  of 
alteration  in  its  normal  mechanism.  In 
diastolic  hypertension  it  has  been  shown 
that  in  the  initial  stages,  the  minute  vol- 
ume output  of  the  heart,  the  viscosity  of 
the  blood,  the  blood  volume  and  elasticity 
of  the  arterial  walls  are  not  changed. 

Most  if  not  all  workers  agree  that  this 
change  is  produced  by  increased  periph- 
eral resistance.  Most  all  are  of  the  opin- 
ion that  this  initial  increased  resistance  is 
created  by  a general  arteriolar  spasm. 
There  are  two  components  that  lend 
themselves  to  the  study  of  this  phenome- 
na. One  is  the  retina  where  one  can  look 
directly  at  the  arterioles  and  secondly  the 
kidney  where  the  filtration  rate  and  ef- 
fective renal  blood  flow  can  be  measured. 

Role  of  Efferent  Arterioles 

It  is  believed  that  spasm  occurs  in  the 
efferent  arteriole.  This  constriction  of  the 
efferent  artery  produces  a decrease  in  the 
effective  renal  blood  flow.  To  overcome 
this  resistance,  and  to  maintain  a normal 
rate  of  flow  the  blood  pressure  is  in- 
creased. With  continued  increased  pres- 
sure within  these  small  arterioles,  chang- 
es begin  taking  place  in  the  walls  of  the 
small  arterioles  proximal  to  the  area  of 
constriction.  In  the  nephron  this  change 
takes  place  in  the  afferent  arteriole  and 
is  in  the  nature  of  sclerosing. 

The  nature  of  the  exciting  factor  or 
factors  which  produce  or  initiate  the  ar- 
terial spasm  is  unknown.  It  may  be  a 
pressor  substance  such  as  renin,  or  it  may 
be  a neurological  mechanism.  This  is 
the  point  where  all  research  is  being  fo- 
cused and  with  its  solution  we  may  hope 
to  develop  a constructive  management 
for  the  problem. 
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So  we  have  essential  hypertension  in 
its  making,  a substance  or  substances 
which  produces  a widespread  arteriolar 
spasm  manifested  by  increased  diastolic 
hypertension,  a decreased  renal  blood 
flow  and  an  increased  filtration  fraction 
in  the  earliest  phases.  At  this  point  no 
structural  changes  have  occurred  in  the 
arteriolar  system  and  the  condition  is 
said  to  be  reversible.  As  a matter  of  fact 
the  progress  of  the  disease  is  usually  quite 
slow  and  there  may  be  a period  of  years 
elapsing  before  structural  change  is  actu- 
ally produced.  In  this  early  phase  we  will 
have  a normal  urine  and  normal  urea 
clearance.  The  change  is  primarily  one 
in  hemodynamics. 

Case  Findings 

So  in  a few  weeks  our  patient  of  40 
years  with  a pressure  of  155/95,  returns 
and  we  find  a normal  reading  of  125/80. 
We  have  this  patient  return  again  in  a 
couple  of  months  and  we  find  the  pres- 
sure still  normal.  We  decide  that  our 
therapy  has  been  effective  or  that  we  had 
a normal  person  in  the  beginning.  We 
don’t  see  the  patient  for  a few  months  and 
then  much  to  our  surprise  we  find  a 
pressure  of  180/100,  then  we  feel  perhaps 
the  patient  has  not  been  following  in- 
structions. 

What  has  produced  the  fluctuations  in 
our  patient’s  pressure?  Perhaps  the  nor- 
mal blood  pressure  mechanism  has  been 
able  to  compensate  for  the  differences  for 
short  intervals.  Perhaps  the  production 
of  the  pressor  substances  has  been 
stopped,  perhaps  an  antibody  has  been 
produced  that  has  been  capable  of  neu- 
tralizing a part  or  all  of  the  pressor  sub- 
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stances.  At  any  rate  these  fluctuations 
are  perfectly  normal  findings  until  later 
in  the  course  of  the  disease. 

The  progress  of  the  disease  is  progres- 
sively forward,  the  rapidity  of  this  prog- 
ress varying  in  different  patients. 

As  time  goes  on  we  get  further  increase 
in  pressure,  further  decrease  in  renal 
blood  flow,  the  rate  of  glomerular  filtrate 
may  be  decreased  and  urea  clearance  re- 
mains unchanged  for  a number  of  years. 
As  long  as  the  urea  clearance  remains 
normal  there  will  be  no  increase  in 
the  blood  urea.  Tubular  excretion  may 
have  become  involved  but  tubular  ab- 
sorption is  not  greatly  affected  until  late 
in  the  course  of  the  disease.  Many  neph- 
rons have  lost  their  excretory  function 
but  maintain  their  absorptive  power  and 
continue  to  conduct  glomerular  filtrate 
to  the  urine.  Concentration  tests  and  the 
usual  PSP  excretion  tests  are  normal. 

Anatomical  Changes 

At  this  stage  the  retinal  changes  have 
become  more  definite,  the  light  reflex 
obscured,  vessels  more  tortuous,  with 
slight  niching  of  the  veins,  and  perhaps 
slight  evidence  of  hemorrhage. 

With  the  continued  increased  blood 
oressure  the  heart  must  do  more  work.  It 
responds  to  this  increased  effort  by  hy- 
pertrophy of  the  muscle  of  the  left  ventri- 
cle. Such  hypertrophy  is  not  detectable 
on  physical  examination  or  on  an  AP 
roentgenogram.  Fluoroscopy  and  oblique 
X-ray  films  will  probably  demonstrate 
the  increased  size  of  the  left  ventricle. 
The  EKG  will  give  a left  axis  deviation, 
perhaps  some  evidence  of  left  bundle 
branch  block.  There  may  be  changes  in 
the  ST-T  complexes  in  Leads  I and  II. 

The  changes  that  develop  in  the  heart 
may  not  be  entirely  due  to  the  hyperten- 
sion per  se.  As  the  muscle  thickens  the 
intrinsic  circulation  of  the  heart  may  be 
inadequate  to  supply  sufficient  oxygen 
and  nutrition.  Perhaps  the  coronary  ves- 
sels are  becoming  sclerosed  decreasing 
their  capacity  for  blood  flow.  Perhaps 
there  has  been  an  earlier  damage  to  the 
myocardium  from  some  infectious  disease. 
Therefore  the  rapidity  of  change  in  the 
heart  does  not  necessarily  parallel  the  de- 
gree of  hypertension. 

Cerebral  Episodes 

During  the  course  of  essential  hyper- 
tension there  may  occur  transient  cere- 


bral episodes.  These  are  often  referred  to 
as  hypertensive  vascular  encephalopathy. 
The  acuteness  of  onset  and  the  short  du- 
ration suggests  vascular  spasm  with  re- 
sulting ischemia.  The  clinical  manifesta- 
tion of  this  vascular  encephalopathy  may 
vary  a great  deal.  Sensory  disturbances 
such  as  tingling  sensations  in  the  fingers 
or  toes,  and  sensations  of  crawling  under 
the  skin  may  exist,  as  well  as  naresthesis 
of  taste  and  smell.  Then  motor  phenome- 
na may  manifest  itself  with  a short  clonic 
spasm  of  the  muscles  of  an  extremity  or 
it  may  take  the  form  of  twitching  of  a 
single  muscle  group.  When  such  symp- 
toms persist  one  may  reasonably  expect 
a cerebral  accident  to  occur  in  the  near 
future. 

The  progress  of  our  patient  from  this 
point  on  will  tend  to  follow  along  one  of 
four  possible  syndromes.  The  patient  has 
a 66%  chance  of  developing  a myocardial 
problem  and  dying  as  a result  of  this 
problem.  He  has  a 14%  chance  of  having 
a cerebral  accident.  Only  about  8%  ac- 
tually die  of  the  malignant  necrotizing 
nephrosclerosis.  The  remaining  12%  of 
deaths  may  be  attributed  to  a second  dis- 
ease entity  such  as  a pneumonia,  acci- 
dent, cancer,  etc. 

Congestive  Failure 

Here  we  might  mention  the  necessity 
of  keeping  in  mind  the  possibilities  of 
congestive  failure,  how  insidiously  it  may 
creep  into  the  picture.  It  is  easy  to  mis- 
interpret the  kidney  findings  which  re- 
sult from  the  congestive  failure.  A pa- 
tient with  a kidney  just  compensating 
under  normal  stress  and  strain  is  sudden- 
ly subjected  to  the  shock  of  congestive 
failure,  shock  resulting  from  a formidable 
operative  procedure,  or  a serious  acci- 
dent. With  any  of  these  the  patient  might 
get  a fall  in  blood  pressure  and  as  a re- 
sult of  the  fall  in  blood  pressure,  intra- 
glomerular  pressure  becomes  greatly  dis- 
turbed, filtration  decreases,  and  it  would 
appear  that  we  have  a markedly  de- 
creased functioning  kidney.  However  if 
we  recognize  our  problem  and  promptly 
relieve  the  shock,  we  find  that  our  kidney 
is  perfectly  able  to  maintain  proper  bal- 
ances. For  thia  reason  it  is  imperative  for 
us  to  keep  in  mind  the  great  over-all  pic- 
ture and  be  prepared  to  help  our  patients 
over  these  periods  of  greater  stress. 

Prognosis 

As  we  have  noted  only  about  8%  of  es- 
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sential  hypertensives  actually  die  of  the 
disease  itself.  These  patients  die  of  a ma- 
lignant nephrosclerosis.  Not  all  authori- 
ties agree  entirely  on  what  has  been  gen- 
erally termed  malignant  hypertension. 
Fahr  first  defined  and  described  malig- 
nant hypertension.  He  thought  it  was  a 
primary  hypertension  with  uremia  and 
that  the  changes  in  the  arterioles  were 
quite  distinctive.  Today  most  students 
feel  that  it  is  an  acute  necrotizing  type 
of  glomerulitis  superimposed  on  essential 
hypertensive  processes.  This  acute  group 
is  characterized  by  a rather  sudden 
change  in  the  clinical  course  of  the  hy- 
pertension. The  renal  blood  flow,  the 
tubular  excretory  and  absorbing  powers 
are  greatly  decreased.  The  urea  clear- 
ance is  markedly  diminished.  The  blood 
urea  is  increased.  Concentration  has  be- 
come fixed  and  PSP  excretion  dimin- 
ished. Albuminuria  is  invariably  present. 
There  may  be  hematuria.  The  uremia 
may  develop  rapidly  and  death  result. 
Advanced  retinal,  cardiac  and  cerebral 
changes  may  coexist.  This  condition  may 
be  confused  with  glomerulonephritis  par- 
ticularly if  one  sees  the  case  for  the  first 
time  in  this  phase.  These  patients  die  in 
uremia. 

Exirarenal  Azotemia 

In  essential  hypertension  it  is  impor- 
tant to  differentiate  uremia  from  extra- 
renal  factors  that  produce  azotemia. 
Uremia  is  defined  as  an  abnormal  eleva- 
tion of  blood  urea  resulting  from  intrinsic 
renal  disease.  Urine  specific  gravity  is 
physiologically  unrelated  to  elevation  of 
blood  urea.  Specific  gravity  of  the  urine 
is  dependent  on  the  ability  of  the  tubules 
to  absorb  water — the  blood  urea  level  is 
dependent  upon  the  ability  of  the  glomer- 
uli to  filter  urea.  In  hypertensive  dis- 
ease the  glomeruli  are  first  affected  and 
the  tubules  are  involved  at  a later  period. 
Uremia  begins  when  the  blood  urea  be- 
comes elevated  above  normal. 

Congestive  heart  failure,  the  common 
sequela  of  essential  hypertension,  may 
produce  an  increased  blood  urea  concen- 
tration. In  congestive  failure  there  is 
likely  to  be  a marked  decreased  filtration 
rate  resulting  from  the  lowered  pressure. 
Once  the  cardiac  problem  is  controlled, 
the  urea  levels  are  restored  to  normal. 

A patient  that  has  been  on  a high  pro- 
tein diet  and  has  had  an  acute  attack  of 
vomiting  and  diarrhea  may  also  have  an 
elevated  blood  urea.  On  the  other  hand, 


a patient  on  a very  limited  diet  with 
forced  diuresis  may  be  in  potential  ure- 
mia and  have  a normal  blood  urea  level, 
once  these  twd  processes  are  reversed,  the 
urea  level  rises  to  abnormal  levels  and 
the  true  situation  may  then  be  deter- 
mined. 

So  in  essential  hypertension  one  must 
be  on  the  alert  for  extrarenal  causes  for 
the  increased  urea  levels.  True  uremia 
does  not  occur  in  essential  hypertension 
as  frequently  as  the  azotemia  of  extra- 
renal  causes  so  frequently  complicating 
essential  hypertension. 

Determination  of  Renal  Function 

In  the  evaluation  and  management  of 
hypertension  it  is  quite  important  that 
we  understand  the  principle,  limitations, 
and  significance  of  some  of  the  most  com- 
mon kidney  function  tests,  which  we 
might  review  briefly: 

Urea  clearance  is  the  measuring  of  the 
amount  of  blood  cleared  of  urea  in  a giv- 
en time,  and  is  expressed  in  terms  of  per- 
centage of  the  normal.  A clearance  of 
50%  or  less  of  normal  is  considered  to  in- 
dicate malfunction  of  the  kidney.  The 
urea  clearance  usually  falls  to  40%  of 
normal  before  there  are  increased  levels 
in  the  blood. 

In  essential  hypertension  urea  clear- 
ance will  not  be  altered  during  the  early 
phases.  There  are  also  several  factors  in 
the  physiology  of  urea  excretion  which 
are  prone  to  introduce  errors  in  one’s  cal- 
culations and  therefore  be  quite  mislead- 
ing. 

The  urea  clearance  is  a practical  and 
helpful  laboratory  procedure  that  has 
many  limitations. 

The  excretion  of  phenolsulphonphtha- 
lein  depends  on  the  ability  of  the  tubules 
to  excrete  the  dye  and  on  the  effective 
renal  blood  flow.  An  early  fall  in  the 
clearance  of  the  dye  or  a progressive  drop 
in  this  clearance  may  be  used  to  indicate 
a decrease  in  the  effective  renal  blood 
flow. 

The  rate  of  excretion  of  phenolsulphon- 
phthalein  is  more  frequently  used  to 
measure  the  excretory  function  of  the 
tubules. 

If  one  determines  the  amount  of  phenol- 
sulphonphthalein  excreted  in  one  and 
two  hours,  the  results  are  not  satisfac- 
tory. This  is  because  the  usual  dose  of 
phenolsulphonphthalein  does  not  produce 
a sufficiently  high  plasma  level  to  pro- 
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duce  maximal  tubular  excretion.  Conse- 
quently a damaged  kidney  may  have 
time  to  excrete  relatively  normal  a- 
mounts  in  the  period  of  one  and  two 
hours.  It  would  seem  better  to  do  a frac- 
tional estimation  of  the  phenolsulphon- 
phthalein.  By  doing  fractional  titrations  at 
15,  30,  60,  and  120  minutes,  one  will  dem- 
onstrate kidney  malfunction  in  cases 
where  the  one  and  two  hour  method  has 
given  negative  results. 

The  specific  gravity  of  urine  is  deter- 
mined by  the  amount  of  tubular  absorp- 
tion. When  the  tubules  have  become 
damaged  to  such  an  extent  that  little  or 
no  water  is  absorbed,  we  get  a consistent 
low  specific  gravity.  These  patients,  on 
the  proper  dietary  regime,  are  unable  to 
produce  a urine  of  normal  concentration. 
In  essential  hypertension  we  have  shown 
that  tubular  absorption  is  one  of  the  late 
functions  to  become  affected  and  for  that 
reason  this  test  is  not  too  helpful. 

However  as  this  function  is  impaired, 
the  specific  gravity  becomes  fixed  at 
1.010.  At  this  stage,  it  is  thought  that 
damage  of  the  kidney  is  so  great  that  the 
functioning  tissue  left  filters  and  excretes 
at  a constant  maximal  rate  and  the  tubu- 
lar absorption  or  diluting  fraction  has  al- 
so become  constant. 

In  essential  hypertension  the  urinary 
sediment  will  be  normal  until  very  late 
in  the  disease.  It  is  only  after  there  has 
been  damage  to  the  filtering  membranes, 
or  rather  marked  glomerular  destruction 
that  we  get  a leaking  of  the  protein  and 
red  cells.  In  the  acute  nephro  sclerosing 
phase  there  is  marked  proteinuria  and 
hematuria.  If  one  sees  a case  for  the 
first  time  in  this  phase,  the  differential 
diagnosis  from  glomerular  nephritis  is 
difficult  or  impossible.  The  history  may 
be  most  helpful  in  making  this  differen- 
tiation. 

Evaluation  and  Management 

During  the  last  few  years  attempts 
have  been  made  to  find  methods  for  more 
precise  determination  of  kidney  function. 
At  present  certain  tests  are  being  used 
which  do  give  more  precise  information 
as  to  kidney  function  but  lack  somewhat 
in  the  practicability  of  being  used  as  rou- 
tine laboratory  procedures.  Much  work  is 
being  done  in  an  attempt  to  simplify 
these  procedures. 

To  measure  the  glomerular  filtration 
rate,  mannitol  and  inulin  have  been  most 


widely  used.  Inulin  is  a polysaccharide 
not  metabolized  in  the  body  and  which  is 
filtered  exclusively  by  the  glomerulus 
and  undergoes  no  tubular  absorption. 
Therefore  when  one  determines  the  inu- 
lin clearance  of  the  blood  one  is  able  to 
determine  the  amount  of  glomerular  fil- 
trate, i.  e.: 

GF  — UV — 125  cc.  per  minute  (normal) 

F 

To  measure  the  effective  renal  blood 
flow  diodrast  or  paraminohippuric  acid 
has  been  used.  When  either  of  these  dyes 
is  injected  in  amounts  to  produce  low 
plasma  levels  the  dye  in  the  volume  of 
blood  passing  thru  the  kidney  is  com- 
pletely cleared  in  a single  circulation. 
This  volume  of  blood  expressed  in  cc.’s 
per  minute,  can  be  determined  by  calcu- 
lating milligrams  of  dye  per  1 cc  in  plas- 
ma and  urine,  and  the  amount  of  urine 
per  minute. 

ERF  — Upah  x V — 697  cc.  per  min.  (normal) 
Ppah 

When  one  tests  for  the  secretory  ability 
of  the  kidneys,  higher  plasma  levels  of 
PAH  are  used  so  that  maximal  tubular 
secretion  will  take  place  (Tm) . The  same 
determinations  are  made  and  the  glomer- 
ular filtration  factor  is  subtracted. 

The  first  step  in  the  treatment  of  essen- 
tial hypertension  is  for  the  physician  to 
have  a very  definite  mental  picture  of 
the  physiological  process  that  is  involved. 
The  height  of  the  mercury  manometer  is 
only  the  danger  signal,  stimulating  the 
mind  of  the  physician  into  visualizing  the 
problem — it  has  no  direct  application  to 
the  disease.  It  merely  manifests  one  of 
nature’s  compensatory  mechanisms. 
When  we  look  at  the  manometer,  we 
should  see  “Etiology  unknown — a manifes- 
tation of  general  arteriolar  spasm,  a slow- 
ly progressive  disease  entity  compatible 
with  a long  useful  life,  death  resulting 
more  frequently  from  the  sequelae  than 
from  the  disease  entity  itself.” 

Treatment  and  Management 

Then  with  this  picture  in  our  minds, 
treatment  will  fall  into  two  groups.  First 
the  management  of  the  disease  in  its  ear- 
ly phases  and  secondly  the  management 
of  the  later  phase  when  sequelae  have  de- 
veloped and  may  be  dominating  the  pic- 
ture. 

The  objective  in  the  management  of 
the  early  phase  of  this  problem  is  to  slow 
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down  the  progress  of  the  process  as  much 
as  possible.  This  consists  of  generalized 
inventory  of  the  patient’s  habits,  tempera- 
ment and  physical  fitness.  After  this  in- 
ventory and  evaluation,  the  patient 
should  be  advised  how  to  readjust  his 
life  and  habits  to  fit  his  problem. 

First  let  us  have  a definite  concept  as 
to  the  early  manifestations  of  this  entity 
and  begin  our  management  in  this  very 
early  period.  I am  sure  most  of  us  neglect 
this  early  phase  although  we  see  many  of 
these  patients  when  they  are  still  in  the 
reversible  phase. 

The  neurogenic  side  of  essential  hyper- 
tension has  been  almost  universally  ac- 
cepted as  a part  of  the  picture.  Then  we 
must  point  out  the  dangers  that  concur 
from  business  pressure  and  problems. 
That  a day  filled  to  overflowing  with 
tasks  that  must  be  done  will  finally  de- 
mand its  toll,  must  be  stressed,  that  a 
chaotic  home  environment  speeds  the  dis- 
ease on  its  way.  This  patient  must  be 
shown  how  easy  it  would  be  to  eliminate 
a great  deal  of  his  daily  tension,  by  mak- 
ing his  day’s  work  a bit  shorter,  sharing 
responsibility,  having  more  time  for  re- 
laxation and  that  the  reward  for  such 
changes  would  be  in  the  form  of  more 
years  of  useful  living. 

Complicating  Problems 

Obesity  is  a common  problem  to  be 
met.  The  excess  weight  and  the  excess 
food  require  more  physiological  effort 
than  is  necessary.  Again,  with  little  ef- 
fort the  patient  may  help  himself  to  a 
few  more  years  of  active  living. 

Irregular  eating  and  drinking  is  uni- 
versally a business  man’s  way  of  living. 
Usually  it  isn’t  so  much  what  they  eat  and 
drink  but  rather  when  and  under  what 
conditions. 

Functional  disorders  of  the  gastroin- 
testinal tract  may  need  correcting.  Proba- 
bly no  system  of  the  body  gets  more  abuse 
than  the  digestive  tract. 

The  use  of  tobacco  is  a mute  question. 
However  I believe  all  men  in  the  know 
on  this  subject  feel  that  tobacco  does  have 
some  effect  in  arteriolar  spasm.  I think 
one  certainly  would  be  justified  in  recom- 
mending moderation  in  the  use  of  tobac- 
co. 

Focal  infections  are  probably  only  in- 
directly contributing  to  the  problem.  But 
they  are  an  unnecessary  load. 


Treatmenl 

Rest  and  relaxation  come  in  for  great 
emphasis.  Adequate  and  regular  sleep 
every  night  is  important.  There  should 
be  a period  in  the  day  for  enjoyment,  a 
few  minutes  of  play  or  pursuing  some 
hobby.  One  could  probably  mention  oth- 
er general  factors  that  would  be  perti- 
nent. 

You  will  be  prone  to  say  the  program 
just  outlined  is  too  idealistic,  no  one  will 
try  to  follow  it.  I admit  that  it  will  not 
reach  100%  of  the  patients.  But  I also 
know  that  it  will  not  reach  any  of  them 
if  we  don’t  try  it.  I also  feel  that  if  we 
understand  our  problem  and  take  a little 
time  in  explaining  it  to  the  patient,  we 
will  become  very  much  more  effective  in 
our  handling  of  this  large  group  of  people 
that  we  see  every  day. 

Now  we  come  to  so-called  specific 
therapy.  There  is  no  such  thing  in  es- 
sential hypertension.  We  will  first  dis- 
cuss drug  therapy  very  briefly.  I per- 
sonally don’t  care  what  drug  you  use  if 
you  realize  that  drugs  are  of  little  value 
in  themselves. 

As  a placebo  they  may  be  helpful.  Two 
years  ago,  I had  the  privilege  of  attending 
a symposium  in  the  management  of  es- 
sential hypertension.  In  this  discussion 
proup  were  Doctors  Allen,  Barker,  Paige, 
Kempner,  and  several  other  students  of 
essential  hypertension.  Dr.  Allen  opened 
the  meeting  by  stating  that  he  would 
challenge  anyone  to  show  data  on  any 
drug  ever  used  that  had  any  beneficial 
effect  in  essential  hypertension.  He  went 
on  and  stated  that  he  could  take  a control 
group  and  administer  distilled  water  and 
get  the  same  results. 

Appropriate  Drugs 

Probably  one  of  the  more  popular 
drugs  is  the  thiocyanates.  I believe  they 
were  popularized  largely  by  Barker  at 
Northwestern.  This  group  of  drugs  is 
definitely  toxic  and  carries  with  its  use 
a mortality  rate.  Blood  levels  should  be 
used  as  a guide  in  usage.  In  the  same  pa- 
tient different  blood  levels  at  various 
times  are  necessary  to  accomplish  a 
lowering  of  the  pressure.  When  us- 
ed under  these  conditions  it  is  thought 
that  they  might  be  helpful  in  lower- 
ing the  pressure  in  about  60%  of  the 
patients.  I think  the  more  you  use  this 
group  of  drugs  the  less  you  like  them. 

Pages’  renal  extract  has  not  proved 
practical.  It  is  thought  now  that  any 
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b?neficial  results  that  he  may  have  got 
resulted  from  the  pyrogen  effect  rather 
than  any  specific  reaction. 

In  the  metabolism  of  amines,  oxygen 
is  necessary.  The  anoxia  theory  of  es- 
sential hypertension  led  to  an  investiga- 
tion of  this  problem.  Tyrosinase  was  then 
developed  with  the  idea  of  being  an  anti- 
pressor  substance  thus  neutralizing  the 
amine  pressor  substance.  I don’t  believe 
they  have  found  this  to  be  of  practical 
value. 

Diet 

Diets  of  various  sorts  and  types  have 
been  devised.  At  the  present  moment  the 
restriction  of  the  sodium  ion  seems  to  be 
the  most  popular.  However,  this  diet  is 
not  used  except  in  the  later  phases  of  hy- 
pertension when  there  is  considerable 
cardiac  and  kidney  damage. 

To  me  the  most  striking  results  of  all 
have  been  demonstrated  in  the  Rice  Diet 
of  Kempner.  Kempner  had  done  some 
work  on  cell  metabolism.  From  this 
work,  he  attempted  to  apply  his  knowl- 
edge to  the  kidney.  On  a theoretical  bas- 
is, he  designed  a high  carbohydrate,  low 
protein  and  low  fat  diet  with  a low  sodi- 
um ion  content.  Rice  was  used  because  it 
was  the  only  food  that  lent  itself  to  his 
theoretical  diet.  The  results  of  this  diet 
are  remarkable  in  about  50  to  70%  of 
cases. 

The  diet  itself  is  entirely  impractical 
and  few  patients  will  adhere  to  it.  How- 
ever when  a patient  reaches  the  end  stag- 
es with  congestive  failure,  renal  failure 
and  marked  diminution  of  vision,  he  is 


This  chart  demonstrates  the  fall  in  blood  and 
urine  urea  for  a patient  on  the  Kempner 
Regime.  The  blood  chlorides,  cholesterol,  pro- 
tein, and  AG  Ratio  are  maintained.  The 
blood  pressure  fell  from  a level  of  210/120 
to  a level  of  165/90. 


willing  to  do  almost  anything.  I feel 
there  is  a definite  place  to  use  this  diet. 
However  I think  you  must  accept  it  as 
Kempner  suggests  you  use  it.  I have  al- 
ways failed  in  achieving  success  when  at- 
tempting to  modify  it. 

Sympatheciomy 

Sympathectomy  has  a place  in  the  man- 
agement of  hypertension.  My  opinion  is 
that  it  has  reached  the  height  of  its  popu- 
larity. It  in  no  way  cures  or  arrests  the 
disease.  It  may  for  a time,  reduce  the  hy- 
pertension. There  are  certain  sequelae 
resulting  from  the  procedure.  Just  how 
much  it  adds  to  the  longevity  of  these  pa- 
tients I am  unable  to  state.  I think  the 
greatest  argument  in  its  favor  is  that  it 
affords  relief  from  undesirable  symptoms 
that  sometimes  attend  essential  hyper- 
tension. 

I will  not  discuss  the  management  of 
congestive  failure  as  a sequela  of  hyper- 
tension. I would  like  to  remind  you  to 
watch  out  for  it.  It  can  come  on  quite  in- 
sidiously. 

There  are,  no  doubt,  other  thoughts  in 
the  management  of  hypertension.  For 
myself,  I should  again  like  to  remind  you 
of  the  discussion  we  gave  on  the  manage- 
ment of  the  early  phase,  namely — the 
regulation  of  the  tension  of  life  at  home 
and  in  business;  adequate  sleep,  relaxa- 
tion by  participating  in  hobbies  and  short 
vacations,  proper  eating  habits,  and  the 
general  simplification  of  life. 

Summary 

The  systolic  and  diastolic  pressures  are 
the  result  of  1.  Cardiac  output  per  stroke 
volume.  2.  Peripheral  resistance.  3.  Blood 
volume.  4.  Blood  viscosity.  5.  Elasticity  of 
arterial  walls. 

The  nephron  functions  as  a result  of 
glomerular  filtration  and  selective  secre- 
tion and  absorption  by  the  tubules. 

Increased  systolic  and  diastolic  pres- 
sures is  a compensatory  mechanism  for 
the  maintenance  of  adequate  circulation 
when  one  or  more  factors  that  produce 
normal  pressures  become  impaired.  High 
blood  pressure  is  a symptom,  not  a dis- 
ease. 

Essential  hypertension  seems  to  result 
from  a widespread  arteriolar  spasm,  this 
spasm  being  particularly  potent  in  the 
arterioles  of  the  glomeruli.  The  changes 
in  the  glomerular  arterioles  produce  sig- 
nificant alterations  in  the  hemodynamics 
of  the  nephron. 
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Essential  hypertension  usually  extends 
over  a long  period  of  time  and  is  slowly 
progressive.  Death  results  from  cardiac 
damage  in  66%  of  cases,  cerebral  acci- 
dent in  14%,  and  renal  failure  in  8%. 

There  is  no  specific  treatment  for  es- 
sential hypertension.  Low  sodium,  low 
protein  diet  appears  to  be  of  real  value. 
Adequate  physical  and  mental  rest  must 
be  obtained.  Special  therapy  is  indicated 
in  selected  cases. 

Drawings  used  in  this  paper  are  not  copies,  but  rather 
illustratio/ns  which  we  patterned  to  suit  our  own  purposes. 
We  used  drawings  from  the  following  sources  as  guides: 

Seminar.  Sharp  & Dohme,  Volume  9,  No.  3,  August, 
1947. 

Seminar,  Sharp  & Dohme,  Volume  9,  No.  4,  November, 
1947. 

Watson,  C.  J.  Outlines  of  Internal  Medicine,  Part  III. 
William  C.  Brown  Company,  1947. 
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CARCINOMA  OF  THE  BILIARY  SYSTEM  AND  PANCREAS 

R.  L.  Sanders,  M.  D. 

MEMPHIS,  TENNESSEE 


In  presenting  a subject  so  extensive 
within  the  limited  space  of  a single  paper, 
one  can  only  touch  upon  a few  features. 
This  discussion  will  deal  with  the  inci- 
dence, the  salient  points  in  the  diagnosis 
and,  briefly,  the  treatment  of  malignan- 
cies of  the  liver,  gallbladder,  bile  ducts 
and  pancreas. 

Carcinoma  of  the  Liver 

Although  the  incidence  of  carcinoma  of 
the  liver  varies  in  different  parts  of  the 
world,  in  this  country  the  disease  consti- 
tutes approximately  2 per  cent  of  all 
carcinomas.  In  contrast,  the  liver  is  the 
site  of  metastatic  invasion  by  more  than 
one-third  of  the  malignancies  originating 
in  other  locations.  This  point  is  significant 
in  the  evaluation  of  clinical  evidence  of 
carcinoma  involving  the  liver. 

The  incidence  is  highest  among  persons 
between  the  ages  of  50  and  60  years, 
though  the  disease  is  observed  in  persons 
of  any  age,  even  the  very  young.  In  the 
latter,  it  is  believed  to  be  of  congenital 
origin.  Males  are  affected  more  often  than 
females,  the  estimated  ratio  being  6 males 
to  1 female. 

Symptoms  and  Diagnosis 

A sense  of  upper  abdominal  fullness, 
loss  of  appetite,  nausea  and  vomiting, 
weight  loss  and  weakness  are  the  earliest 
manifestations  of  carcinoma  of  the  liver. 
In  the  majority  of  cases,  however,  pain  in 
the  upper  right  abdomen  is  the  chief  com- 


plaint. The  pain  is  constant  and  may  be 
referred  to  the  back,  but  is  seldom  severe 
until  late  in  the  course  of  the  disease. 
Usually,  constipation  and,  less  often,  diar- 
rhea are  part  of  the  syndrome.  A mod- 
erate, but  fluctuating  elevation  of  tem- 
perature is  not  uncommon.  Bleeding, 
either  in  the  form  of  epistaxis,  hemateme- 
sis,  melena  or  purpura,  or  two  or  more  of 
these,  may  be  associated.  Hematemesis, 
combined  with  edema  of  the  lower  extre- 
mities and  an  enlargement  of  the  abdo- 
men toy  ascites  points  to  cirrhosis.  As  the 
growth  increases,  jaundice  and  pruritus 
enter  the  picture,  the  pain  becomes  more 
severe,  ascitic  fluid  accumulates  rapidly, 
and  the  patient  experiences  shortness  of 
breath  from  pressure  by  the  fluid.  A hun- 
ger sensation,  disturbed  vision  and  ner- 
vousness, incident  to  hypoglycemia,  are 
late  complications.  The  final  stages  of 
hepatic  dysfunction  are  marked  by  deli- 
rium, stupor  and  coma. 

If  the  growth  extends  upward,  which  is 
often  true,  the  liver  may  be  impalpable. 
In  other  cases,  palpation  will  elicit  an  en- 
larged, hard,  nodular  and  perhaps  im- 
movable liver.  The  spleen  also  may  be 
enlarged. 

As  a rule,  the  blood  count  reveals  some 
degree  of  anemia.  Serum  phosphatase 
tests  are  useful  for  demonstrating  the  ex- 
tent of  liver  dysfunction,  though  the  find- 
ings from  other  blood  studies,  including 
the  serum  bilirubin  estimation,  are  not 
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constant  or  definite.  Stool  tests  may  show 
occult  blood  and  large  quantities  of  fat,  or, 
in  the  presence  of  jaundice  the  stools 
will  be  pale. 

Roentgenograms  of  the  upper  abdomen 
usually  demonstrate  a mass  in  connection 
with  the  liver,  and  chest  roentgenograms 
will  often  show  the  mass  extending  up- 
ward. Studies  of  the  gastrointestinal  tract 
may  reveal  a displacement  of  the  stomach 
and  hepatic  flexure  of  the  colon.  The 
finding  of  esophageal  varices  and  an  en- 
larged spleen  also  point  to  hepatic  malig- 
nancy. As  a rule,  the  diagnosis  may  be 
confirmed  by  peritoneoscopy  and  biopsy 
of  the  liver. 

The  chief  point  in  the  differential  diag- 
nosis is  the  distinction  from  uncomplicat- 
ed cirrhosis.  The  latter  should  be  suspect- 
ed if  pain  and  ascites  are  lacking  and  if 
the  liver  is  shrunken  rather  than  enlarg- 
ed. Since  these  features  may  also  be  as- 
sociated with  carcinoma,  the  distinction 
may  be  impossible  without  biopsy. 

Treatment 

Surgical  excision  of  the  involved  por- 
tion of  the  liver  and  the  adjacent  glands, 
when  feasible,  is  the  only  treatment. 
From  my  own  observations,  however,  re- 
moval of  a primary  hepatic  malignancy 
is  seldom,  if  ever,  possible.  In  view  of  the 
relatively  rare  incidence  of  primary  car- 
cinoma in  this  organ,  a search  for  a dis- 
tant growth  is  usually  advisable. 

We  have  had  no  cases  wherein  re- 
moval of  a primary  malignancy  of 
the  liver  was  resected,  though  we 
have  had  a few  wherein  a portion 
of  the  liver  was  removed  because 
of  invasion  by  malignancy  in  a 
neighboring  organ.  One  of  these  is  note- 
worthy in  that  the  outcome  has  been  sur- 
prisingly favorable.  The  patient,  a man 
aged  49,  gave  a history  of  progressive 
weakness  over  a period  of  four  months.  A 
roentgenogram  made  elsewhere  had  re- 
vealed a carcinoma  of  the  distal  end  of 
the  stomach.  At  operation,  a large  carci- 
noma was  found  filling  the  pyloric  antrum 
and  pars  media,  and  extending  onto  the 
pancreas,  the  gallbladder,  and  the  liver 
in  the  region  of  the  suspensory  ligament. 
Since  no  masses  were  found  in  the  liver, 
a resection  was  performed,  despite  the  ap- 
parent hopelessness  of  the  condition.  Al- 
most the  entire  stomach,  the  adjacent 
glands,  the  gallbladder,  a small  portion  of 
the  pancreas  and  a considerable  segment 
of  the  liver  in  the  diseased  area  were  in- 


cluded in  the  resection.  It  has  been  eight 
years  since  the  operation;  the  patient  is 
still  apparently  well  and  is  active  in  his 
business  affairs. 

Carcinoma  of  the  Gallbladder 

From  reported  groups  of  cases,  the  gall- 
bladder ranks  fifth  as  the  site  of  abdomi- 
nal carcinoma.  Unlike  cancer  of  the  liver 
and  pancreas,  it  is  observed  more  often  in 
women,  the  ratio  being  probably  3 to  4 
females  to  one  male.  According  to  esti- 
mates, 8 to  10  per  cent  of  all  carcinomas 
in  women  originate  in  the  gallbladder. 
This  predilection  for  females  is  explain- 
ed by  the  fact  that  they  more  often  have 
benign  disease  of  the  gallbladder,  particu- 
larly with  stones.  The  incidence  of  gall- 
stones in  association  with  carcinoma  has 
been  variously  reported  as  from  36  to  100 
per  cent.  In  fairly  large  series  of  cases, 
the  average  is  between  85  to  100  per  cent. 
It  is  generally  accepted,  therefore,  that 
they  play  a major  role  in  the  causation  of 
the  lesion.  The  vast  majority  of  patients 
are  in  the  sixth  and  seventh  decades  of 
life. 

Symptoms  and  Diagnosis 

The  symptoms  do  not  differ  greatly 
from  those  of  carcinoma  of  the  liver.  Epi- 
gastric pain,  loss  of  appetite  and  weight, 
nausea  and  vomiting,  and  weakness  are 
the  most  prominent  features.  The  pain 
may  be  described  as  a constant  and  more 
or  less  severe  ache  or  burning  sensation 
in  the  right  upper  quadrant,  or  as  a 
cramping  or  colic,  with  or  without  radia- 
tion to  the  back.  Some  patients  also  com- 
plain of  digestive  disturbances  and  con- 
stipation or  diarrhea.  Chills  and  fever, 
jaundice,  pruritus,  clay  colored  stools, 
dark  urine  and  melena  generally  indicate 
an  advanced  lesion.  Although  these  mani- 
festations are  also  presented  by  carcino- 
ma of  the  liver,  ducts,  pancreas  and  other 
abdominal  organs,  if  the  patient  gives  a 
long  history  of  gallbladder  disease,  a point 
which  should  suggest  malignancy  is  that 
the  symptoms  have  become  definitely 
more  acute  within  recent  months  or 
weeks.  In  other  cases,  however,  the  symp- 
toms are  of  only  a few  weeks’  or  months’ 
duration,  having  been  fairly  pronounced 
from  the  beginning.  Or,  a small  number 
of  patients  report  having  had  acute  epi- 
gastric colic  several  years  previously,  and 
a recent  recurrence  of  symptoms  referable 
to  the  gallbladder. 

In  many  cases,  palpation  of  the  abdo- 
men will  reveal  the  presence  of  a mass  in 
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the  gallbladder  region.  Often,  the  liver 
edge  is  also  palpable,  especially  if  jaun- 
dice is  associated,  and  in  some  cases  me- 
tastatic nodules  may  be  detected  in  the 
liver.  Blood  studies  and  liver  function 
tests  are  helpful  but  not  conclusive.  Ane- 
mia is  seldom  pronounced.  Roentgeno- 
grams offer  no  significant  evidence  of  dis- 
ease beyond  that  of  gallstones  or  a dys- 
function of  the  gallbladder.  In  view  of 
these  indefinite  findings  and  the  indeter- 
minate symptomatic  evidence,  an  exact 
preoperative  diagnosis  is  rarely  made. 

Treatment 

Since  the  growth  tends  to  extend  onto 
the  ducts  and  liver  fairly  early,  even  a 
palliative  operation  is  often  impossible 
or  is  not  justified.  When  feasible,  of 
course,  removal  of  the  gallbladder  is  in- 
dicated. In  the  presence  of  obstruction  of 
the  common  duct,  if  a sufficient  portion 
of  the  gallbladder  is  uninvolved  in  the 
malignancy,  this  portion  may  be  united 
to  the  intestinal  tract.  Or,  if  the  duct  is  in- 
volved, but  at  a location  which  leaves  an 
adequate  hepatic  segment,  an  hepati- 
coduodenostomy  may  be  performed.  A- 
gain,  cholecystectomy  with  some  type  of 
reconstruction  of  the  bile  ducts  may  be 
one’s  only  recourse.  If  metastases  in  the 
liver  are  not  extensive  and  are  accessible, 
their  removal  may  add  materially  to  the 
patient’s  life. 

Carcinoma  of  the  Bile  Ducts 

Primary  malignancies  of  the  extrahe- 
patic  bile  ducts  are  more  rare  than  those 
of  the  gallbladder,  but  slightly  greater 
in  number  than  those  of  the  liver.  The  in- 
cidence has  been  estimated  as  approxi- 
mately 3 per  cent  of  all  malignancies.  The 
common  duct  seems  to  be  most  often  in- 
volved, the  incidence  decreasing  in  the 
hepatic  duct,  the  ampulla  and  the  cystic 
duct,  in  order.  The  disease  seems  to  pre- 
dominate in  males.  With  few  exceptions, 
the  patients  are  beyond  40  years  of  age. 

Symptoms  and  Diagnosis 

The  symptoms  and  signs,  which  are 
similar  to  those  of  carcinoma  of  the  liver 
and  gallbladder,  rapidly  become  pro- 
nounced; the  majority  of  the  patients  give 
a history  of  only  a few  months’  duration. 
Epigastric  fullness  and  distress,  a gradual 
loss  of  appetite,  nausea  and  vomiting, 
weight  loss,  weakness  and  constipation 
are  generally  the  initial  symptoms.  Jaun- 
dice, chills,  fever  and  pruritus,  accom- 
panied by  clay  stools  or  melena,  and  dark 
urine,  may  appear  soon  or  late.  Pain  of 


more  or  less  severity  is  not  uncommon, 
especially  in  the  advanced  stage  of  the  dis- 
ease. An  enlargement  of  the  abdomen  by 
ascites  may  also  develop  in  the  late  stage. 

In  many  of  these  cases,  the  gallbladder 
and  liver  are  enlarged  incident  to  duct 
obstruction.  Failure  to  palpate  a mass, 
however,  does  not  mean  that  no  tumor 
exists.  The  growth  itself  is  not  likely  to 
be  detected  by  palpation. 

Laboratory  studies  will  demonstrate 
the  icterus  index,  the  extent  of  liver  dam- 
age, the  presence  of  anemia  and  of  occult 
blood  in  the  stools.  Roentgenograms  may 
reveal  a nonfunctioning  gallbladder, 

stones,  if  present,  or  evidence  of  duct  ob- 
struction. The  displacement  of  adjacent 
organs  by  a mass,  together  with  the  symp- 
toms, should  suggest  the  nature  of  the  dis- 
ease, though  a distinction  from  a malig- 
nancy of  the  liver  or  gallbladder  or  a le- 
sion of  the  pancreas  may  be  impossible. 

Treatment 

When  feasible,  excision  of  the  growth 
and  adjacent  involved  tissues,  and  reunion 
of  the  two  ends  of  the  duct  is  the  proce- 
dure of  choice.  Failing  this,  anastomosis 
of  the  gallbladder  or  the  proximal  nortion 
of  the  duct  to  the  intestinal  tract  is  indi- 
cated. If  excision  of  the  tumor  is  not  pos- 
sible, a cholecystoenterostomy  may  be  per- 
formed as  a palliative  measure  when  the 
findings  permit. 

Carcinoma  of  the  Pancreas 

In  our  experience,  the  incidence  of  car- 
cinoma of  the  pancreas  has  been  approxi- 
mately three  times  that  of  malignancies 
of  the  liver,  gallbladder  and  ducts  com- 
bined. We  have  observed  the  disease  in 
twice  as  many  men  as  women.  The  dura- 
tion of  symptoms  varies  widely,  though 
the  large  majority  of  patients  have  symp- 
toms less  than  one  year. 

Symptoms  and  Diagnosis 

The  early  manifestations  do  not  differ, 
on  the  whole,  from  those  of  malignancies 
of  the  liver,  gallbladder  and  ducts,  i.e.,  a 
vague  epigastric  fullness  and  distress, 
nausea  and  vomiting,  and  loss  of  appe- 
tite, weight  and  strength.  A striking  fea- 
ture of  these  early  signs  is  their  con- 
stancy, as  distinguished  from  those  of 
common  duct  obstruction.  Also,  contrary 
to  our  usual  conception,  cancer  of  the 
pancreas  may  be  neither  painless  nor 
characterized  by  jaundice.  If  the  bile 
ducts  are  obstructed,  both  pain  and  jaun- 
dice are  prone  to  appear  fairly  early. 

In  some  cases,  pain  may  be  the  initial 
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symptom  of  a pancreatic  malignancy,  es- 
pecially if  situated  in  the  body  of  the  pan- 
creas. Some  patients  complain  of  a dull 
ache  in  the  epigastrium,  others  of  a deep, 
boring  pain  extending  to  the  back,  and 
still  others  of  a cramping  or  colicky  pain, 
suggesting  gallbladder  disease.  In  some, 
the  pain  extends  into  the  abdomen;  in 
others,  it  radiates  to  the  left.  Pain  in  the 
left  side  indicates,  usually,  a tumor  in  the 
tail  of  the  pancreas.  In  the  majority,  the 
pain  is  continuous. 

A lesion  in  the  head  of  the  pancreas  is 
often  accompanied  by  the  early  appear- 
ance of  jaundice  incident  to  obstruction 
of  the  common  duct.  In  such  cases,  both 
the  gallbladder  and  the  liver  may  be  en- 
larged. If  the  lesion  is  in  the  body  or  tail 
of  the  pancreas,  jaundice  may  not  appear 
until  quite  late  in  the  course  of  the  dis- 
ease. Once  begun,  it  increases  rapidly  and, 
like  pain,  is  constant  rather  than  intermit- 
tent. Chills  and  fever  are  conspicuously 
lacking. 

Laboratory  studies  are  of  little  assist- 
ance in  the  diagnosis.  The  roentgenogra- 
phic  demonstration  of  a displacement  of 
the  stomach  to  the  left  and  slightly  up- 
ward, with  a wide  arc  of  the  duodenum, 
suggests  a lesion  of  the  pancreas.  Roent- 
genograms may  also  serve  to  rule  out 
cholecystitis  with  stones  and  a stricture 
or  tumor  of  the  ducts.  Since  a coexistent 
cholecystitis  is  not  uncommon,  one  should 
not  overlook  the  possibility  of  a pancreatic 
malignancy  on  finding  a diseased  gall- 
bladder. The  distinction  from  a tumor  in 
the  ampullary  region  may  be  impossible 
by  roentgenograms  or  otherwise.  The 
most  important  differentiation  to  be  made 
is  that  from  acute  pancreatitis.  Serum 
lipase  tests  are  helpful,  though  here,  also, 
the  distinction  may  not  be  possible  until 
exploration  and,  in  some  cases,  not  even 
then. 

Treatment 

The  desirability  of  removing  a malig- 
nancy in  any  location,  when  this  is  tech- 
nically possible  and  consistent  with  a rea- 


sonable degree  of  safety  cannot  be  ques- 
tioned. The  mortality  of  pancreatic  resec- 
tion, however,  is  high,  even  in  the  hands 
of  the  most  experienced  surgeons.  At  pres- 
ent, moreover,  there  is  little  difference 
in  the  average  survival  period  following 
resection  of  the  pancreas  and  palliative 
operations  for  carcinoma.  The  postopera- 
tive complications  and  physiologic  effects 
of  pancreatic  resection  are  also  matters  of 
serious  concern.  Finally,  in  the  presence 
of  diffuse  lesions,  especially,  one  may  be 
unab’e  to  distinguish  with  certainty  be- 
tween cancer  and  pancreatitis.  In  such 
cases,  the  risk  of  resection  of  a benign  le- 
sion is  not  to  be  ignored. 

We  have  employed  cholecystojejunos- 
tomy  almost  exclusively  in  these  cases. 
The  procedure  is  preferable  to  cholecysto- 
gastrostomy  in  that,  by  the  latter,  the 
stomach  contents  are  likely  to  enter  the 
biliary  tract  and  give  rise  to  cholangitis. 
Moreover,  the  thin  wall  of  the  distended 
gallbladder  provides  a poor  structure  for 
anastomosis  with  the  thick  wall  of  the 
stomach  in  the  prepyloric  region.  In  ad- 
dition, if  the  anastomosis  is  made  near 
the  pyloric  outlet,  obstruction  may  fol- 
low, necessitating  a gastroenterostomy. 
Cholecystojejunostomy,  on  the  other 
hand,  is  not  only  simple  and  easily  exe- 
cuted, but  obviates  almost  entirely  the 
danger  of  leakage.  A choledochoduodenos- 
tomy  may  be  employed  in  those  cases 
wherein  the  gallbladder  is  so  diseased  as 
to  require  removal,  or  has  already  been 
removed. 

Our  experience  with  primary  malig- 
nancies of  the  biliary  tract  and  pancreas 
embraces  117  cases,  of  which  5 were  in 
the  liver,  8 in  the  ducts,  19  in  the  gall- 
bladder and  85  in  the  pancreas.  Of  those 
in  the  pancreas,  71  were  proved  by  ex- 
ploration, and  one  cancer  of  the  liver  was 
proved  by  autopsy,  leaving  102  which 
were  proved  by  exploration.  The  sex  in- 
cidence for  the  entire  117  is  shown  in 
Table  I. 


Table  I. 

Sex  Incidence  of  117  Patients  with  Carcinoma  of  the  Biliary  Tract  and  Pancreas 


Carcinoma  of  the  liver 

Males 

4 

Females 

1 

Carcinoma  of  the  ducts 

6 

2 

Carcinoma  of  the  gallbladder 

5 

14 

Carcinoma  of  the  pancreas 

58 

27 

Total 

73  (62%) 

44  (38 
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Of  the  19  patients  with  carcinoma  of 
the  gallbladder,  12,  or  62  per  cent,  were 
known  to  have  gallstones. 

A definite  diagnosis  preoperatively  was 
impossible  in  these  cases  with  the  excep- 
tion of  several  wherein  the  malignancy 
was  situated  in  the  pancreas. 

The  operations  performed  in  the  102 
cases  are  shown  in  Table  II. 


Table  II. 

Types  of  Operations  in  102  Cases  of  Carci- 
noma of  the  Biliary  Tract  and  Pancreas 


Location  of 

Operation 

Num- 

Carcinoma 

ber 

Liver 

(Exploration 

4 

Ducts 

(Exploration 

3 

(Resection 

1 

(Palliative 

4 

Gallbladder 

(Exploration 

10 

(Cholecystectomy 

9 

Pancreas 

(Exploration 

18 

(Palliative 

53 

With  the  exception  of  one  patient,  who 
is  still  living  but  is  rapidly  declining 
5-1/2  years  after  a palliative  operation  for 
carcinoma  of  the  duct,  and  another  who 
lived  8 years  following  exploration  alone 
for  carcinoma  of  the  body  and  tail  of  the 
pancreas,  none  of  these  patients  has  sur- 
vived more  than  2-1/2  years. 

Our  total  hospital  mortality  for  ex- 
ploration alone  during  the  past  ten  years 
has  been  20  per  cent.  Prior  to  ten  years 
ago,  our  hospital  mortality  for  palliative 
operations  on  the  pancreas  was  7.5  per 
cent;  over  the  past  ten  years  it  has  been 
5 per  cent.  Although  none  of  our  patients 
who  had  cholecystectomy  for  carcinoma 
of  the  gallbladder,  or  a resection  or  pal- 
liative operation  for  malignancy  of  the  bile 
ducts  had  died  in  the  hospital,  the  long- 
est survival  of  any  of  these  thus  far  has 
been  one  year  and  nine  months. 


Conclusions 

The  symptoms  of  malignancies  of  the 
biliary  system  and  pancreas  do  not  differ 
in  many  respects  from  those  of  disease  of 
other  digestive  organs,  though  their  pres- 
ence should  be  suspected  in  a patient  who 
complains  of  digestive  disturbances,  loss 
of  appetite,  nausea  and  vomiting,  weight 
loss,  weakness  and  upper  abdominal  pain 
of  any  type.  Jaundice,  a palpable  epigas- 
tric mass  and  an  enlarged  liver  are  par- 
ticularly significant  signs.  Symptoms  of 
recent  origin,  rapidly  increasing  in  sever- 
ity, or  a recent  exacerbation  of  a previous 
disturbance  are  also  noteworthy.  A differ- 
ential diagnosis  is  usually  impossible  pre- 
operatively, even  by  roentgenograms;  as 
a ruie,  however,  a surgical  lesion  of  one 
or  the  other  of  these  organs  should  be 
recognized. 

In  view  of  the  location,  carcinomas  of 
the  gallbladder  are  often  amenable  to  re- 
section. The  answer  to  the  problem  of  this 
disease,  however,  seems  to  lie  chiefly  in 
the  prompt  removal  of  any  gallbladder 
which  contains  stones. 

In  our  experience,  carcinomas  of  the 
liver,  ducts  and  pancreas  are  seldom  re- 
movable. For  those  of  the  ducts  and  pan- 
creas, even  a palliative  operation  is  fre- 
quently out  of  the  question.  If  feasible, 
however,  a short  circuiting  procedure 
should  give  these  patients  relief  for  a 
time.  An  essential  of  any  anastomosis  is 
the  creation  of  a large  stoma,  to  promote 
free  drainage  of  bile  and  afford  protec- 
tion against  ascending  infection. 

Since  surgical  procedures  on  any  of 
these  organs  are  of  the  first  magnitude, 
extensive  supportive  therapy  is  indicated. 

The  postoperative  survival,  even  fol- 
lowing resection,  is,  on  the  whole,  not 
more  than  two  years. 


Little  can  be  accomplished  in  preventive 

medical  service  without  the  intelligent  coop- 
eration of  the  family.  The  physician  render- 
ing such  service  is  therefore  primarily  a health 
educator.  Although  health  education  in  the 
mass  has  been  adopted  by  schools,  health  de- 
partments and  industries,  individual  and  fami- 
ly instruction  is  the  most  effective  approach. 
Every  health  examination  from  the  prenatal 
period  to  old  age  should  be  a session  in  health 


education,  with  simple  explanation  of  the  rea- 
sons for  various  tests,  favorable  comment  on 
normal  findings  and  instruction  on  how  devi- 
ations from  the  normal  can  be  overcome  or 
held  in  check.  Such  procedures  are  paramount 
in  winning  the  confidence  of  the  individual 
and  family  in  the  skill  and  personal  interest  of 
the  physician.  Henry  E.  Meleney,  M.  D.,  The 
Milbank  Mem.  Fund  Quart.,  July,  1949. 
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KENTUCKY  BLUE  CROSS  - BLUE  SHIELD  PLANS 
WIN  NATIONAL  AWARD 


The  Kentucky  Blue  Cross  Hospital 
Plan,  Inc.,  and  Kentucky  Physician’s  Mu- 
tual, Inc.,  (Blue  Shield)  recently  won 
national  recognition  at  the  annual  Blue 
Cross-Blue  Shield  Public  Relations  Con- 
ference for  their  program  on  long  range 
Community  Planning  in  Kentucky. 

A special  merit  award,  in  the  form  of 
a bronze  trophy,  was  presented  to  Miss 
Doris  E.  Kirkpatrick,  Public  Service  Di- 
rector for  the  Plans.  The  special  award 
was  the  first  of  its  kind  ever  to  be  pre- 
sented by  the  Blue  Cross-Blue  Shield 
Commissions. 

The  program  presented  by  the  Kentuc- 
ky Plans  pointed  out  the  important  role 
that  Blue  Cross  and  Blue  Shield  are  play- 
ing in  rural  Kentucky  communities. 


One  complete  section  was  devoted  to 
the  work  that  Blue  Cross  is  doing  in  com- 
munities where  new  hospitals  are  being 
built  under  the  Hill-Burton  Hospital 
Construction  Act.  In  these  areas  the  Ken- 
tucky Blue  Cross  Plan  is  offering  its  as- 
sistance in  organizing  the  community 
through  educational  programs  which  are 
aimed  to  teach  the  people  to  sponsor  their 
hospital  on  a long  range  basis  by  budget- 
ing for  their  individual  care  with  volun- 
tary Health  Plans. 

Another  section  presented  the  Blue 
Cross-Blue  Shield  approach  to  the  prob- 
lem of  enrolling  farm  families.  On  a State- 
wide basis,  the  Plans  have  been  working 
with  Kentucky  Farm  Bureau  to  inaugu- 
rate a year  round  educational  program 
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for  its  members.  Locally,  Blue  Cross  and 
Blue  Shield  have  experimented  in  several 
areas  on  programs  to  reach  tenant  farm- 
er population. 

The  program,  further,  illustrated  the 
importance  of  professional  sponsorship. 
Communities  were  used  where  no  hospi- 
tal and  physician  sponsorship  was  active, 
where  one  of  the  two  were  active,  and 
where  both  were  active  in  the  enrollment. 
Enrollments  that  were  successful  in  reach- 
ing a majority  of  the  community,  partic- 
ularly the  lower  income  classes,  were  the 
enrollments  in  which  hospitals  and  doc- 
tors, together,  actively  sponsored  the  pro- 
grams. 

All  over  the  country,  Blue  Cross  and 
Blue  Shield  are  proving  that  when  hos- 
pitals, doctors,  and  communities,  working 


together,  find  a way  to  protect  their  peo- 
ple against  the  cost  of  unexpected  illness, 
they  are  able  to  stabilize  their  incomes, 
lower  community  taxes,  and  keep  modern 
medical  and  hospital  facilities  in  rural 
areas. 

Judges  of  the  programs  presented  at 
the  annual  conference  were:  Robert 

Aitchison,  Editor,  Industrial  Marketing : 
George  A.  Brandenburg,  Chicago  Editor, 
Editor  and  Publisher:  A,  K.  Buckolz,  Chi- 
cago Journal  of  Commerce. 

The  Journal  congratulates  Mr.  D.  Lane 
Tynes,  Executive  Director  of  the  Plans, 
Miss  Kirkpatrick,  and  Mr.  Ed  McConnell, 
Sales  Manager,  for  their  excellent  work  in 
the  field  of  long  range  community  plan- 
ning. 


■o 


CONTRASTS  IN  PUBLIC  RELATIONS  PROGRAMS 


There  are  two  basically  different  con- 
cepts upon  which  public  relations  pro- 
grams are  built. 

One,  which  is  held  by  some  public  re- 
lations counsels,  is  to  bring  the  public, 
your  customers,  to  accept  your  viewpoint. 
This  view  presupposes  that  existing  ill 
will  has  been  caused  by  the  failure  of  the 
public  to  accept  the  actions  of  the  organi- 
zation, although  the  actions  of  the  organi- 
zation are  right  and  necessary  from  the 
viewpoint  of  the  organization. 

A public  relations  program  constructed 
on  this  concept  would  take  the  form  of  a 
campaign  to  educate  the  public.  It  would 
show  the  people  that  there  is  nothing 
really  wrong  with  the  organization.  All 
that  is  needed  is  sympathetic  understand- 
ing on  the  part  of  the  public. 

The  second  group  of  experts  take  the 
stand  that  “the  customer  is  always  right,” 
and  that  the  services  of  the  organization 
must  be  improved  to  make  them  accept- 
able to  the  public.  They  maximize  “Su- 
perb Service  at  the  Point  of  Sale.” 

We  suppose  that  in  reality  most  public 
relations  programs  contain  elements  of 
both  theories.  We  think  they  should  if 
best  results  are  to  be  achieved. 

As  we  think  in  terms  of  a public  rela- 
tions program  for  the  medical  profession, 
we  conceive  such  a bi-phasic  effort  to  be 
absolutely  necessary. 

Before  good  will  can  be  established,  ill 
will  must  be  neutralized.  A frank,  honest 


and  critical  appraisal  must  be  made  of  ex- 
isting conditions  and  goals  must  be  estab- 
lished. One’s  own  faults  must  be  recog- 
nized. Only  then  can  a sensible  campaign 
be  waged. 

Studies  throughout  the  nation  indicate 
that  most  gripes  against  medical  care  fall 
into  a very  few  classifications.  Real,  or 
imagined,  overcharging  is  a principal  one. 
Inability  to  get  a doctor  at  night,  on  week- 
end and  holidays  is  another.  Having  to 
wait  in  the  doctor’s  office  for  hours  and 
sometimes  for  days  in  order  to  see  the 
doctor  irks  many. 

Some  medical  societies  have  attempted, 
in  conformity  with  the  first  theory,  to 
show  their  patients  that  they  are  doing 
the  best  they  can  under  the  circumstances. 
That  these  unfortunate  conditions  are 
necessary  and  unavoidable  and  “please  be 
‘patient  patients’  ”. 

Other  societies  have  established  griev- 
ance or  “gripe  committees”  and  have  put 
the  heat  on  physicians  who  are  guilty  of 
gross  overcharging.  They  have  also  es- 
tablished call  bureaus  so  that  some  doc- 
tors are  on  call  and  are  available  at  all 
times.  They  have  encouraged  doctors  to 
maintain  appointment  schedules  and  to 
see  patients  as  nearly  as  possible  at  the 
appointed  hour. 

The  socializers  seize  upon  the  dissatis- 
factions and  ill  will  of  the  people  toward 
the  medical  profession  with  Machiavel- 
lian glee  and  use  them  as  opportunities 
to  sell  socialized  medicine. 
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People  satisfied  with  the  status  quo  are 
not  interested  in  change.  Dissatisfied  per- 
sons are  easily  convinced  that  “anything 
is  better  than  this.” 

Americans  who  are  satisfied  with  De- 
mocracy are  not  interested  in  Socialism 
or  Communism.  It  is  up  to  us  to  make 
democracy  work.  When  the  democratic 


process  begins  to  weaken  in  some  place, 
it  must  be  bolstered  and  made  to  meet 
the  needs  of  the  people. 

The  strength  of  Democracy  lies  in  its 
flexibility  and  in  the  opportunity  that  it 
affords  to  apply  individual  and  organized 
initiative  to  solve  the  problems  of  the  peo- 
ple and  of  government. 


NOTHING  NEW  UNDER  THE  SUN— EVEN  SPECIALIZATION 


Solomon  from  the  depth  of  his  wisdom 
wrote,  “Is  there  any  thing  whereof  it  may 
he  said,  See,  this  is  new?  it  hath  been  al- 
ready of  old  time,  which  was  before  us.” 
( Ecclesiastes , 1:10). 

This  has  always  been  a challenging 
statement  to  us,  and  one  which  as  a child 
stimulated  us  to  try  to  find  some  new 
thing  which  we  thought  surely  existed 
somewhere.  We  would  gladly  have  set- 
tled for  one  original  thought.  The  trouble 
was,  when  we  had  thought  some  thought 
that  appeared  shiny  new  to  us,  we  could 
never  be  exactly  sure  that  some  patriarch 
of  old  hadn’t  beat  us  to  it. 

And  so  it  went.  Finally,  in  adulthood, 
when  we  beheld  the  medical  profession 
in  all  of  its  specialization  we  decided  that 
we  had  succeeded  in  out-witting  Solomon. 
We  saw  a profession  once  devoted  to  the 
whole  man  gradually  segment  itself.  We 
saw  physicians  dedicate  themselves 
wholly  to  this  organ  or  to  that,  or  perhaps 
to  a single  pathological  process.  Devotees 
of  one  part  of  the  body  could  not  easily  be 


interested  in  the  ills  to  which  other  flesh 
is  heir. 

“Lo!”,  said  we,  “This  is  a new  thing.  It 
has  never  been  thus  before.”  Having  prov- 
ed to  our  satisfaction  that  we  had  had  the 
best  of  the  old  wise  man,  peace  came  to 
us. 

But  not  for  long. 

Last  week,  while  browsing  through 
Herodotus’  account  of  his  travels  through 
Egypt  during  the  fifth  century,  B.  C.,  we 
were  horror-struck  to  read  the  following 
statement:  “The  art  of  medicine  among 
them  is  distributed  thus: — each  physician 
is  a physician  of  one  disease  and  of  no 
more;  and  the  whole  country  is  full  of 
physicians,  for  some  profess  themselves 
to  be  physicians  of  the  eyes,  others  of  the 
head,  others  of  the  teeth,  others  of  the  af- 
fections of  the  stomach,  and  others  of  the 
more  obscure  ailments 

We  admit  defeat  and  join  Solomon  in 
moaning,  “All  is  vanity  and  vexation  of 
spirit.” 


EDITORIAL  COMMENTS 


Dr.  Austin  Smith,  Editor  of  the  Journal 
of  the  American  Medical  Association,  is 
now  one-up  on  most  of  the  editors  of 
medical  journals.  We  suppose  that  all  of 
them,  after  going  through  the  throes  of 
getting  out  an  issue,  pause  to  wonder  just 
how  many  copies  are  actually  read. 

Dr.  Smith  knows.  A recently  completed 
survey,  based  on  1,037  personal  interviews 
representing  a cross-section  of  the  profes- 
sion, revealed  that  77%  of  all  practicing 
physicians  and  94%  of  those  whose  spec- 
ialty or  special  interest  is  in  Internal 
Medicine,  read  the  A.M.A.  Journal  regu- 
larly. It  was  also  learned  that  75%  read 
it  within  a week  after  it  is  received;  that 


50%  keep  their  copies  for  at  least  six 
months;  and  68%  read  it  at  home. 

We  envy  Dr.  Smith’s  readership  study. 
We  would  like  to  know  if  our  Journal  is 
being  read  and  if  not,  what  we  can  do  to 
increase  reader  interest.  Comments  of  the 
members  concerning  the  Journal  are  al- 
ways appreciated. 

Don’t  forget  that  doctors  are  faced  with 
the  paradoxical  situation  of  either  enter- 
ing politics  or  seeing  politics  enter  medi- 
cine. Don’t  fail  to  vote.  Don’t  underesti- 
mate your  opponents — the  socializers. 

Don’t  neglect  knowing  for  certain  that 
your  representative  for  whom  you  vote 
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can  truly  represent  you  and  your  think- 
ing in  the  Halls  of  Congress.  Don’t  forget 
that  no  other  professional  man  in  Ameri- 
ca— no  businessman,  no  [butcher,  no  plumb- 
er, no  baker,  no  clergyman,  no  grocer,  so 
far  as  we  know — has  to  date  been  nomi- 
nated to  share  with  the  doctor  the  dubious 
distinction  of  having  his  income  paid  by 
Government  and  his  product  or  service 
made  “free”  to  all  comers. 

Don’t  value  this  “distinction”  too  highly. 
If  this  “honor”  comes  to  the  medical  pro- 
fession, it  will  extend  through  our  Ameri- 
can way  of  life.  Don’t  let  your  distaste  for 
politics  deter  you.  By  entering  politics  we 
merely  mean  that  you  should  exercise 
your  franchise  as  an  individual  citizen  to 
register,  to  vote,  and  to  help  influence  the 
political  direction  of  your  country. 


Evidently,  Texans  want  no  part  of  so- 
cialized medicine. 

Congressman  Ben  Guill  sent  out  at  his 
own  expense  a questionnaire  to  42,000 
voters  in  his  Texas  Panhandle  district 
which  included  13  questions  on  basic 
national  and  international  issues,  includ- 
ing socialized  medicine.  A tabulation  was 
made  of  the  first  4,000  questionnaires  re- 
turned, in  answer  to  the  question,  “Do  you 
favor  the  proposed  national  health  insur- 
ance law  which  would  provide  medical 
and  hospital  care  for  everyone  (also  known 
as  socialized  medicine)  at  a cost  of  an  es- 
timated six  billion  dollars  in  new  taxes?” 

167  answered  “Yes”;  3,623,  “No”;  115 

held  “No  opinion.” 

.an- 

The  American  Pharmaceutical  Associa- 
tion has  petitioned  Federal  Security 
Agency  Administrator,  Oscar  R.  Ewing, 
for  a formal  hearing  and  a written  regu- 
lation or  directive  outlining  the  conditions 
upon  which  physicians  prescriptions  may 
not  be  refilled. 

The  action  follows  an  address  before 
the  National  Association  of  Retail  Drug- 
gists, in  which  Commissioner  Paul  B. 
Dunbar  allegedly  insisted  that  no  prescrip- 
tion should  be  refilled  except  by  written 
order  of  the  prescribing  physician.  This  in- 
terpretation of  the  law  was  reiterated  by 
Mr.  Edgar  A.  Reed,  of  F.D.A.,  in  an  article 
entitled  “Refilled  Prescription  Cases,” 


stating  his  view  that  a prescription  is  a 
single  order  and  should  not  be  refilled. 

In  the  plea  for  the  hearing,  the  phar- 
macists have  taken  the  stand  that  these 
opinions  are  contrary  to  law  when  armlied 
to  ordinary  prescriptions  not  containing 
proscribed  drugs. 

We  hope  the  hearing  will  result  in  clari- 
fication of  prescription  refilling  to  the 
satisfaction  of  physicians,  as  well  as  to 
pharmacists. 


In  the  August,  1950  issue  of  Nursing 
World,  Ida  Teitelbaum,  Ph.  D.,  dascribes 
a method  of  communication  whereby 
stroke  victims  and  other  aphasic  persons 
can  make  their  basic  wishes  known  by  the 
use  of  20  simple  hand-signs,  using  only 
one  hand. 

The  system  was  devised  by  Dr.  Hamil- 
ton Cameron  of  New  York  City  during  a 
period  of  aphasia  due  to  coronary  throm- 
bosis followed  by  cerebral  embolism  and 
consequent  right  hemiplegia.  Only  after 
two  and  one-half  years  was  he  able  to 
speak  and  instruct  an  artist  in  drawing 
the  signals. 

Dr.  Cameron  will  be  glad  to  send  a 
“Hand  Talking  Chart”  to  any  physician. 
Address  your  request  to  him  at  601  West 
110th  St.,  New  York  25,  N.  Y. 


The  Diabetes  Detection  Committee  of 
the  American  Diabetes  Association  has 
announced  that  National  Diabetes  Week 
is  scheduled  for  November  12-18. 

This  is  a program  of  the  medical  pro- 
fession, supported  and  approved  by  the 
American  Medical  Association.  It  is  aimed 
at  bringing  to  light  the  estimated  one 
million  plus  hidden  diabetes  in  the  United 
States. 

Last  year’s  campaign  found  approxi- 
mately 7,500  cases  of  unknown  diabetes, 
which  is  a remarkable  record  for  a new 
program.  Since  the  American  Medical  As- 
sociation has  approved  self  testing,  the  re- 
sults of  this  year’s  drive  is  expected  to  be 
even  more  rewarding. 

All  physicians  are  urged  to  cooperate 
with  this  campaign  in  order  that  hidden 
diabetes  may  be  found  and  treated. 


492 


The  Journal  of  the  Kentucky  State  Medical  Association  [Oct.,  1950 


ORGANIZATION  SECTION 


"Grass  Roots"  Organization  Urged  For 
Civilian  Defense 

The  Third  Regional  Meeting  of  the  Council 
on  National  Emergency  Medical  Service  of  the 
A.M.A.  was  held  at  the  Sheraton  Hotel  in  Chi- 
cago, September  10,  1950. 

More  than  60  representatives  of  12  states, 
the  Council,  the  three  departments  of  the  De- 
fense Department,  Selective  Service,  U.  S. 
Public  Health  Service,  American  Red  Cross, 
American  Dental  Association,  American  Hos- 
pital Association  and  the  American  Veterinarian 
Association,  were  present  in  a well  attended 
all  day  meeting. 

James  C.  Sargent,  M.  D.,  Chairman  of  the 
Council,  presided  over  the  session.  Elmer  L. 
Henderson,  M.  D.,  Louisville,  A.M.A.  President, 
was  introduced  and  spoke  briefly  on  the  im- 
portance of  the  work  of  the  Council. 

Dr.  Sargent  indicated  that  the  meeting 
would  cover  two  subjects:  The  civilian  defense 
program  and  procurement  of  physicians  for  the 
Armed  Forces.  Each  state  represented  was  ask- 
ed to  report  on  the  progress  the  civilian  de- 
fense effort  was  making  in  their  state. 

Among  the  more  significant  points  made  at 
the  morning  session  were: 

1.  The  necessity  of  securing  more  interest 
and  participation  on  the  part  of  the  lay  public 
in  civilian  defense.  It  w.as  brought  out  many 
times  that  if  this  country  was  involved  in  an- 
other war,  with  the  hazards  of  atomic  and  bac- 
teriological warfare,  well  planned,  well  or- 
ganized grass  roots  units  of  civilian  defense 
was  most  essential. 

2.  That  very  few  of  the  states  represented 
had  any  enabling  legislation  on  the  statutes, 
and  the  state  medical  associations  were  urged 
to  sponsor  and  fight  for  such  legislation. 

3.  The  acute  need  was  described  for  local 
county  medical  society  organization.  It  was 
pointed  out,  for  instance,  that  one  well  placed 
atomic  bomb  in  Chicago  would  render  useless 
70  per  cent  of  Chicago’s  hospital  services.  In 
other  words,  well  placed  atomic  hits  in  the 
“target  area”  would  so  cripple  the  civilian  de- 
fense efforts  in  the  area  that  it  would  be 
necessary  to  depend  upon  the  outlying  rural 
area  for  assistance. 

To  illustrate  further,  we  who  lived  in  Louis- 
ville during  the  1937  flood  disaster,  recall  the 
splendid  and  unselfish  cooperation  and  as- 
sistance rendered  the  Louisville  flood  refugees 
at  that  time.  Should  atomic  bombs  strike  Louis- 


ville, the  extent  of  the  emergency  needs  would 
be  greatly  multiplied  as  compared  to  the  flood 
disaster. 

4.  The  necessity  for  well  organized  medical 
teams  in  civilian  atomic  warfare  was  empha- 
sized when  it  was  pointed  out  that  80  per  cent 
of  the  casualties  at  Hiroshima  and  Nagasaki 
involved  burns  and  fractures. 

5.  That  state  and  local  governments  were 
looking  more  and  more  to  the  medical  profes- 
sion for  assistance  and  guidance. 

The  afternoon  session  was  given  over  to  ex- 
planations and  discussions  of  the  new  draft 
law  signed  by  the  President  on  September  9. 
Top  level  officers  from  the  Army,  Navy  and 
Air  Force  Departments  of  the  Department  of 
Defense  and  Selective  Service  spoke  and  ans- 
wered many  questions  from  the  floor. 

The  twelve  states  represented  were:  Illinois, 
Indiana,  Iowa,  Kansas,  Kentucky,  Michigan, 
Minnesota,  Missouri,  Ohio,  Tennessee,  West 
Virginia,  Wisconsin. 


Meet  The  Exhibitors  Who  Helped  Pay 
For  The  1950  Meeting 

We  want  to  take  this  opportunity  to  sincere- 
ly thank  our  55  technical  exhibitors  who  con- 
tracted for  space  at  our  1950  Annual  Meeting 
and  to  tell  those  of  you  who  were  not  able  to 
attend  the  Meeting  who  they  were. 

In  addition  to  the  payment  of  a minimum 
of  $125.00  for  booth  rent,  there  is  no  way  of 
estimating  the  value  of  the  contribution  these 
exhibitors  made  in  practical  knowledge  dis- 
pensed to  .attending  members.  Their  patronage 
is  most  appreciated. 

The  technical  exhibitors  at  the  meeting  were: 
Abbott  Laboratories 
A.  S.  Aloe  Company 

American  Hospital  Supply  Corporation 
American  Physical  Therapy  Assn. — Ky.  Chapter 
Ames  Company,  Inc. 

Ayerst,  McKenna  and  Harrison,  Ltd. 

Blue  Cross-Blue  Shield 

The  Borden  Company 

Brown  and  Williamson  Tobacco  Corp. 

Burroughs  Wellcome  & Company,  Inc. 

Camel  Cigarettes 
Campbell  Associates 
Central  Dairy  Council  of  Louisville 
Ciba  Pharmaceutical  Products,  Inc. 

The  Coca-Cola  Company 
The  Dick  X-Ray  Company 
Doak’s  Surgical  Supplies 
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Doho  Chemical  Corp. 

C.  B.  Fleet  Company,  Inc. 

W.  D.  Gatchel  and  Sons,  Inc. 

General  Electric  X-Ray  Corporation 
John  Hancock  Mutual  Life  Insurance  Co. 

Kay  Surgical,  Inc. 

Lederle  Laboratories  Division  of  Am.  Cyana- 
mid  Co. 

Eli  Lilly  and  Company 
J.  B.  Lippincott  Company 
Louisville  Surgical  Supply  Company 
M & R Dietetic  Laboratories,  Inc. 

J.  A.  Majors  Company 
Mead  Johnson  and  Company 
Medical  Protective  Company 
The  Wm.  S.  Merrell  Company 
The  C.  V.  Mosby  Company 
National  Drug  Company 
Ortho  Pharmaceutical  Corp. 

Parke,  Davis  and  Company 
Philip  Morris  and  Co.,  Ltd.,  Inc. 

Picker  X-Ray  Corp. 

Sandoz  Pharmaceuticals,  Inc. 

Schering  Corporation 
G.  D.  Searle  and  Company 
Sharp  and  Dohme,  Inc. 

Smith,  Kline  & French  Laboratories 
Southern  Optical  Company 
E.  R.  Squibb  and  Sons 
Theodore  Tafel 

Templar-Thelan  X-Ray  Company 
Testagar  and  Company,  Inc. 

U.  S.  Vitamin  Corp. 

The  Upjohn  Company 
Vanpelt  and  Brown,  Inc. 

Varick  Pharmacal  Company,  Inc. 
Winthrop-Stearns,  Inc. 

The  Max  Wocher  & Son  Co. 

Wyeth,  Inc. 


Advertising  Campaign  to  Use  Radio, 
Newspapers  and  Magazines 

Dramatizing  the  theme  “The  Voluntary  Way 
is  the  American  Way,”  the  American  Medical 
Association  initiates  its  national  advertising 
campaign,  starting  the  week  of  October  8, 
1950,  by  purchasing  advertising  space  in  10,333 
newspapers,  30  national  magazines  and  by 
buying  time  on  300  radio  stations. 

This  campaign,  which  will  cost  $1,100,000, 
and  which  is  designed  to  reach  every  Ameri- 
can citizen,  is  a crusade  in  behalf  of  the  Ameri- 
can system  of  free  enterprise.  The  campaign  is 
being  written  and  directed  by  the  firm  of 
Whitaker  and  Baxter,  A.M.A.  public  relations 
firm. 

The  advertisements  in  the  newspapers  will 
be  five  column  by  14  inches.  The  magazines 
will  carry  full  page  advertisements.  The  radio 


phase  of  the  campaign  will  utilize  “spot  an- 
nouncements.” 

Since  it  is  generally  believed  that  if  the  “so- 
cial planners”  are  successful  in  socializing 
medicine  they  will  move  on  other  professions 
and  industry,  the  A.M.A.  feels  it  is  spearhead- 
ing the  fight  to  preserve  the  American  way  of 
life.  It  is,  therefore,  expected  that  many  firms 
and  organizations  will  join  hands  with  the 
A.M.A.  in  the  fight  and  purchase  space  in  what 
is  known  as  “tie-in”  advertising  during  the 
campaign. 

-es»- 

K.  S.  M.  A.  to  Sponsor  County  Society 
Officers  Conference 

For  the  first  time  in  its  history  the  Associa- 
tion will  sponsor  an  annual  county  society  of- 
ficers conference,  which  will  be  held  in  Louis- 
ville, Thursday,  February  11,  1951. 

These  conferences  are  held  annually  by  many 
progressive  sister  associations  and  are  de- 
scribed as  one  of  the  most  worthy  and  pro- 
ductive activities  of  the  year. 

This  meeting  will  be  held  soon  after  the  w 
county  society  officers  take  over,  and  the  new 
officers  will  find  the  day-long  session  most 
profitable. 

Plans  have  not  been  completed  at  this  writ- 
ing, but  it  can  be  stated  that  we  already  have 
two  nationally  known  men  who  will  be  on  our 
program.  In  addition,  we  have  two  other  men 
also  from  other  states  who  are  authorities  in 
their  fields,  who  have  agreed  to  work  with  us. 

The  Journal  will  keep  you  informed  of  the 
developments  in  this  new  and  highly  im- 
portant venture. 


Dr.  Randall  Voted  "Dentist  of  the 
Half  Century"  by  A.  D.  A. 

The  Journal  takes  pleasure  in  saluting  Wil- 
liam Marcus  Randall,  D.D.S.,  Louisville,  who 
was  voted  the  honor  of  being  the  “Dentist  of 
the  Half  Century”  from  Kentucky,  by  the 
American  Dental  Association. 

Dr.  Randall  graduated  with  honors  from  the 
Dental  Department  of  the  Hospital  College  of 
Medicine  in  Louisville  in  1900,  joined  the  fac- 
ulty the  same  year,  and  has  taught  in  dental 
school  ever  since. 

In  1914,  Dr.  Randall  was  elected  President 
of  the  Kentucky  State  Dental  Association.  In 
1949,  the  same  Association  dedicated  its  an- 
nual meeting  to  him.  All  through  his  career, 
Dr.  Randall  has  been  a strong  supporter  of  or- 
ganized dentistry. 

Dr.  Randall  is  a nationally  known  figure  in 
the  specialty  of  prosthetics,  and  enjoys  much 
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success  as  an  author  and  lecturer. 

He  graduated  from  Aurora  (Indiana)  High 
School.  Two  of  his  classmates  were  Edwin  C. 
Hill,  radio-network  news  commentator,  and 
Willis  Gatch,  M.  D.,  recent  Dean  of  the  Indiana 
University  School  of  Medicine. 


Post  Graduate  Association  to  Meet 

The  Interstate  Postgraduate  Medical  Asso- 
ciation of  North  America  will  hold  the  Inter- 
nation  Medical  Assembly  at  the  Stevens  Hotel 
in  Chicago,  November  6,  7,  8,  and  9,  1950,  ac- 
cording to  an  announcement  by  the  president, 
Waltman  Walters,  M.  D.,  of  Rochester,  Minne- 
sota. 


Chest  Physicians  Meet  at  New  York 

The  American  College  of  Chest  Physicians 
has  announced  a Postgraduate  Course  in  Dis- 
eases of  the  Chest,  November  13  through  No- 
vember 18  at  the  Hotel  New  Yorker,  New  York 
City.  The  course  is  sponsored  by  the  Council 
on  Postgraduate  Medical  Education  and  the 
New  York  State  Chapter. 


New  Members  in  August 

We  are  glad  to  welcome  the  following  to 
K.S.M.A.  membership  in  August: 
Campbell-Kenton — William  T.  McElhinney,  M. 
D.,  Covington. 

Fayette — W.  K.  Massie,  M.  D.,  Lexington 
Floyd — Hugh  L.  Ray,  M.  D.,  Catlettsburg. 
Jefferson — James  W.  Davis,  M.  D.,  Louisville, 
Fred  E.  Knight,  M.  D.,  Louisville,  Guy  C. 
Cunningham,  M.  D.,  Louisville,  (Associate 
Member). 

Warren-Edmonson — Henry  S.  Harris,  M.  D., 
Bowling  Green. 


State  Nurses  Invite  K.  S.  M.  A.  Members 
to  Annual  Meeting 

Hugh  L.  Houston,  M.  D.,  Murray,  President 
of  the  Association  (at  this  writing)  received  the 
following  letter  dated  September  12,  1950,  from 
Cynthia  J.  Neel,  R.  N.,  Executive  Secretary  of 
the  Kentucky  State  Association  of  Registered 
Nurses: 

“Dear  Doctor  Houston: 

In  behalf  of  the  Kentucky  State  Association 
of  Registered  Nurses  I would  like  to  extend 
to  the  members  of  your  organization  a cordial 
invitation  to  attend  the  Forty-Fourth  Annual 
Convention  of  the  Kentucky  State  Association 
of  Registered  Nurses. 


The  convention  this  year  will  be  held  Oc- 
tober 12,  13  and  14  at  the  Seelbach  Hotel  in 
Louisville. 

The  agenda  will  include  much  that  will  be 
of  interest  to  your  members.  A copy  of  the 
program  will  be  sent  you  as  soon  as  it  comes 
from  the  printers.” 


Veterans  Name  Paris  President  of  New 
State  Organization 

The  Kentucky  Physicians  Veterans  Associa- 
tion was  organized  Sunday,  September  10,  at 
a meeting  held  at  the  Brown  Hotel  in  Louis- 
ville, attended  by  approximately  55  veteran 
physicians  from  different  parts  of  the  state. 

Samuel  E.  Paris,  M.  D.,  of  Bowling  Green, 
was  named  President  and  Jesse  T.  Funk,  M.  D., 
also  of  Bowling  Green,  w.as  named  Secretary. 

The  purpose  of  the  September  10  meeting 
was  to  seek  a fair  and  equitable  means  for  pro- 
curing medical  personnel  for  Armed  Forces, 
a spokesman  said. 


McCracken  County  Society  Supports 
Blue  Cross  Blue-Shield  Drive 

A called  meeting  of  the  McCracken  County 
Medical  Society  was  held  at  Riverside  Hospi- 
tal, Paducah,  Kentucky,  on  August  29th. 

At  this  meeting  a committee  was  appointed 
by  Dr.  Charles  Billington,  President,  to  super- 
vise the  publicity  for  the  Blue-Cross,  Blue- 
Shield  Campaign  and  Public  Relations.  This 
committee  is  composed  of  Dr.  Leon  Higdon, 
Chairman;  Dr.  Eugene  Sloan,  and  Dr.  W.  P. 
Hall.  Two  hundred  fifty  dollars  was  appropriat- 
ed by  McCracken  County  Medical  Society  and 
■two  hundred  fifty  dollars  by  Riverside  Hospi- 
tal to  expedite  the  Blue-Cross  Blue-Shield 
Campaign  on  Voluntary  Health  Insurance  in 
coordination  with  the  A.  M.  A.  Campaign  be- 
ginning October  7th. 

Errett  Pace,  M.  D. 

Secretary. 


Interest  in  Specialties  Declines 

In  a poll  taken  during  the  1949-50  school 
year  in  19  medical  schools,  it  was  revealed  that 
47  per  cent  of  the  students  expected  to  enter 
general  practice,  an  increase  of  11  per  cent  over 
the  last  three  years,  Donald  G.  Anderson,  M. 
D.,  Secretary  of  the  A.M.A.  Council  on  Medi- 
cal Education  and  Hospitals,  states.  The  num- 
ber planning  to  enter  a specialty  for  the  same 
period  shows  a decrease  from  36  to  31  per  cent. 
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County  Society  Reports 


BELL 

The  regular  meeting  of  the  Bell  County 
Medical  Society  was  held  at  the  Middlesboro 
Hospital  on  Friday,  September  9,  1950,  ,at  7:30 
P.  M. 

Members  present  were:  Drs.  Arch  Carr,  C.  D. 
Cawood,  C.  S.  Scott,  C.  B.  Stacy,  Ed  Wilson, 
Jr.,  Ed  Wilson,  Sr.,  R.  F.  Porter,  Joe  Edds,  R. 
J.  Alford. 

Guests  were  Dr.  A.  B.  Harwell,  Gastroentero- 
logist, Knoxville,  and  Dr.  Gene  Lynch,  Mid- 
dlesboro. 

Mrs.  Clark  Bailey,  wife  of  Dr.  Bailey  of  Har- 
lan, spoke  before  the  group  in  the  interest  of 
the  historic  Dr.  McDowell  House  which  is  be- 
ing restored.  The  society  was  asked  to  consider 
purchasing  a piece  or  pieces  of  antique  furni- 
ture which  have  already  been  located  and  ap- 
proved by  the  Kentucky  State  Medical  So- 
ciety’s Committee  and  which  would  be  placed 
in  the  restored  house.  Dr.  C.  B.  Stacy  stated 
that  he  would  donate  for  this  purpose  that  por- 
tion of  the  money  now  in  the  treasury  which 
was  to  reimburse  him  for  the  expenses  of  the 
11th  District  Meeting  in  1949.  A Committee 
consisting  of  Drs.  Ed  Wilson,  Jr.,  C.  K.  Bro- 
sheer,  and  C.  D.  Cawood  was  appointed  to 
study  this  proposal. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

The  Program  Committee  for  the  October 
meeting  will  be  composed  of  Drs.  C.  B.  Stacy 
and  Ed  Wilson,  Jr. 

Dr.  A.  L.  Roby  who  became  a member  in 
December,  1949,  has  been  recalled  to  active 
duty  in  the  Armed  Services.  He  asked  that  his 
best  wishes  be  conveyed  to  the  Society  and 
expressed  regret  that  he  will  no  longer  be 
with  us. 

The  program  was  presented  by  Dr.  A.  B. 
Harwell,  gastroenterologist  at  the  Acuff  Clinic, 
Knoxville,  Tennessee,  whose  address  on  Pep- 
tic Ulcer  was  very  informative.  A general  dis- 
cussion followed. 

The  meeting  adjourned. 

Charles  S.  Scott,  Secretary 


JEFFERSON 

The  940th  meeting  of  the  Jefferson  County 
Medical  Society  was  held  Monday  evening,  May 
15,  1950,  at  the  Seelbach  Hotel.  One  hundred 
members  and  guests  were  present  for  dinner, 
and  about  fifteen  additional  for  the  scientific 
meeting. 


The  meeting  was  called  to  order  at  8 p.  m. 
by  the  President,  Dr.  J.  Andrew  Bowen. 

Mrs.  Morey,  of  the  Curative  Workshop,  was 
introduced  and  made  a brief  report  on  their 
work,  facilities  available,  and  desire  to  cooper- 
ate with  physicians. 

Mr.  Jack  Brown  from  the  Kentucky  Hospi- 
tal Service  Association  made  an  announcement 
about  the  voluntary  health  program  available 
under  their  plan. 

Dr.  James  Rogers  introduced  the  guest  speak- 
er, Dr.  Paul  C.  Bucy,  Professor  of  Neurosurge- 
ry, University  of  Illinois  College  of  Medicine, 
who  spoke  on  “Surgical  Treatment  of  Abnor- 
mal Involuntary  Movements.”  Movies  were 
shown. 

The  business  meeting  began  at  9 p.  m.,  and 
the  minutes  of  the  previous  meeting  were  read 
and  approved. 

Dr.  Joseph  Ray  of  the  Necrology  Committee 
read  Resolutions  on  the  deaths  of  Drs.  Milton 
J.  Board  and  Paul  A.  Turner. 

D'r.  R.  O.  Joplin,  Chairman  of  the  Building 
Committee,  reported  on  a recent  meeting  of  the 
committee  and  asked  that  members  send  the 
committee  any  suggestions  they  might  have. 

Dr.  R.  J.  Slucher,  Chairman,  Professional  Re- 
lations Committee,  made  an  announcement  re- 
garding the  Fifth  Councilor  District  meeting 
which  will  be  held  at  Shelbyville  June  15  at 
the  Country  Club,  and  urged  members  and 
their  wives  to  attend. 

The  reinstatement  application  of  Dr.  C.  C. 
Fix  was  brought  up  by  the  President  for  ac- 
tion, ha/ing  been  referred  back  to  the  Judicial 
Council  at  last  meeting.  D'r.  Brown  explained 
details  of  the  situation,  and  there  was  discus- 
sion by  Drs.  M.  J.  Henry,  A.  Clayton  McCarty, 
and  J.  A.  Kirk.  A vote  by  ballot  was  taken,  and 
Dr.  Fix  was  reinstated  in  the  Society. 

The  following  new  members  were  elected: 

Dr.  Maurice  M.  Best,  Active,  and  Dr.  Harry 
E.  Lore,  Associate  member. 

The  meeting  adjourned  at  9:25  p.  m. 

Robert  Lich,  Jr.,  Secretary 


MUHLENBERG 

The  Muhlenberg  County  Society  was  called 
to  order  by  the  President,  Dr.  H.  H.  Woodson, 
July  7,  1950. 

Members  present:  Drs.  G.  F.  Brockman,  B.  B. 
Holt,  G.  H.  Rodman,  G.  L.  Simpson,  J.  P.  Wal- 
ton, J.  L.  Webster,  Foster  Wilson,  H.  H.  Wood- 
son. 
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The  minutes  of  the  last  meeting  were  read 
and  approved  and  all  unfinished  business  was 
reported  via  communications  and  committee  re- 
ports. 

The  Secretary  reported  a considerable  num- 
ber of  routine  communications. 

The  Committee  of  Censors  on  receipt  of  ade- 
quate certification  from  the  State  Health  De- 
partment, recommended  the  admission  to  mem- 
bership of  Dr.  Leewan  Kellam,  Morgantown. 
This  was  so  moved  and  approved. 

The  Building  Committee,  by  Dr.  G.  L.  Simp- 
son, chaii'man,  reported  that  the  Board  of 
Trustees  is  making  certain  progress  in  the  pur- 
chase of  the  land  necessary  for  expansion. 

Dr.  G.  L.  Simpson  presented  a paper  on 
“Transfusion  Reaction,”  which  enjoyed  exten- 
sive discussion. 

The  Secretary  was  instructed  to  discuss  with 
the  Hospital  Administration  various  features 
of  the  maintenance  of  the  Blood  Bank. 

On  motion,  the  meeting  was  adjourned. 

G.  F.  Brockman,  Secretary 


McCRACKEN 

Editors  Note:  See  page  494. 


OWEN 

The  Owen  County  Medical  Society  met  July 
27,  1950,  and  the  following  men  were  accepted 
as  members  of  the  Owen  County  Medical  So- 
ciety: Drs.  John  F.  Berry,  James  Ramsey,  R.  J. 
Phillips,  Jr. 

An  election  of  officers  was  held,  and  the  fol- 
lowing officers  elected  for  a term  of  one  year 
from  this  date:  President,  Dr.  John  F.  Berry, 
Jr.;  Treasurer,  Dr.  James  Ramsey;  Secretary, 
Dr.  R.  J.  Phillips,  Jr.;  Delegate  to  State  Con- 
vention, Dr.  John  F.  Berry,  Jr.;  Alternate  dele- 
gate, Dr.  James  Ramsey. 

R.  J.  Phillips,  Jr.,  Secretary 


SCOTT 

The  regular  monthly  meeting  of  the  Scott 
County  Medical  Society  was  held  August  4, 
1950  at  the  John  Graves  Ford  Memorial  Hos- 
pital. 

Dinner  was  . served  by  the  Hospital  after 
which  the  meeting  was  called  to  order  with 
the  following  members  present:  Drs.  H.  G. 
Wells,  L.  F.  Heath,  D.  E.  Clark,  F.  W.  Wilt,  E. 
C.  Barlow,  A.  F.  Smith  and  H.  V.  Johnson. 

Mrs.  Morris,  the  hospital  Superintendent, 
and  Mr.  Porter  Nunnelley,  Chairman  of  the 
Hospital  Board  of  Trustees,  were  also  present. 

Minutes  of  the  previous  meeting  were  read 
and  approved.  Mrs.  Morris  gave  a report  on 
her  trip  to  Louisville  with  the  members  of  the 


Board  to  see  the  architects  and  talk  over  plans 
to  enlarge  the  Hospital. 

Mr.  Nunnelley  made  a talk  and  urged  we 
have  closer  cooperation  between  the  Hospital 
and  the  physicians  and  try  and  iron  out  prob- 
lems satisfactory  to  all.  Numerous  suggestions 
for  changes  were  made  and  .adopted.  The  ques- 
tion of  physical  examination  of  all  employees 
of  the  Eoard  of  Education  were  talked  over 
and  a fee  of  five  dollars  ($5.00)  was  agreed  on 
as  a minimum  charge  for  those  who  prefer  to 
go  to  their  regular  physician  rather  than  the 
Scott  County  Health  Unit. 

There  being  no  further  business,  the  meet- 
ing adjourned. 

H.  V.  Johnson,  Secretary 


SCOTT 

The  regular  monthly  meeting  .of  the  Scott 
County  Medical  Society  was  held  .at  the  John 
Graves  Ford  Memorial  Hospital  at  twelve  o’- 
clock noon  on  Thursday,  September  7,  1950 
with  the  following  members  present: 

Drs.  L.  F.  Heath,  A.  F.  Smith,  P.  H.  Crutch- 
field, F.  W.  Wilt,  E.  C.  Barlow,  D.  E.  Clark,  H. 
V.  Johnson.  Mr.  Anson  Burlington  was  ,a  guest 
of  the  Society. 

After  a dinner  served  by  the  Hospital  Staff 
the  minutes  of  the  previous  meeting  were  read 
and  approved. 

Dr.  Clark  gave  a report  on  a case  he  heard 
submitted  at  the  St.  Joseph’s  Hospital  in  Lex- 
ington recently.  Final  diagnosis  of  this  case 
was  carcinoma  of  the  .ascending  colon  with 
metastasis  to  the  liver  and  fifth  cervical  verte- 
brae. 

Mr.  Anson  Burlingame,  .a  member  of  the  Hos- 
pital Board,  presented  the  .architects’  drawings 
and  tentative  plans  for  the  .addition  to  our  hos- 
pital. He  reported  that  the  Fiscal  Court  had 
ordered  the  question  of  floating  a bond  issue 
of  $300,000.00  be  submitted  to  the  people  at 
the  regular  November  election. 

There  being  no  further  business  the  meeting 
adjourned. 

H.  V.  Johnson,  Secretary 


Two  million  one  hundred  thousand  inhabi- 
tants of  Ecuador,  or  about  half  the  population, 
are  being  tested  and  vaccinated  against  tuber- 
culosis, one  of  the  major  killers  of  the  young 
in  that  country. 

Mass  vaccination  against  tuberculosis  in  Ec- 
uador is  the  result  of  the  survey  made  by  the 
Scandinavian  Red  Cross  and  the  United  Na- 
tions International  Children’s  Emergency  Fund 
of  all  the  Latin-American  republics. 
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TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


Member  of  fhe  American  Hospital  Association 
FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD. 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH,  M.  D.,  Associate 
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News 


CHARLES  B.  STACY,  M.  D. 

Pineville 

Dr.  Charles  B.  Stacy,  Pineville,  has  been  ap- 
pointed to  a four  year  term  on  the  State  Board 
of  Education  by  Governor  Earle  C.  Clements. 
Dr.  Stacy  is  one  of  the  chief  surgeons  in  the 
Pineville  Community  Hospital  and  was  elect- 
ed Orator  in  Medicine  in  1943.  He  served  for  a 
number  of  years  as  a member  of  the  House  of 
Delegates.  He  was  graduated  from  the  Univer- 
sity of  Louisville  School  of  Medicine  in  1926. 


William  Edward  Oldham,  M.  D.,  has  announc- 
ed the  removal  of  his  office  for  the  practice  of 
Obstetrics  and  Gynecology  to  the  Heyburn 
Building,  Louisviiie. 


Friends  of  Dr.  W.  C.  Richards,  Glasgow,  will 
be  pleased  to  know  that  he  has  fully  recovered 
from  his  recent  illness.  Dr.  Richards  is  Chair- 
man of  the  County  Board  of  Health  and  also 
former  president  of  the  Barren  County  Medi- 
cal Society. 


Dr.  William  A.  Blodgett  has  located  at  the 
Heyburn  Building,  Louisville,  for  the  practice 
of  internal  medicine.  He  was  born  in  Water- 
town,  New  York,  September  27,  1920.  He  was 
graduated  from  the  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1944,  and 
interned  and  also  had  his  residency  at  St.  Luke’s 
Hospital,  New  York  City,  New  York. 

^ 

Dr.  H.  V.  Johnson,  secretary  of  the  Scott 
County  Board  of  Health,  has  been  appointed 
acting  director  of  the  Scott  County  Department 
of  Health,  to  succeed  Dr.  F.  W.  Wilt.  Dr.  Wilt 
has  been  named  chairman  of  the  Scott  County 
Board  of  Health,  which  office  Dr.  Johnson 
held  for  twenty-five  years.  Other  members  of 
the  board  include:  Drs.  W.  S.  Allphin,  E.  C. 
Barlow,  County  Jodge  G.  G.  Barkley,  Mrs.  Carl 
Price. 


Items 

Dr.  Charses  Waugh  Reynolds,  Covington,  read 
a paper  entitled  “Pioneer  Doctors  of  the  Cov- 
ington and  Newport  Areas,  including  adjoining 
Counties  in  the  Fifth  District  with  the  Advent 
of  Hospitals  in  the  Local  Area,”  at  the  month- 
ly meeting  of  the  Christopher  Gist  Historical 
Society  on  July  25  at  the  Covington  Woman’s 
Club  House,  Covington.  D'r.  Reynolds  has  de- 
voted a great  deal  of  attention  and  time  in  pre- 
paring his  paper  and  offered  many  events 
heretofore  unpublished  relative  to  the  work  of 
the  pioneer  physicians  in  this  area  in  their  ef- 
forts to  preserve  human  life. 


Dr.  Walker  M.  Turner  has  located  at  Padu- 
cah. He  is  a native  of  Wickliffe  and  was  grad- 
uated from  the  St.  Louis  University  School  of 
Medicine  in  1940.  He  interned  at  the  St.  Louis 
City  Hospital  and  has  been  serving  his  resi- 
dency at  this  hospital  since  1946.  D'r.  Turner 
was  in  World  War  II  from  1942-1946. 


Dr.  Clarence  T.  Yand  is  associated  with 
Homeplace  Clinic  and  Hospital,  Ary,  Perry 
County.  He  was  born  in  the  State  of  Washing- 
ton in  1922  and  was  graduated  from  the  Uni- 
versity of  Oregon  Medical  School  in  1948.  Dr. 
Yand  served  his  internship  and  residency  in 
the  Providence  Hospital,  Portland,  Oregon. 


Dr.  Arch  B.  Clark  has  located  at  McKee, 
Jackson  County.  He  was  graduated  from  the 
University  of  Louisville  School  of  Medicine  in 
1949  and  served  his  internship  at  Charity  Hos- 
pital, New  Orleans. 


Dr.  W.  Burford  Davis,  Louisville,  has  com- 
pleted his  internship  at  University  Hospital, 
Ann  Arbor,  Michigan,  and  is  now  associated 
with  Drs.  J.  S.  Harter  and  G.  W.  Bryant,  Hey- 
burn Building,  Louisville,  and  is  limiting  his 
practice  to  chest  and  throat  surgery.  He  was 
graduated  from  tne  University  of  Louisville 
School  of  Medicine  in  1941  and  interned  at  the 
General  Hospital,  Louisville,  before  taking  a 
year’s  internship  at  the  University  Hospital, 
Ann  Arbor,  Miihigan. 


Dr.  C.  C.  Howard,  Glasgow,  attended  the 
meeting  of  the  Board  of  Directors  of  the  South- 
eastern Surgical  Congress,  Atlanta,  Georgia. 
Dr.  Howard  is  president  of  this  congress  and 
stated  that  the  meeting  will  be  held  in  Holly- 
wood, Florida,  in  April. 
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Constipation 
in  the  Postsurgical 
or  Bedridden  Patient 


The  combined  effects  of  enforced  inactivity,  poor  appetite  and 
dietary  restrictions  frequently  result  in  bowel  sluggishness. 

By  adding  bland  "smoothage”  and  assuring  a normal  fecal 
consistency  and  volume,  Metamucil  gently  initiates  reflex  peri- 
stalsis and  encourages  a return  of  normal  bowel  function. 

® 

METAMUCIL  is  the  highly  refined  mucilloid  of 

Plantago  ovata  (50%),  a seed  of  the  psyllium  group,  combined 
with  dextrose  (50%)  as  a dispersing  agent.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


SEARLE 
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®OHN  P.  WHEELER,  M.  D. 

1871  - 1950 

Dr.  John  P.  Wheeler,  superintendent  of  the 
Mallory-Taylor  Memorial  Hospital,  died  Tues- 
day, July  11,  1950.  Dr.  Wheeler  w.as  a native 
of  Oldham  County  and  was  born  in  1871.  He 
received  his  early  education  in  Oldham  Coun- 
ty Schools  and  was  graduated  from  the  Uni- 
versity of  Louisville  Medical  School  in  1892. 
He  practiced  his  profession  in  Prestonville  and 
Carrollton,  in  Carroll  County  and  at  the  out- 
break of  World  War  I.  entered  the  service  with 
the  Medical  Corps  and  served  for  twelve 
months  in  France.  Dr.  Henry  C.  Long,  Jr.,  Cap- 
tain of  the  55th  Infantry,  in  which  Dr.  Wheel- 
er served,  paid  the  following  tribute  to  Dr. 
Wheeler,  “On  November  9th,  1918,  Co.  I.,  55th 
Infantry,  which  I commanded  at  that  time, 
was  ordered  to  take  at  all  costs  a certain  hill 
held  by  the  Germans.  Dr.  Wheeler  was  as- 
signed to  the  unit  for  medical  duty.  Dr.  Wheel- 
er established  and  maintained  his  first  aid  sta- 
tion on  the  edge  of  No  Man’s  Land,  within  600 
yards  of  my  Co.  P.  C.,  throughout  the  three 
days  of  fighting  which  ensued.  During  these 
three  days  Dr.  Wheeler  was  subjected  to  se- 
vere shell  and  machine  gun  fire.  When  a re- 
treat was  ordered  on  November  10,  1918,  Dr. 
Wheeler  who  had  patients  who  could  not  be 
moved,  made  his  preparations  to  be  taken  pris- 
oner, refusing  to  quit  his  post.  Though  this  re- 
treat was  not  executed,  I wish  to  commend 
most  highly  the  spirit  and  behavior  of  Dr. 
Wheeler  and  his  detachment  during  those  try- 
ing days.”  After  the  war  he  entered  govern- 
ment service  and  served  as  chief  of  the  medi- 
cal staff  at  government  hospitals  in  New  Haven, 
Conn.,  Dawson  Springs,  Greenville,  S.  C.,  Sioux 
Falls,  South  Dakota,  Fort  Bayard,  New  Mexico, 
Washington,  D.  C.,  and  at  Hines  Hospital,  Chi- 
cago. After  serving  for  nine  years  in  Chicago 
he  retired  from  government  service  and  went 
to  Bowling  Green  where  he  was  superintendent 
of  a hospital  for  tuberculosis  patients  and  then 
went  to  Silver  Crest  Hospital,  New  Albany, 
Indiana,  employed  by  the  state  of  Indiana.  He 
became  superintendent  of  the  LaGrange  Hos- 
pital January  1,  1946. 


IN  MEMORIAM 
FRANK  H.  BASSETT,  M.  D. 

Hopkinsville 
1873  - 1950 

Dr.  Frank  H.  Bassett,  Hopkinsville,  died 
August  5,  1950.  He  was  born  November  1,  1873 
at  Stephenport,  Breckenridge  County,  but 
moved  to  Hopkinsville  as  a boy.  He  received 
his  early  education  at  St.  Xavier  Academy, 
Louisville  and  was  graduated  from  the  Uni- 
versity of  Nashville  Medical  School,  1910.  Dr. 
Bassett  was  a practicing  physician  when  he 
made  his  initial  political  venture  in  1915,  when 
he  was  elected  city  commissioner  for  Hopkins- 
ville. In  1917  he  was  elected  Mayor.  After  four 
years  as  mayor,  Dr.  Bassett  was  later  elected 
county  court  clerk  in  which  office  he  served 
twenty-eight  years.  Dr.  Bassett  with  his  offi- 
cial duties  had  time  to  devote  to  the  adminis- 
ering  of  anesthesia.  It  is  estimated  that  he  has 
helped  in  more  than  3,500  operations.  The 
county  clerk,  however,  won  his  wide  popular- 
ity by  his  service  to  people  in  cases  which  did 
not  pertain  to  his  clerk’s  office  or  his  anesthe- 
tic practice.  For  years  he  answered  calls  from 
patients  in  outlying  sections  of  the  county  who 
could  not  be  reached  by  ordinary  means  cf 
travel  or  who  had  no  money  to  pay  the  doctor. 

Dr.  Bassett  was  also  widely  known  in  the 
baseball  world  as  a player,  an  umpire,  and  as 
the  founder  and  president  of  the  Kitty  League 
which  he  organized  in  1903.  He  served  as  an 
umpire  in  the  Southern  Association  and  the 
Cotton  States  Leagues. 

Dr.  Bassett  achieved  success,  lived  well, 
laughed  often  and  loved  his  fellow  men.  He  left 
the  world  better  than  he  found  it  and  always 
looked  for  the  best  in  others,  giving  them  the 
best  he  had;  his  life  was  an  inspiration  and  his 
memory  a benediction. 


HARRY  F.  MANN,  M.  D. 

1890  - 1950 

Dr.  Harry  F.  Mann,  Walton,  a native  of  Ken- 
ton County,  was  a practicing  physician  in  Crit- 
tenden and  later  moved  to  Walton.  He  was 
graduated  from  the  University  of  Louisville 
School  of  Medicine,  1917,  and  served  his  in- 
ternship in  Christ  Hospital,  Cincinnati.  He  was 
a veteran  of  World  War  I. 

He  was  a member  of  his  local,  state  and 
national  medical  associations. 
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Oration  In  Surgery 


SURGICAL  ASPECTS  OF  SCOUT  FILMS  OF  THE  ABDOMEN 
C.  Melvin  Bernhard,  M.  D. 

Louisville 


Several  years  ago  the  writer  became  in- 
terested in  a very  simple  laboratory  pro- 
cedure which,  on  numerous  occasions,  has 
helped  considerably  in  making  a more  ac- 
curate diagnosis  of  intra-abdominal  dis- 
ease. Many  interesting  and  revealing  ab- 
dominal syndromes  have  been  found  by 
following  this  course.  The  purpose  of  this 
paper  is  to  stimulate  interest  in  this  pro- 
cedure so  that  abdominal  scout  filming 
can  be  made  a more  frequent  examina- 
tion. 


Importance  of  Flat  Films 


For  many  years  roentgenologists  have 
realized  the  importance  of  a flat  film  of 
the  abdomen  and  almost  always  precede 
an  x-ray  study  of  this  region  with  a scout 
film.  In  the  acute  abdomen,  preparation 
of  the  patient  is  not  necessary  and  is  of- 
ten dangerous.  However,  in  elective  cases, 
it  might  be  desirous  to  rid  the  intestinal 
tract  of  its  gas  before  a scout  film  is  made. 
The  position  of  the  patient  is  determined 
by  what  the  examiner  wishes  to  reveal. 
Most  films  are  taken  with  the  patient  ly- 
ing flat  on  his  back  with  the  x-ray  tube 
placed  over  the  center  of  the  abdomen. 
If  better  detail  of  a certain  region  of  the 
abdomen  is  desired,  spot  films  over  this 
particular  area  can  be  made.  Rather  fre- 
quently one  might  want  to  locate  a par- 
ticular finding  in  its  anterior-posterior 
plane  and  a lateral  film  may  be  taken. 


Read  before  the  Kentucky  State 
Louisville,  September  27,  1950, 


Medical 


Association, 


When  intestinal  obstruction  or  a perforat- 
ed viscus  is  suspected,  a film  of  the  abdo- 
men in  the  upright  position  is  most  help- 
ful. If  the  patient  is  too  ill  to  stand  up- 
right an  anterior-posterior  film  may  be 
taken  with  the  individual  lying  on  his 
left  side. 

Just  as  in  all  laboratory  examinations 
a final  and  complete  diagnosis  must  not 
be  made  on  the  flat  film  alone.  A good 
history,  physical  examination,  and  evalua- 
tion of  the  patient’s  condition  are  most 
important,  using  the  film  only  as  an  aid 
to  establish  the  diagnosis.  We  have  often 
heard  the  statement  that  laboratory  pro- 
cedures which  are  unchecked  mean  little 
and  this  statement  particularly  is  appli- 
cable to  scout  films  of  the  abdomen.  In 
certain  cases  repeated  flat  films  might  be 
necessary  in  order  to  determine  the  signif- 
icance of  a particular  shadow.  Of  course, 
other  x-ray  examinations  with  contrast 
media  may  be  indicated,  but  these  exam- 
inations are  not  within  the  scope  of  this 
paper. 

Findings  of  Normal  Scout  Films 

It  might  be  well  at  this  time  to  review 
the  findings  of  a so-called  normal 
scout  film  of  the  abdomen.  Small  a- 
mounts  of  gas  might  be  found  in  the 
small  intestine  in  some  individuals, 
whereas  large  amounts  associated  with 
dilatation  are  most  certainly  abnormal. 
Small  amounts  without  distention  are 
commonly  seen,  contrary  to  former 
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teaching.  Gas,  however,  does  normal- 
ly appear  in  the  stomach  and  large  in- 
testine in  large  amounts  in  certain  indi- 
viduals. Solid  viscera  cast  shadows  in 
their  respective  positions  and  they  are 
readily  seen  if  there  is  little  or  no  gas  in 
the  stomach  or  colon.  The  psoas  muscles 
cast  a shadow  of  a triangular  shape  with 
its  apex  upward.  The  diaphragm  appears 
as  a smooth  dome  on  either  side  being 
slightly  more  elevated  on  the  right  than 
on  the  left.  The  costo-phrenic  angles  are 
clear  on  fluoroscopy  and  the  right  and  left 
sides  of  the  diaphragm  will  be  found  to 
move  one  and  a half  vertebral  bodies  on 
complete  inspiration  and  on  complete  ex- 
piration. This  finding  may  also  be  demon- 
strated by  taking  a flat  film  on  complete 
inspiration  and  again  on  complete  expira- 
tion. It  isn’t  too  uncommon  to  find  what  is 
considered  to  be  a normal  flat  film  in  an 
abdomen  which  presents  a history  and 
physical  signs  of  pathology.  In  these  cases 
the  history  and  physical  signs  without 
other  assistance  will  have  to  be  relied  up- 
on to  differentiate  between  a medical  and 
surgical  abdomen. 

Perforated  Hollow  Viscus 

The  greatest  use  of  the  flat  film  of  the 
abdomen  is  seen  in  a perforated  hollow 
viscus  and  most  especially  in  a perforated 
peptic  ulcer.  The  presence  of  free  air  in 
the  peritoneal  cavity  is  almost  pathogno- 
monic of  a perforation  of  an  air  contain- 
ing viscus.  Because  of  its  frequency  and 
with  a good  history  and  physical  exami- 
nation of  a sudden  severe  pain  and  board- 
like rigidity  of  the  abdomen  together 
with  gas  under  the  right  diaphragm  in 
the  upright  film  one  is  almost  certain  he 
is  dealing  with  a perforated  peptic  ulcer. 
Sometimes  a large  amount  of  gas  in  seen 
and  other  times  very  little  is  observed  so 
that  one  must  review  the  plate  very  close- 
ly in  order  that  the  small  amount  is  not 
missed.  Unfortunately  free  air  in  the  peri- 
toneal cavity  is  not  always  present  in  per- 
forated peptic  ulcers.  Vaughan  and  Singer 
observed  a pneumoperitoneum  in  approx- 
imately 85%  of  their  earlier  cases.  In  re- 
cent years  the  percentage  with  free  air 
has  fallen  to  about  70%  chiefly  because 
of  the  more  frequent  recognition  of  per- 
forations with  trifling  leakage,  the  so- 
called  “forme  fruste”  ruptures  of  Singer 
and  Vaughan.  In  addition  to  the  upright 
film  and  observance  of  air  beneath  the 
diaphragm  a film  may  also  be  taken  with 
the  patient  on  his  left  side.  In  this  posi- 
tion free  air,  if  it  is  present,  will  appear 


between  the  lateral  surface  of  the  liver 
and  the  lateral  abdominal  wall.  The  great 
majority  of  cases  showing  pneumo-peri- 
toneum are  due  to  a perforated  peptic  ul- 
cer. However  this  is  not  the  only  condi- 
tion which  will  cause  free  air  in  the  peri- 
toneal cavity.  As  has  been  stated  before, 
the  small  intestine  does  not  normally  con- 
tain large  amounts  of  gas.  Therefore,  a 
perforation  of  its  wall  will  not  ordinarily 
produce  a pneumo-peritoneum  unless 
there  is  a previous  mechanical  obstruc- 
tion or  a paralytic  ileus.  In  addition  to 
the  stomach,  the  large  intestine  may  nor- 
mally contain  a large  amount  of  gas  so  a 
perforation  of  its  wall  due  to  diverticuli- 
tis, typhoid  or  tuberculous  ulcers,  medul- 
lary carcinoma,  or  appendicitis  might 
produce  a pneumo-peritoneum.  The  his- 
tory and  physical  examination  again  will 
usually  lead  one  to  the  correct  diagnosis 
and  appropriate  treatment. 

Foreign  Bodies  and  Injuries  io  ihe 
Abdomen 

With  the  exception  of  perforations  of 
the  small  intestine,  traumatic  perforation 
of  the  stomach  and  colon  should  lead 
easily  to  a pneumo-peritoneum.  If  an  ileus 
has  been  established  in  perforations  of  the 
small  intestine  which  have  existed  for 
some  length  of  time  a pneumo-peritoneum 
might  also  be  present.  When  a clot  has 
formed  in  appreciable  intra-abdominal 
hemorrhage  a localized  shadow  may  be 
cast  on  the  x-ray  film.  In  rupture  of  the 
spleen  a large  mass  displacing  either  a 
gas  filled  stomach,  or  colon,  or  both,  may 
be  visualized  in  the  left  upper  quadrant. 
In  rupture  of  the  urinary  bladder  the 
Vaughan-Rudnick  test  will  be  positive. 
This  test  consists  of  the  introduction  of 
air  into  the  bladder  and  the  demonstration 
of  a pneumo-peritoneum  on  a flat  film. 
In  ruptures  of  the  kidney  with  a perirenal 
hematoma,  a very  faintly  outlined  or  ab- 
sent psoas  muscle  shadow  may  be  observ- 
ed. Penetrating  wounds  of  the  abdomen 
due  to  bullets,  pieces  of  metal,  and  other 
foreign  bodies  opaque  to  the  roentgen 
rays,  may  be  localized  and  their  course 
suspected.  Swallowed  foreign  bodies,  es- 
pecially open  safety  pins,  may  be  observ- 
ed and  their  course  followed.  Sponges  left 
in  the  abdominal  cavity  may  be  suspect- 
ed and  any  instrument  unfortunately  left 
may  be  seen  on  a scout  film. 

Intestinal  Obstruction 

In  stasis  of  the  small  intestine  due  either 
to  a mechanical  obstruction.  Or  a paraly- 
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tic  ileus,  the  gas  and  fluid  separate  and  a 
scout  film  demonstrates  gas  in  the  small  in- 
testine. Preferably  a film  is  made  of  the  pa= 
tient  in  the  supine  position,  the  upright 
position,  and  the  left  lateral  position.  In 
the  supine  position  the  distended  air  con- 
taining loops  of  small  bowel  usually  can 
be  traced  in  continuity.  In  the  upright  or 
lateral  position  an  obstruction  of  the 
small  intestine  produces  fluid  levels 
which  frequently  have  the  appearance  of 
a step-ladder  and  have  a “herring-bone” 
appearance.  Gas  in  the  small  intestine  ap- 
pears centrally  and  transversely.  When 
the  loops  are  greatly  dilated  a very  thin 
wall  appears  between  the  distended 
loops.  If  the  walls  between  the  distended 
loops  appear  thick,  either  fluid  or  exu- 
date may  be  suspected.  Distention  and  gas 
in  the  large  intestine  shows  a lateral  and 
vertical  pattern,  the  walls  are  thicker, 
and  frequently  haustral  markings  may  be 
seen.  In  obstructions  of  the  large  intes- 
tine no  distention  of  the  terminal  ileum 
usually  appears  because  of  the  irrevers- 
able  action  of  ileo-cecal  sphincter  in  al- 
lowing fluids  and  gas  to  pass  into  the  ce- 
cum but  allowing  no  regurgitation  into  the 
ileum.  This  action  practically  makes  a 
closed  loop  of  an  obstruction  to  the  colon 
and  as  a result  considerable  pressure  can 
be  built  up.  This  pressure  will  lead  to 
early  necrosis  of  the  bowel  wall,  because 
of  squeezing  out  of  its  blood  supply,  un- 
less the  pressure  is  relieved  at  an  early 
time.  In  arterio-mesenteric  obstruction, 
the  x-ray  picture  is  the  finding  of  a dilat- 
ed duodenum  and  of  course  a hugely  di- 
lated stomach.  However,  it  must  be 
pointed  out  that  not  every  patient  with  a 
dilated  duodenum  necessarily  has  an  ar- 
terio-mesenteric obstruction. 

If  we  go  over  the  stages  of  a mechani- 
cal obstruction,  we  can  easily  visualize 
the  appearance  on  the  x-ray  film.  When 
obstruction  occurs,  the  proximal  bowel 
dilates.  There  is  interference  with  absorp- 
tion, and  the  gas  present  in  the  intestinal 
contents  is  thrown  out  of  solution.  To 
overcome  the  obstruction,  peristalsis  be- 
comes vigorous;  the  loops  shorten  and 
widen;  and  the  films  taken  at  brief  inter- 
vals appear  in  different  arrangements.  In 
rearranging  themselves,  they  take  the 
shortest  course  in  the  abdomen,  which  is 
transverse.  One  continuous  loop  of  gas 
may  be  seen  extending  to  the  obstruction. 
Distal  to  the  obstruction  there  is  no  gas 
and  usually  no  gas  is  to  be  seen  in  the  co- 
lon. Even  if  gas  should  be  present  in  the 


colon,  as  it  sometimes  is  in  patients  who 
have  received  an  enema  just  before  enter- 
ing the  hospital,  there  will  be  no  unusual 
distension.  This  is  different  from  the  find- 
ings in  paralytic  ileus,  in  which  the  colon 
and  small  intestine  are  equally  distended. 
In  mechanical  obstruction,  distension  is 
limited  to  bowel  proximal  to  the  obstruc- 
tion. Another  difference  is  the  continuous 
distension  of  the  small  bowel  in  mechani- 
cal ileus  and  the  segmental  distension  in 
the  paralytic  type. 

The  appearance  of  the  bowel  itself  also 
differs  in  the  two  conditions.  In  the  para- 
lytic bowel  the  loops  are  shallow,  in  the 
presence  of  mechanical  obstruction  they 
are  large  and  dark  and  are  greater  in  the 
vertical  diameter  than  the  transverse.  In 
mechanical  obstruction  the  circular  folds 
are  prominent,  giving  an  impression  of  a 
spring  ready  to  uncoil  and  there  is  mark- 
ed contrast  between  the  gas  distended 
bowel  and  the  rest  of  the  film.  The  coils 
have  sharp  hair-pin  turns  and  as  a result 
of  peristalsis  some  will  be  indistinct.  As 
pointed  out  above,  vigorous  peristalsis  is 
present,  so  that  successive  films  show  dif- 
ferent arrangements  of  the  loops.  There  is 
free  communication  between  the  loops  of 
bowel,  as  is  the  case,  also,  in  paralytic 
ileus.  This  is  well  shown  in  films  made  in 
the  left  lateral  position.  The  gas  rises,  the 
loops  rearrange  themselves,  and  all  the 
fluid  tends  to  lie  in  the  same  horizontal 
plane.  This  fluid  is  not  demonstrable  in 
the  supine  anterio-posterior  view.  It  can 
be  shown  only  by  a horizontally  directed 
ray  with  the  patient  in  the  lateral  decubi- 
tus position  or  upright.  With  release  of 
the  tension  within  the  lumen  of  a me- 
chanically obstructed  bowel,  either  by 
Miller-Abbott  tube  or  surgery,  there  is  a 
prompt  return  to  normal.  There  is  no  loss 
of  tone.  If  x-ray  examination  continues 
to  show  distended  bowel,  an  obstruction 
either  has  been  overlooked  or  has  not 
been  relieved.  In  infants  where  gas  may 
normally  be  present  in  larger  amounts  in 
the  small  intestine,  congenital  atresia  may 
be  suspected  on  the  flat  film  by  intestinal 
dilatation  and  the  observance  of  very  loud 
noises  as  heard  by  the  stethoscope  on 
auscultation  of  the  abdomen.  The  location 
of  the  distended  loops  may  offer  some 
suggestion  as  to  where  the  atresia  is  lo- 
cated. In  obstructions  due  to  gallstones, 
enteroliths,  or  other  foreign  bodies  an 
opaque  body  might  be  found  on  a flat 
film  showing  distended  bowel  above  the 
opaque  mass, 
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Urinary  Traci  Pathology 

Normally  the  kidneys  lie  on  either  side 
of  the  spine  in  the  lower  dorsal  and  up- 
per lumbar  regions.  They  are  placed  well 
up  under  the  rib  margin  posteriorly,  the 
right  kidney  extending  slightly  lower 
than  the  left.  They  are  maintained  in 
part  by  the  perirenal  structures  but  to  a 
large  extent  by  the  intra-abdominal  pres- 
sure produced  by  the  tone  of  the  abdomi- 
nal wall.  None  of  these  structures  can  be 
seen  roentgenologically  with  a degree  of 
clearness  similar  to  that  of  the  heart  or 
great  vessels  in  the  chest  for  the  reason 
that  there  is  not  sufficient  difference  in 
density  between  the  structures  examined 
and  the  surrounding  tissues.  Usually, 
however,  the  solid,  homogeneous  structure 
of  the  kidneys,  and  the  surrounding  peri- 
renal fatty  deposits  render  sufficient  dif- 
ference in  density  to  make  the  kidney 
outlines  clearly  visible.  Before  a roent- 
genogram may  be  considered  as  a proper 
quality  for  detection  of  stone,  it  should 
have  the  following  attributes:  it  should 
include  the  last  two  ribs  and  the  symphy- 
sis pubis;  there  should  be  detail  in  the 
transverse  processes  of  the  vertebrae;  the 
psoas  muscles  should  be  clearly  visible; 
and  there  should  be  definite  indication  of 
the  outline  of  the  kidney. 

Calculi  may  occur  in  any  location  in 
the  urinary  tract.  Very  rarely  are  they 
found  in  the  parenchyma  of  the  kidney. 
When  they  do  occur  in  this  location  they 
are  usually  calcareous  deposits  which 
have  resulted  from  other  pathological  pro- 
cesses, such  as  tuberculosis  or  hyperpara- 
thyroidism. Calculi  are  most  frequently 
found  in  the  urinary  passages:  the  kidney, 
the  pelvis,  ureters,  or  bladder.  Small  cal- 
culi, passing  down  the  ureter,  are  most 
likely  to  be  held  up  at  one  of  the  three 
points  of  natural  constriction:  the  urete- 
ro-pelvic  junction,  at  the  point  where  the 
ureter  crosses  the  bony  pelvis,  or  at  the 
uretero-vesicle  junction.  Careful  search 
should  be  made  in  these  locations,  al- 
though it  is  possible  for  a stone  to  be  ob- 
structed in  its  passage  at  any  location. 

Renal,  adrenal,  perirenal,  and  retroperi- 
toneal tumors  or  infections  and  injuries 
may  show  a large  shadow  over  the  involv- 
ed area.  In  addition  these  conditions  may 
also  produce  a faint  or  absence  of  the 
psoas  muscle  shadow  on  the  affected  side. 

In  old  tubercular  infections  of  the 
parenchyma  of  the  kidneys  calcified  areas 
may  be  detected  in  the  renal  zones.  The 
same  type  of  shadows  may  also  be  detect- 


ed in  healed  tuberculosis  with  calcifica- 
tion in  the  seminal  vesicles. 

Cholecystic  Pathology 

The  gallbladder  and  ducts  as  a rule  are 
very  difficult  to  demonstrate  on  a flat 
film  without  filling  the  former  with  a 
contrast  media.  Shadows  here  have  often 
been  interpreted  as  representing  the  gall- 
bladder. Later,  however,  after  more  work 
up,  they  were  found  to  represent  some 
other  conditions  not  connected  with  the 
biliary  tract.  Large  gallbladders  such  as 
might  be  found  in  hydrops  of  the  gall- 
bladder may  be  detected  on  a flat  film 
without  the  use  of  contrast  media.  Jutras 
and  Logtin  reported  forty-five  cases  of 
calcified  gallbladder  in  the  literature  and 
as  one  would  expect  a flat  film  is  most 
helpful  in  confirming  the  diagnosis.  Chol- 
ecystograms  following  administration  of 
the  iodine  substances  produce  no  change 
in  size  or  density  of  the  porcelain  gallblad- 
der. On  a flat  film  the  calcified  gallblad- 
der shows  up  as  a large  oval  shadow  with 
a dense,  thin,  shell-like  rim,  more  sharp- 
ly defined  on  the  outside. 

Gallstones  unfortunately  are  not  always 
found  on  a scout  film.  Whether  they  are 
seen  or  not  depends  on  the  amount  of  cal- 
cium present.  The  pure  cholesterol  stones 
and  those  composed  of  cholesterol  and 
bile  pigment  are  not  picked  up  on  a flat 
film.  Some  cholesterol  stones  contain  cal- 
cium and  depending  on  the  amount  of 
calcium  present  may  cast  a faint  shadow. 
The  bilirubin  calcium  stones  because  of 
their  high  calcium  content  cast  quite  a 
shadow  on  a flat  film.  When  gallstones 
are  single  they  show  a shadow  which  has 
a rounded  contour  and  a rough  surface. 
When  present  in  the  duct,  however,  its 
form  may  represent  a cast  of  the  lumen. 
When  multiple  these  stones  because  of  the 
pressure  against  one  another,  become 
polyhedral  with  smooth  faceted  surfaces. 
Some  calculi  show  a homogeneous  dens- 
ity, or  only  a thin  rim  of  calcification,  or 
lines  of  stratification  depending  again  on 
the  amount  of  calcium  distributed  through 
the  stone. 

Biliary  calculi  may  be  found  anywhere 
in  the  right  half  of  the  abdomen  from  the 
region  of  the  costal  margin  to  well  below 
the  right  iliac  crest.  The  calculi  vary  in 
size  from  very  minute  ones  to  stones 
which  may  entirely  fill  the  gallbladder.  Bi- 
liary calculi  must  be  differentiated  from 
fecaliths,  renal  calculi,  calcified  lymph- 
nodes,  and  calcified  deposits  in  the  ribs. 
Differentiation  from  a fecalith  depends 
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upon  the  fact  that  as  a rule  the  fecalith 
shifts  with  the  fecal  current  and  can  be 
eliminated  by  cleansing  the  colon.  A renal 
calculus  is  often  branched  and  irregular 
and  as  a rule  of  increased  density.  These 
shadows  also  follow  the  anatomic  course 
of  renal  structures.  Occasionally  a biliary 
calculus  is  very  difficult  to  differentiate 
from  a renal  calculus  and  pyelography  or 
cholecystography  is  necessary  to  deter- 
mine just  what  pathology  exists.  A poste- 
rior-anterior right  decubitus  film  will  us- 
ually settle  the  matter — the  gallbladder 
falls  away  from  the  kidney  and  gas  filled 
colon. 

A calcified  lymph  node  is  usually  not 
too  difficult  to  differentiate  because  of  its 
irregular  shape  and  general  lack  of  ap- 
pearance. 

Calcifications  in  the  course  of  a rib  oc- 
curring as  a rule  in  the  cartilaginous  area, 
are  frequently  of  bizarre  shape  and  the 
continuity  of  the  shadow  may  be  traced 
with  the  rest  of  the  rib. 

Elevation  of  the  Diaphragm  and 
Diaphragmatic  Hernia 

Any  increase  in  intra-abdominal  pres- 
sure due  to  mechanical  obstruction,  para- 
lytic ileus,  large  tumor  masses,  ascites, 
peritonitis,  and  abdominal  distension  will 
cause  an  elevation  of  both  leaves  of  the 
diaphragm.  Eventrations  of  the  dia- 
phragm also  may  be  picked  up  on  a scout 
film  and  in  these  cases  the  upper  displace- 
ment of  the  diaphragm  is  unilateral  and 
mostly  on  the  left  side.  However,  eventra- 
tions on  the  right  side  do  occur.  If  the  re- 
gion of  the  diaphragm  is  fluoroscoped  one 
might  find  a reversal  of  the  respiratory 
excursions  on  the  involved  side  in  some 
cases  of  eventration.  Herniations  of  the 
diaphragm  have  frequently  been  picked 
up  by  the  intelligent  ear  of  a good  intern- 
ist in  a routine  physical  examination  of 
the  chest  in  which  he  hears  peristaltic 
sounds  in  the  thorax.  The  diagnosis  is 
then  confirmed  by  a flat  film,  if  the  gas  is 
found  above  the  diaphragm  in  a portion 
of  the  stomach  or  a loop  of  colon. 

Intestinal  loops  may  be  also  found 
within  the  chest  as  a result  of  the  absence 
of  a leaf  of  the  diaphragm.  Elevation  and 
immobility  of  the  diaphragm  also  occur 
in  subphrenic  abscesses.  This  condition 
can  be  diagnosed  in  two  ways:  (1)  By  the 
use  of  fluoroscopy  the  diaphragm  may  be 
elevated  and  fixed.  (2)  A diagnosis  can 
also  be  established  by  taking  a routine 
flat  film  and  then  taking  two  other  films, 
one  in  complete  expiration  and  the  other 


in  complete  inspiration.  Normally  there  is 
one  and  one-half  to  two  vertebral  bodies 
difference  in  the  position  of  the  diaphragm 
on  complete  inspiration  as  contrasted  with 
that  taken  on  complete  expiration.  Oc- 
casionally a gas  bubble  may  be  found  at 
the  top  of  the  pus  filled  cavity.  In  addition 
a small  amount  of  fluid  may  occasionally 
be  found  in  the  involved  costophrenic 
angle.  These  abscesses  are  most  often 
found  on  the  right  side.  However  not  too 
uncommonly  they  may  occur  on  the  left 
side. 

Tumors  and  Masses  Causing  Displacement 
of  Stomach  or  Colon  on  Flat  Films 

Retroperitoneal  tumors  or  inflamma- 
tory masses,  pancreatic  tumors  and  cysts, 
and  omental  cysts  or  an  enlarged  spleen 
may  cause  a displacement  of  the  stomach 
away  from  the  mass  and  a distortion  of  a 
gas  filled  stomach  or  colon.  Of  course 
these  findings  can  be  further  demonstrat- 
ed by  filling  the  stomach,  duodenum  and 
colon  but  this  too  is  beyond  the  scope  of 
this  paper.  Under  this  heading  we  must 
mention  pancreatic  calculi  which  are 
demonstrated  occasionally  on  a flat  ab- 
dominal film.  These  shadows  are  usually 
very  dense  varying  considerably  in  size 
from  minute  to  5 cm.  in  diameter.  They 
are  quite  irregular  and  are  found  below 
the  upper  margin  of  the  body  of  the  first 
lumbar  vertebra  and  above  the  lower 
margin  of  the  third  lumbar  vertebra. 
These  calculi  are  most  often  multiple,  but 
occasionally  they  may  be  single.  These 
calcifications  usually  form  a somewhat 
transverse  chain  with  rising  tail. 

Pancreatic  Fibrosis  With  Calculi 

In  this  condition  a plain  film  of  the  ab- 
domen demonstrates  areas  of  calcareous 
deposits  in  the  head,  the  body,  or  the  tail 
of  the  pancreas,  or  the  entire  gland  may 
be  outlined  by  the  calcareous  material. 
This  calcareous  material  is  rather  dense 
and  shows  many  irregular  shadows  of  in- 
creased density  in  the  region  of  the  pan- 
creas. 

Appendiceal  Calculi 

Because  of  the  variations  in  the  anatom- 
ical position  of  the  appendix,  the  shad- 
ow of  an  appendiceal  stone  may  be  found 
anywhere  in  the  right  abdomen  or,  rarely, 
on  the  left  side.  The  shadow  of  a stone  is 
usually  found  adjacent  to  the  sacro-iliac 
joint  or  near  the  level  of  the  crest  of  the 
ileum.  The  stones  measure  from  1 mm.  to 
2.5  cm.  in  diameter  and  present  a sharp 
regular  outline,  the  substance  of  which  is 
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almost  always  laminated.  If  the  stones 
are  multiple,  they  are  most  often  faceted. 
However,  this  condition  is  rather  difficult 
to  demonstrate  on  a plain  film. 

Spleen 

The  spleen  can  often  be  seen  on  flat 
films  of  the  abdomen.  This  visualization 
is  often  aided  when  the  colon  contains 
considerable  air.  It  is  obvious  then  that 
enlargement  of  the  spleen  can  also  be 
diagnosed  by  a scout  film.  Calcifications 
in  the  spleen  are  mostly  frequently  due  to 
phleboliths,  tuberculous  foci,  and  rarely 
to  a parasite,  the  larvae  of  pentastoma. 
Calcification  of  the  spleen  may  also  result 
from  the  pressure  of  an  echinococcus 
cyst,  from  infarction,  non-parasitic  cysts, 
and  sclerosis  of  the  splenic  artery. 

Liver 

The  liver  is  also  seen  in  a flat  film  dur- 
ing a routine  examination.  Cysts  may  be 
picked  up  through  calcification  of  the 
walls.  Abscesses  and  tumors  of  the  liver 
may  produce  upward  displacement  of  the 
right  diaphragm  with  fixation  of  the  dia- 
phragm. If  the  abscess  contains  gas,  then 
a fluid  level  may  be  seen  in  the  erect  po- 
sition. Tumors  of  the  liver  may  also  be 
demonstrated  by  displacement  of  neigh- 
boring viscera,  such  as  the  stomach  and 
duodenum  and  of  the  right  half  of  the 
colon. 

Miscellaneous 

Many  other  conditions  may  be  detect- 
ed on  a scout  film.  The  following  shadows 
are  mentioned  only  because  they  might 
produce  some  confusion  in  differentiation 
and  lead  to  erroneous  reports.  These  in- 
clude (1)  Enlarged  and  calcified  mesen- 
teric lymph  nodes;  (2)  Calcified  fibroids 
and  other  pelvic  structures;  (3)  Simple 
and  calcified  abdominal  pelvic  cysts;  (4) 

-<e> 

Every  communily  is  entitled  to  safe  water, 

food,  and  milk,  and  protection  from  unsafe 
disposal  of  wastes;  to  as  safe  an  environment 
as  we  know  how  to  provide  including  pure  air; 
safe  streets,  homes,  places  of  work,  and  places 
of  education  and  recreation;  to  the  best  pro- 
tection we  know  how  to  provide  from  the 
contagious  diseases,  including  tuberculosis  and 
venereal  diseases;  access  to  good  medical  care 
and  hospitalization  when  needed;  to  the  best 
protection  we  know  how  to  provide  against 


Pregnancy;  (5)  Calcified  abdominal  aorta 
and  its  branches;  (6)  Calcified  deposits 
within  the  extra-abdominal  soft  tissue; 
(7)  Enteroliths  in  the  bowel;  (8)  Calcified 
epiploic  appendages;  (9)  Phleboliths;  (10) 
Localized  or  generalized  bone  disease;  (11) 
Osteomyelitic  paravertebral  abscesses  and 
(12)  Non-reticulated  bone  islands  in  the 
ileum. 

Summary 

(1)  Scout  films  of  the  abdomen  are  a 
very  valuable  procedure. 

(2)  Numerous  conditions  are  discussed 
in  which  scout  films  are  helpful  and  diag- 
nostic. 

(3)  Although  scout  filming  of  an  abdo- 
men is  important  it  can’t  overshadow  the 
more  important  history  and  physical  ex- 
amination. 
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the  special  hazards  of  maternity  and  infancy; 
to  the  best  facilities  we  know  how  to  provide 
for  the  healthy  development  of  our  children, 
including  correction  of  crippling  physical  and 
mental  defects;  recognition  and  treatment  of 
rheumatic  fever  and  other  heart  disease,  and 
to  the  knowledge  and  facilities  necessary  to 
prevent  as  many  deaths  as  possible  from  can- 
cer, heart  disease,  diabetes,  and  the  other  de- 
generative diseases.  William  P.  Shepard,  M.  D., 
Nat.  Tuberc.  A.  Bull.,  Oct.,  1949. 
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Oration  in  Medicine 


medical  problems  of  older  people 

Horace  Harrison,  M.  D. 

OWENSBORO 


About  the  time  I was  born  the  physi- 
cian was  largely  occupied  by  the  problem 
of  making  childbirth  safe,  and  with  keep- 
ing the  child  alive  through  its  infancy  and 
early  childhood.  In  fact,  at  the  time  I 
was  (born,  my  mother  was  caring  for  a 
baby  whose  mother  had  died  of  childbed 
fever.  Since  that  time  there  has  been  great 
progress  in  the  field  of  bacteriology,  pre- 
vention and  treatment  of  infection,  and  in 
the  surgical  management  of  all  age  groups, 
so  that  we  are  now  pointing  with  pride  at 
the  results. 

Incidence 

In  1850,  one  in  every  38  Americans  was 
past  the  age  of  65.  In  1900,  the  proportion 
was  one  in  25.  Today  it  is  one  in  every  13. 
There  are  IIV2  million  persons  aged  65 
and  over  in  the  United  States.  This  is  8% 
of  the  total  population. 

In  1950,  the  life  expectancy  is  almost 
68.  Predictions  are  that  there  will  be  20,- 
000,000  people  over  65  years  of  age  by 
1975. 

All  this  is  a situation  about  which  the 
Medical  profession  should  be  proud.  But 
it  has  many  complicated  problems,  and 
society  as  a whole  is  faced  with  the  task 
of  caring  for  increasing  numbers  of  elder- 
ly folk  who  reach  70  years  or  more.  Of 
11%  million  65  or  over,  3V2  million  have 
no  money  income,  4 million  have  incomes 
of  less  than  $1000,  and  about  4 million  are 
wage  earners,  or  wives  of  wage  earners. 

Changes  in  Medical  Practice 

In  common  with  all  these  changes 
medical  practice  is  also  changing.  It  is 
necessary  that  it  change  and  assume  an 
aggressive  leadership  and  exercise  fore- 
sight into  these  problems  which  are  ours. 
It  must  change  with  new  concepts  of  phy- 
siology and  immunity,  surgical,  medical, 
and  psychiatric  therapeutic  technics  and 
diagnostic  methods,  as  well  as  with  chang- 
ing sociological  conditions  such  as  war  or 
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the  nearly  equally  disastrous  consequen- 
ces of  excessive  paternalism. 

The  history  of  man  repeatedly  demon- 
strates that  skills  are  developed  before 
judgement  is  adequate  to  guide  their  ap- 
plication. Today  a child  learns  to  drive  a 
car  or  rides  a bicycle  before  he  can  handle 
the  traffic  problem.  Physical  sciences  have 
given  us  weapons  of  terrific  destructive 
power  before  apparent  judgement  when 
not  to  use  them. 

Responsibility  of  the  Profession 

So  we  cannot  escape  from  at  least  par- 
tial responsibility  for  the  serious  problem 
of  the  care  of  an  aging  population  which 
will  be  beset  with  chronic  disease  and 
long  term  illness.  Life,  to  be  satisfactory, 
must  have  three  dimensions,  it  must  have 
depth  and  breadth  as  well  as  length.  The 
older  patient  who  has  a chronic  illness 
will  make  a strenuous  effort  to  improve 
his  health  if  he  sees  ahead  the  satisfaction 
of  a useful  life.  But  if  he  sees  no  sign  of 
future  happiness  or  usefulness  in  the  eco- 
nomic scheme  as  it  is,  effort  will  not  be 
expended  toward  recovery.  There  is  also 
some  hazard  in  making  institutions  for 
the  care  of  the  aged  too  comfortable  or 
too  desirable,  because  disability  in  any 
form  must  not  be  a source  of  satisfaction 
or  profit.  For  centuries,  doctors  have  had 
the  concept  that  the  primary  functions  of 
the  physician  is  to  discover,  identify  and 
treat  disease.  This  today  is  no  longer  ade- 
quate but  we  must  treat  the  individual  as 
well  as  his  disease.  Health  is  more  than 
the  absence  of  disease.  Health  can  always 
be  improved  because  no  one  attains  abso- 
lutely perfect  health.  The  age  of  age  is 
here.  Individual  experience  which  re- 
quires time  should  be  productive  of  a vast 
unused  storehouse  of  wisdom,  culture, 
tolerance,  and  judgement  which  is  not 
stifled  and  destroyed  by  paternalistic 
planned  living  and  statism  may  even  give 
the  world  a solution  for  a lasting  peace. 
No  one  can  deny  the  political,  economic, 
and  social  turmoil  which  we  are  experi- 
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encing  today.  Can  it  be  that  something 
has  gone  wrong  since  the  “nine  old  men” 
left  our  highest  tribunal  and  signified 
the  beginning  of  a new  era?  Has  anyone 
ready  questioned  the  wisdom  or  the  advice 
from  our  older  statesmen  like  Baruch, 
Hoover,  or  Churchill?  Or,  are  we  rolling 
merrily  along  at  such  a pace  with  new 
ideas,  that  we  have  lost  sight  of  the  prin- 
ciples that  guided  George  Washington, 
Thomas  Jefferson,  Monroe,  and  others 
who  had  no  pressure  groups  to  guide  their 
thinking. 

As  one  grows  older  in  the  practice  of 
internal  medicine  it  has  been  my  exper- 
ience that  a greater  percentage  of  the 
work  becomes  care  for  older  people.  Those 
that  are  idle  lose  keenness  of  thinking 
and  outside  interests  and  when  they  are 
ill  are  slow  to  recover.  I think  no  one 
should  realize  greater  than  we  physicians 
the  need  for  correlation  of  this  mental 
and  physical  reserve  of  these  older  people 
into  satisfactory  productive  channels.  I 
think  this  problem  is  most  pertinent  at 
this  time  for  their  well  being  and  as  an 
answer  to  the  demand  for  further  old  age 
assistance. 

Diseases  of  the  Age  Groups 

Few  if  any  diseases  occur  only  in  geria- 
tric patients.  However,  there  is  a group  of 
diseases,  the  frequency  of  which  increases 
sharply  after  the  peak  of  maturity  is 
reached.  These  are  four  major  groups  of 
chronic  and  progressive  disorders  of  sene- 
scence, circulatory  and  renal  disorders, 
metabolic  disorders,  arthritic  disorders, 
and  neoplastic  disorders.  In  addition  to 
these,  nutritive  failure  is  a most  important 
nroblem.  There  is  no  yardstick  for  measur- 
ing nutritive  failure,  but  the  field  of  geri- 
atrics might  be  greatly  advanced  if  we 
had  one.  Many  times  have  we  seen  pa- 
tients appear  much  younger  following  at- 
tention to  their  proteins  and  vitamins 
intake  and  metabolism. 

Diet  Requirements 

McLester  insists  on  a 2000  calorie  diet, 
built  around  a serving  of  lean  meat,  2 
eggs  and  3 glasses  of  milk  per  day.  Ginz- 
berg  believes  the  belching,  flatulence, 
constipation  and  diarrhea  of  the  normal 
aged  person  is  due  to  poor  quality  of  the 
gastro-intestinal  secretions.  Their  dys- 
pepsia should  be  properly  analyzed,  and 
appropriate  diet  and  medication  supplied, 
so  that  a high  carbohydrate,  high  pro- 
tein, low  fat  diet  is  taken.  Hydrochloric 
acid  and  pepsin  may  (be  given  to  aid  pro- 
tein digestion,  diastase  if  needed  for  car- 


bohydrate digestion  and  pancreatic  and 
biliary  substances  for  fat  digestion.  Ample 
intake  of  fat  soluble  vitamins  and  other 
dietary  supplements  are  given  when  sus- 
pected or  evident  deficiencies  exist.  It 
has  been  our  feeling  that  evident  deficien- 
ces  should  have  their  initial  treatment 
with  parenteral  vitamins  for  about  a 
month  before  oral  medication  is  relied  up- 
on. 

Medication 

I think  much  of  the  oral  medication  is 
lost  because  of  poor  absorption  and  be- 
cause of  the  use  of  too  many  cathartics. 
While  there  is  sometimes  considerable 
hesitancy  in  the  older  patient  to  give  up 
a cathartic  he  has  lived  with  for  years, 
we  have  had  excellent  results  with  a pre- 
scription containing  calcium  lactate, 
powdered  Brewers  yeast  and  metamucil. 
Magnesium  oxide  is  sometimes  added  in 
obstinate  cases.  It  must  be  remembered 
that  in  older  people  the  development  of  a 
neoplasm  may  have  little  or  no  effect  up- 
on the  bowel  habits  until  considerably  ad- 
vanced. Such  simple  procedures  as  dilata- 
tion of  a tight  rectal  sphincter  will  solve 
some  cases  of  constipation  and  seems  to 
help  materially  in  the  reduction  of  flatu- 
lence of  dyspepsia.  Careful  attention  to  in- 
take of  water  is  always  important  because 
most  older  people  are  very  poor  water 
drinkers  and  are  more  or  less  in  need  of 
hydration. 

Cardiovascular  System 

Henry  S.  Simms  of  Columbia  Univer- 
sity has  defined  aging  as  a process  con- 
sisting of  those  changes  which  result  in 
progressive  increase  in  death  rate.  The 
cardiovascular  system  is  commonly  af- 
fected by  aging  and  is  responsible  for  the 
great  increase  in  death  rate  in  older  pa- 
tients. Here  we  come  face  to  face  with 
arteriosclerosis  and  its  sequelae.  And 
here  we  must  not  view  it  as  the  “inevitable 
destiny  of  mankind”  if  scientific  progress 
is  to  be  made  in  its  treatment.  The  rela- 
tionship of  the  high  cholesterol  found  in 
obesity,  myxedema  and  diabetes  associat- 
ed with  arteriosclerosis  in  young  indivi- 
duals has  been  repeatedly  shown.  Choles- 
terol metabolism  has  naturally  been  in- 
vestigated as  a result  of  that  work  and  as 
a result  of  the  observation  of  Windaus  in 
1910  that  the  arteriosclerotic  plaque  in 
human  beings  consists  largely  of  choles- 
terol and  cholesterol  esters.  Arterioscle- 
rotic lesions  have  been  reproduced  by 
feeding  high  cholesterol  diets  to  rabbits 
and  dogs.  This  work  by  Steiner  at  Colum- 
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bia  has  been  followed  by  another  in  the 
same  laboratory  demonstrating  the  fact 
that  choline  protected  50%  of  the  animal 
from  arteriosclerosis.  However,  serum 
cholesterol  studies  in  well  documented 
cases  of  coronary  sclerosis  have  not  been 
found  consistently  hiah,  but  rather  fluctu- 
ating. Nevertheless  48%  to  68%  of  pa- 
tients with  proven  coronary  arteriosclero- 
sis demonstrated  a high  cholesterol  level. 
Cholesterol  then  is  perhaps  only  one  fac- 
tor in  the  picture  as  it  is  known  today, 
but  worth  consideration  when  treating  an 
arteriosclerotic  and  lipotrophic  substances 
are  surely  not  contraindicated. 

I.  W.  Held  has  stated  that  when  minute 
arteriosclerosis  occurs  in  the  carotid  sinus, 
the  medulla  oblongata,  the  mid-brain  or 
splanchnic  region,  hypertension  is  the  di- 
rect outcome.  Here  we  come  face  to  face 
with  the  problem  of  myocardial  and  renal 
failure  and  assisting  these  patients  com- 
fortably through  congestive  heart  failure, 
coronary  insufficiency,  etc.,  is  to  be  our 
problem.  Here  we  have  to  sort  through 
our  armamentarium  of  drugs  which  seem 
indicated,  arterial  dilators,  diuretics,  dig- 
italis, sedatives,  low  fat,  low  sodium 
diets,  rest  programs  and  psychotherapy. 
Here  we  have  no  miracle  drugs  but  here 
each  physician  must  work  out  a program 
which  he  can  most  successfully  use  and 
vary  it  to  suit  each  patient.  Here  again  is 
the  importance  of  regular  visits  to  the 
doctor  to  be  checked  for  possible  compli- 
cations. Regular  observations  for  cerebral 
symptoms,  cardiac  irregularities,  and 
peripheral  artery  disease,  can  save  many 
days  of  discomfort  and  pain  and  add  many 
days  of  usefullness  and  satisfaction. 

I think  a frank  discussion  with  the  pa- 
tient regarding  his  disease  and  its  general 
course  is  indicated.  He  should  have  confi- 
dence in  his  physician  and  gain  insight 
into  the  nature  of  his  disease.  Blood  pres- 
sure readings  should  not  be  the  main  rea- 
son for  his  trip  to  your  office.  As  his  blood 
pressure  goes  from  the  asymptomatic  to 
the  symptomatic  he  will  naturally  become 
more  anxious  about  his  disease.  Here  he 
will  be  receptive  to  more  strenuous  die- 
tary measures  such  as  the  Kempner  rice 
diet  or  some  variation  thereof.  However, 
we  feel  that  the  rice  diet  has  no  advan- 
tage over  a low  salt,  adequate  protein 
diet.  We  must  realize  these  patients 
should  never  be  left  with  the  idea  you  are 
doing  all  there  is  to  do  and  there  is  noth- 
ing left. 

Emergencies  such  as  coronary  occlusion 
and  cerebral  hemorrhage  or  thrombosis 


must  certainly  come  and  these  possibili- 
ties must  be  expected  by  patient  and 
family. 

The  disorders  of  metabolism  in  the  aged 
patient  are  of  course  not  as  symptomatic 
or  as  evident  in  the  younger  patients. 
Consequently,  we  must  be  more  alert  to 
them.  The  symptoms  may  easily  be  inter- 
preted as  the  effects  of  age.  The  most  dis- 
tinctive sign  of  hyperthyroidism  in  older 
people  is  increased  warmth  of  the  feet 
and  hands  and  the  chief  symptom  noted 
by  the  patient  is  generalized  weakness  or 
debility.  Anorexia  is  more  common  than 
increased  appetite.  Tachycardia  is  rare 
but  auricular  fibrillation  is  found  in  a- 
bout  30%,  whether  the  gland  be  nodular 
or  primary  hyperthyroidism.  The  basal 
metabolism  is  usually  increased. 

Euthyroid  State 

The  return  to  the  euthyroid  state  is  of- 
ten phenomenal  with  propylthiouracil  and 
there  is  no  contraindication  to  surgical  re- 
moval if  other  things  are  equal.  The  in- 
terruption of  hyperthyroidism  should  ma- 
terially increase  their  years.  The  hypo- 
thyroid state  should  be  closely  watched 
for. 

Likewise  myxedema  is  easily  mistaken 
for  the  effect  of  old  age.  It  is  to  be  thought 
of  with  an  unexplained  anemia,  loss  of 
hair,  puffiness  of  the  face  and  intolerance 
for  cold  weather.  Diagnosis  rests  on  a low 
metabolism  and  an  elevated  blood  choles- 
terol. Occasional  cases  of  low  basal  meta- 
bolism in  these  asthenic  older  people  is 
found.  Both  of  these  respond  satisfactor- 
ily to  thyroid  extract  but  caution  is  urged 
to  watch  for  anginal  pain  in  these  older 
individuals  since  coronary  insufficiency 
is  so  common  in  these  folks. 

Diabetes  Melliius  Complications 

Diabetes  mellitus  of  the  arteriosclerotic 
type  is  freauently  seen,  although  a blood 
sugar  of  300-400  mgs.  may  be  found,  these 
usually  standardize  as  mild  diabetes  and 
require  only  small  doses  of  insulin.  Al- 
though many  could  probably  be  taken  off 
of  insulin  we  are  inclined  to  leave  them 
on  a small  dose  of  protamine  insulin  each 
day  to  relieve  the  pressure  on  the  pan- 
creas and  as  a protection  against  infec- 
tion. A very  liberal  diet  is  usually  pre- 
scribed. Particular  instructions  should  be 
given  regarding  care  of  the  lower  extre- 
mities. Ingrown  nails,  callouses,  and  blis- 
ters should  be  cared  for  by  the  physician 
and  the  patient  warned  against  iodine  and 
other  strong  antiseptics.  Likewise  he 
should  know  to  keep  his  extremities  warm 
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and  refrain  from  any  constriction  which 
might  endanger  circulation.  Should  gan- 
grene begin  to  develop  some  of  the  new- 
er drugs  to  (block  the  autonomic  ganglia 
such  as  Etamon  or  Priscoline  have  been 
helpful. 

Minor  degrees  of  adrenal  cortical  defi- 
ciency are  seen  in  older  patients  especial- 
ly while  convalescing  from  some  acute  ill- 
ness or  for  no  apparent  reason  there  is 
progressive  lowering  of  the  blood  pres- 
sure and  blood  chlorides  without  any 
signs  of  cardiac  failure.  Adrenal  cortical 
extract  many  times  will  compensate  for 
the  depleted  physiological  reserve  in 
these  people  and  start  them  back  to  recov- 
ery. Occasionally  climacteric  symptoms 
require  treatment  in  both  older  men  and 
women  and  here  we  must  become  mental 
hygiene  conscious. 

Psychic  Symptoms 

At  the  onset  we  must  try  to  recognize 
the  difference  between  an  involutional 
melancholic,  a psychosis  from  cerebral 
arteriosclerosis,  and  climacteric  symptoms. 
Many  months  of  illness  can  sometimes  be 
saved  if  the  proper  attack  is  started  early. 
Such  early  symptoms  as  alteration  in 
sleeping  habits,  impairment  of  memory, 
comprehension  and  responsiveness  fol- 
lowed by  restlessness,  irritability  and  sus- 
picion certainly  spell  the  need  for  psy- 
chiatric consultation  and  care.  There  is 
no  doubt  that  many  of  these  people  are  re- 
habilitated by  shock  therapy,  proper  nu- 
trition, correction  of  circulatory  disturb- 
ances and  dehydration. 

Metabolic  Diseases 

Gout  is  a metabolic  disease  which  is 
seen  on  occasions.  There  is  perhaps  more 
gouty  arthritis  then  we  recognized  and  at 
the  time  they  are  seen  they  have  passed 
the  typical,  monoarticular  metatarsopha- 
langeal stage.  Elbows  and  knees  are  fre- 
quently involved.  Tophi  may  be  found  in 
the  ears  and  treatment  is  with  colchicine, 
salicylates,  and  cinchophen  with  fluids, 
alkalies,  and  physiotherapy.  Cinchophen 
should  be  given  only  if  others  fail  us.  It 
is  toxic. 

The  other  arthritides,  namely,  hyper- 
trophic, and  atrophic,  fibrositis,  pariarth- 
ritis,  and  Paget’s  disease,  all  are  seen  af- 


ter 50  years  of  age.  These  have  been  un- 
satisfactory to  treat  but  active  hopeful 
treatment  must  be  instituted  for  the  sake 
of  comfort  of  the  patient  and  to  prevent 
deformities.  Perhaps  as  the  newer  hor- 
mones become  cheaper  more  of  these  peo- 
ple can  be  kept  comfortable  and  out  of 
wheel  chairs. 

Health  Guidance 

Progressive  geriatric  medicine  must  in 
a sense  be  preventive  medicine.  In  pre- 
ventive medicine  of  children,  the  patient 
does  not  take  the  initiative,  in  adults  they 
must  take  the  initiative.  From  here  it  be- 
comes a problem  of  health  guidance  the 
basis  of  which  is  the  periodic  health  ex- 
amination. Examination  of  an  apparently 
well  individual  will  bring  out  the  level  of 
their  vitality,  their  hereditary  weaknesses, 
and  past  illnesses  that  may  have  weaken- 
ed certain  systems  of  their  body.  The 
changes  of  age  are  not  entirely  due  to  pas- 
sage of  time,  for  they  are  the  summation 
of  insults  and  injuries  of  an  active  and 
rigorous  life.  As  age  advances  the  reac- 
tion to  iniurv  is  less  vigorous  and  less 
rapid  and  the  physician  must  suspect 
pneumonia  with  only  a temperature  of 
100°  or  appendicitis  without  rigidity  of 
the  abdomen. 

Periodic  Physical  Examination 

Periodic  physical  examinations  should 
be  a search  for  the  fifth  column,  which  is 
a silent  and  insidious  invader  and  must 
be  treated  before  it  becomes  actual  dis- 
ease. The  search  for  overlapping  of  these 
diseases  should  be  constantly  in  one’s 
mind  to  prevent  a long  drawn  out  conva- 
lescence, and  the  search  for  neoplasm,  de- 
ficiencies with  insufficiences  in  order  to 
create  health  to  correspond  with  length 
of  life.  Don’t  treat  these  old  people.'  as  sta- 
tistical errors,  treat  them  so  that  the  last 
half  of  their  life  can  be  as  full  as  the  first 
half  and  let’s  hope  that  the  science  of 
geriatrics  will  so  improve  that  some  time 
in  the  not  too  distant  future  we  shall  be 
able  to  say  with  Browning: 

Grow  old  along  with  me! 

The  best  is  yet  to  be 

The  last  of  life,  for  which 

The  first  was  made. 
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LOUISVILLE 


Procaine  has  for  several  years  been 
known  to  be  an  effective  drug  for  the  con- 
trol and  prevention  of  cardiac  arrhythmias 
in  anesthetized  patients,  particularly 
those  undergoing  thoracic  surgery.  It  has 
heretofore  been  used  chiefly  in  the  form 
of  the  hydrochloride,  which  is,  however, 
extremely  rapidly  hydrolized  in  the  plas- 
ma by  procaine  esterase,  and  in  the  liver, 
so  it  must  be  given  in  a continuous  intra- 
venous infusion.  In  unanesthetized  humans 
the  use  of  procaine  hydrochloride  has 
been  limited  by  its  central  nervous  sys- 
tem convulsant  action  and  also  by  its 
rather  marked  hypotensive  effect.  How- 
ever, because  of  its  beneficial  effect  in 
preventing  ventricular  arrhythmias  in 
particular,  and  converting  them  to  normal 
rhythm  when  already  present,  it  was  de- 
cided to  test  other  procaine  compounds. 

Procaine  amide  (Pronestyl)  * has  been 
investigated  by  Marks  et  al.  (1).  He  found 
that  it  prevents  epinephrine-induced 
ventricular  arrhythmias  in  dogs  anesthe- 
tized with  cyclopropane,  and  that  in  the 
unanesthetized  human,  it  has  less  hypo- 
tensive effect  than  procaine  hydrochloride 
and  is  hydrolized  quite  slowly.  About 
60%  is  excreted  in  the  urine  unchanged. 
Furthermore,  absorption  from  the  gastro- 
intestinal tract  is  good,  and  effective  plas- 
ma levels  can  be  obtained  following  its 
oral  administration. 

Because  of  the  apparent  promise  of  this 
drug  in  the  management  of  arrhythmias, 
the  following  preliminary  report  of  our 
clinical  observations  with  intravenously 
administered  procaine  amide  was  deemed 
worthwhile. 


Methods  and  Procedures 


Pronestyl  is  furnished  by  the  manufac- 
turer in  ampules  each  containing  1,000 
mgm.  of  the  drug  in  10  cc.,  and  in  tablets 
each  containing  250  mgm.  The  solution 


* Supplied  through  the  courtesy  of  E.  R.  Squibb  and  Sc 
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Invaluable  service  in  this  work  was  rendered  bv  Reein 
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was  injected  intravenously  without  dilu- 
tion, at  a slow  rate.  Electrocardiograms 
were  recorded  almost  continuously  dur- 
ing the  injection  and  at  frequent  intervals 
following.  Blood  pressure  determinations 
were  likewise  made  at  frequent  intervals 
during  the  injection  and  post-injection  pe- 
riods. This  preliminary  report  deals  only 
with  the  intravenous  preparation. 

Effect:;  on  Arrhythmias 

Disturbances  of  Ventricular  Rhythm. 
Procaine  amide  administration  was  fol- 
lowed by  the  disappearance  of  ectopic 
ventricular  contractions  in  10  of  11  pa- 
tients. This  effect  was  obtained  following 
the  administration  of  from  200  to  1,000 
mgm.  The  shortest  duration  of  the  effect 
was  12  minutes  in  one  patient,  and  in  an- 
other patient  there  was  no  recurrence  for 
as  long  as  7 days,  which  to  date  is  our 
longest  period  of  observation.  The  one  pa- 
tient in  whom  these  contractions  could 
not  be  controlled  received  2,000  mgm.  over 
a 1V2  hour  period. 

In  2 patients  with  paroxysmal  ventri- 
cular tachycardia,  the  tachycardia  prompt- 
ly stopped  following  the  administration 
of  400  and  550  mgm.  respectively. 

Disturbances  of  Auricular  Rhythm. 
Four  patients  with  ectopic  auricular  con- 
tractions were  given  950  to  1,000  mgms., 
and  in  3 of  them  the  abnormal  rhythm 
was  abolished.  In  the  4th  case  an  auricu- 
lar bigeminy  was  present  and  was  unalter- 
ed by  1,000  mgm. 

In  one  patient  with  paroxysmal  auricu- 
lar tachycardia  there  was  no  effect  from 
1,000  mgm.  In  one  patient  with  paroxys- 
mal nodal  tachycardia,  1,000  mgm.  did  not 
abolish  the  ectopic  rhythm,  but  the  drug 
apparently  sensit:zed  the  carotid  sinus  re- 
flex mechanism  inasmuch  as  the  nodal 
rhythm  suddenly  converted  to  a sinus 
rhythm  following  carotid  sinus  stimula- 
tion 50  minutes  after  the  injection,  where 
as  this  maneuver  had  been  of  no  avail 
prior  to  the  injection. 

In  two  patients  with  auricular  flutter 
no  effect  on  the  abnormal  rhythm  result- 
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ed  from  900  and  1,000  mgm.  respectively. 

Of  13  patients  with  auricular  fibrilla- 
tion, in  only  2 was  there  conversion  to  a 
normal  sinus  rhythm.  In  both  of  these  the 
auricular  fibrillation  was  of  the  paroxys- 
mal type,  so  the  role  of  the  drug  in  these 
two  instances  must  be  viewed  with  some 
skepticism. 

Side  Effects 

Clinical.  In  5 normal  subjects  given 
from  600  to  1,000  mgm.,  2 showed  some 
flushing  of  the  face,  1 had  mild  vertigo, 
and  2 had  no  symptoms  at  all.  These  nor- 
mal subjects  had  an  average  fall  of  17 
mm.  of  mercury  in  their  systolic  blood 
pressure  and  no  change  in  diastolic  pres- 
sure. There  was  a rise  in  pulse  rate  aver- 
aging 16  per  minute.  Hypotension  was 
noted  commonly  in  the  patients  with  dis- 
turbances of  rhythm  and  in  one  instance 
the  blood  pressure  fell  from  118/70  to 
60/40  and  remained  at  this  level  for  50 
minutes.  The  fall  in  blood  pressure  was 
apparently  not  related  to  total  dosage,  but 
more  to  the  rate  of  injection  and  was,  in 
general,  quite  transient  with  a return  to 
normal  in  15  to  20  minutes  in  most  indivi- 
duals, although  occasionally  it  was  of 
longer  duration.  When  the  rate  of  injec- 
tion was  about  200  mgm.  per  minute,  the 
hypotensive  effect  was  noted  after  from 
200  to  400  mgm.  had  been  injected.  A 
transient  mild  sensation  of  lightheaded- 
ness or  vertigo  was  occasionally  encoun- 
tered, and  one  patient  who  was  taking  di- 
lantin  medication  for  epilepsy  had  a con- 
vulsion following  the  injection. 

Electrocardiographic  Changes.  Electro- 
cardiograms taken  on  the  normal  subjects 
showed  slight  prolongation  of  the  QRS 


component  and  of  QT  interval,  as  well  as 
transient  T-wave  changes  which  consist- 
ed of  flattening,  notching,  or  inversion  of 
the  T-waves.  This  same  type  of  change 
was  noted  in  the  patients  with  disturb- 
ances of  rhythm.  In  2 of  the  34  patients 
with  arrhythmia,  classical  Left  Bundle 
Branch  Block  developed  following  the  ad- 
ministration of  250  mgm.  and  350  mgm. 
respectively  (see  figure  1) ; this  lasted 
for  12  minutes  in  the  first  case  and  40 
minutes  in  the  second.  There  were  3 
other  patients  in  this  group  of  34  who  al- 
ready had  Bundle  Branch  Block  at  the 
time  procaine  amide  was  injected;  the 
QRS  duration  in  these  patients  was  in- 
creased by  30  to  40%;  this  effect  persisted 
for  from  20  to  50  minutes. 

Summary 

In  34  patients  with  abnormalities  of 
cardiac  rhythm,  procaine  amide,  adminis- 
tered intravenously,  appeared  to  be  of 
definite  value  in  restoring  normal  rhythm 
in  hearts  exhibiting  ectopic  ventricular 
contractions  and  paroxysmal  ventricular 
tachycardia.  It  was  apparently  of  some 
value  in  nodal  tachycardia  and  ectopic 
auricular  contractions  and  of  question- 
able value  in  two  cases  of  paroxys- 
mal auricular  fibrillation.  In  this  small 
series  it  was  of  no  value  in  the  treatment 
of  chronic  auricular  fibrillation  and  auri- 
cular flutter. 

Some  patients  exhibited  mild  side-ef- 
fects of  a subjective  nature,  most  patients 
had  a moderate  fall  in  blood  pressure  of 
transient  duration,  and  there  was  a con- 
sistent effect  on  electrocardiogram,  chief- 
ly in  the  form  of  some  prolongation  of  the 
QRS  complexes.  Further  studies  with 
both  oral  and  intravenous  procaine  amide 


Figure  1.  Electrocardiogram  showing  the  sudden  appearance  of  Bundle  Branch  Block 
in  a patient  after  receiving  350  mgm.  Pronestyl.  This  effect  persisted  for  only  12  min- 
utes. 
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are  being  continued.  Present  indications 
are  that  the  drug  may  be  useful  as  a 
prophylactic  against  the  development  of 
arrhythmias,  prior  to  and  during  upper 
abdominal  and  thoracic  surgery,  and  for 
management  of  arrhythmias  developing 


in  patients  following  coronary  occlusion 
with  myocardial  infarction. 
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CONTROVERSIAL  POINTS  IN  THE  MANAGEMENT  OF 

TUMORS  OF  BONE 

Bradley  L.  Coley,  M.  D. 

NEW  YORK 


There  are  many  matters  pertaining  to 
the  diagnosis,  treatment,  and  prognosis 
of  neoplasms  of  bone  about  which  great 
difference  of  opinion  exists  among  au- 
thorities here  and  abroad.  Some  of  these 
will  be  discussed,  and  our  own  viewpoints 
presented.  Taking  them  in  the  order  men- 
tioned we  will  first  consider  diagnosis. 

Diagnosis 

Is  the  roentgenographic  diagnosis  of 
bone  tumors  more  reliable  than  the  clini- 
cal or  histologic?  We  believe  the  answer 
is  no.  Actually  the  surest  way  of  estab- 
lishing a correct  diagnosis  is  by  the  fol- 
lowing steps:  a careful  clinical  history, 
complete  physical  examination,  adequate 
roentgenographic  study,  evaluation  of  the 
blood  chemical  constituents,  and  finally, 
a microscopic  examination  of  tissue  ob- 
tained from  the  tumor.  The  last  step  is 
the  one  on  which  we  place  the  greatest 
reliance. 

Is  aspiration  biopsy  a,  safe  method?  The 
answer  is  yes  if  the  pathologist  is  experi- 
enced enough  to  interpret  the  aspirated 
material.  Frequently  a plug,  such  as  is 
successfully  obtained  by  the  Turkel 
needle,  may  permit  him  to  make  actual 
paraffin  sections  which  may  be  capable 
of  more  accurate  interpretation  than  are 
smears.  If  pathologists  in  many  parts  of 
this  country  have  been  able  to  learn  the 
technic  of  diagnosis  based  on  exfoliative 
cytology  (Papanicolaou  method)  there 
seems  no  reason  why  they  should  not  be 
able  to  make  a correct  evaluation  of  ma- 
terial aspirated  from  tumors  of  bone. 
Where  the  pathologist  is  unable  or  unwill- 
ing to  make  use  of  this  method,  a surgical 
biopsy  is,  of  course,  required.  In  localized 

Bone  Tumor  Department,  Memorial  Hospital. 

Bead  More  the  Cancer  Symposium,  Louisville,  Novem- 


and  circumscribed  medullary  lesions  of 
bone  we  do  not  favor  the  removal  of  a 
mere  fragment  of  tissue  for  biopsy  pur- 
poses but  prefer  a complete  extirpation 
of  the  lesion  and  replacement  with  chips 
of  bank  bone.  This  has  the  advantage  of 
supplying  the  pathologist  with  the  entire 
diseased  area;  then  should  the  lesion 
prove  to  be  benign,  the  treatment  and  biop- 
sy have  been  combined  in  one  procedure. 

Is  there  danger  in  relying  upon  the  mi- 
croscopic study  of  tumors  of  cartilage 
origin?  If  the  pathologist  finds  evidence 
of  chondrosarcoma,  this  diagnosis  can  be 
accepted  with  confidence;  but  at  the  same 
time,  if  only  chondroma  is  found,  subse- 
auent  developments  may  reveal  the  con- 
dition to  be  actually  chondrosarcoma  and 
not  chondroma.  Therefore,  one  should 
look  with  grave  suspicion  on  a cartilage 
tumor  whose  radiographic  appearance 
and  clinical  setting  are  more  indicative  of 
a malignant  than  a benign  tumor. 

Is  a study  of  certain  chemical  constitu- 
tents  of  the  blood  of  real  value  in  the 
diagnosis  of  lesions  of  bone?  Yes,  it  is  de- 
sirable to  obtain  alkaline  phosphatase, 
acid  phosphatase,  calcium,  phosphorus 
and  total  serum  protein  levels  since  these 
may  contribute  greatly  to  a correct  diag- 
nosis in  such  conditions  as  osteogenic 
sarcoma,  plasma  call  myeloma,  osteitis 
deformans,  metastatic  cancer  (especially 
of  prostatic  origin) , and  hyperparathy- 
roidism. 

Treatment 

Turning  now  to  treatment  most  of  us 
will  admit  that  at  the  present  time  sur- 
gery and  roentgen  therapy  are  practically 
the  only  available  methods  of  treating  tu- 
mors of  bone;  nor  are  there  many  situa- 
tions in  which  there  is  much  overlapping 
of  choice  in  these  two  methods. 


512 


The  Journal  of  the  Kentucky  State  Medical  Association  [Nov.,  1950 


Lesions  for  Which  Surgery  is  the  Method 
of  Choice 

A.  Malignant 

1.  Osteogenic  sarcoma 

2.  Fibrosarcoma 

3.  Chondrosarcoma 

4.  Angiosarcoma 

5.  Malignant  Giant  Cell  Tumor 

B.  Benign 

1.  Bone  Cyst 

2.  Fibrous  dysplasia  (solitary  lesions) 

3.  Benign  Giant  Cell  Tumor  (accessible 
locations) 

4.  Osteoid  Osteoma 

5.  Osteochondroma 

6.  Enchondroma 

7.  Angioma  (except  in  vertebral  col- 
umn) 

Lesions  for  Which  Roenigen  Therapy  is 
the  Method  of  Choice 

A.  Malignant 

1.  Reticulum  Cell  Sarcoma  of  Bone 

2.  Ewing’s  Sarcoma 

3.  Metastatic  Cancer  in  Bone  (with  ex- 
ceptions) 

4.  Myeloma  (with  or  without  urethane) 

B.  Benign 

1.  Eosinophilic  Granuloma  and  Hand- 
Schuller-Christian’s  Syndrome 

2.  Giant  cell  Tumor  (in  inaccessible  lo- 
cations) 

In  the  treatment  of  giant  cell  tumor  we 
do  not  ordinarily  advise  irradiation  in 
conjunction  with  surgery,  preferring  not 
to  combine  the  two  modalities  but  to  se- 
lect one  or  the  other.  There  may  be  ex- 
ceptions. 

It  is  now  apparent  that  in  the  past  too 
large  doses  of  roentgen-rays  were  often 
employed. 

Treatment 

In  treating  osteogenic  sarcoma  of  a long 
bone  by  surgical  means,  what  are  the  ob- 
jectives? First,  one  is  able  to  rid  the  pa- 
tient of  a progressive,  painful  tumor 
which  is  not  only  certain  to  cause  death 
ultimately  but  is  destined  to  result  in  a 
rather  prolonged  period  of  intense,  stead- 
ily increasing  suffering.  We  have  seen  too 
many  cases  of  this  sort  to  be  complacent 
about  withholding  amputation;  we  may 
even  resort  to  it  in  the  presence  of  metas- 
tasis. The  only  reasonable  alternative  in 
many  of  these  cases  is  chordotomy  or 
topectomy. 

In  the  second  place,  there  is  at  least  a 
prospect  of  five  or  more  years  survival 
following  amputation  if  done  early;  this 


is  especially  true  of  the  lower  grade  sar- 
comas, such  as,  chondromyxosarcoma  and 
fibrosarcoma.  The  outlook  for  long-term 
survival  in  the  osteogenic  sarcoma  of  aver- 
age or  high-grade  malignancy  is,  of 
course,  very  poor;  yet  even  in  this  group 
we  have  some  examples  of  10  to  25  years 
freedom  from  disease. 

Ferguson  has  maintained  that  in  osteo- 
genic sarcoma  the  survival  rate  was  di- 
rectly proportional  to  the  delay  between 
the  onset  of  symptoms  and  amputation. 
Our  study  based  on  160  cases  has  led  us 
to  essentially  the  same  conclusion.  How- 
ever, we  strongly  differ  with  Ferguson’s 
interpretation  that  the  delay  in  amputat- 
ing was  in  any  way  responsible  for  the 
better  prognosis.  Actually  we  believe  that 
the  prognosis  is  influenced  more  by  the 
cellular  characteristics  of  the  sarcoma 
than  by  any  other  single  factor.  The  more 
highly  differentiated  the  tumor,  the  more 
insidious  its  onset  and  the  slower  its 
growth  is  apt  to  be.  This  being  so  there 
will  naturally  be  a longer  interval  be- 
tween the  first  symptoms  and  amputation. 
On  the  other  hand,  we  hold  that  the  more 
anaplastic  the  tumor,  the  more  rapid  is  its 
growth  and  more  severe  are  the  symp- 
toms it  produces.  In  these  circumstances, 
the  patient  seeks  attention  earlier  and 
amputation  is  performed  more  promptly. 
If  these  assumptions  are  correct,  then  it 
would  seem  illogical  to  delay  amputation 
in  the  hope  that  such  delay  will  enhance 
the  prospect  of  a cure.  In  our  opinion,  as 
soon  as  the  diagnosis  has  been  establish- 
ed, amputation  should  be  performed.  If 
there  is  any  appreciable  delay  anticipated 
in  obtaining  consent  for  the  amputation, 
then  it  seems  desirable  to  institute  roent- 
gen therapy  while  the  patient  or  his  par- 
ents are  coming  to  a decision. 

In  primary  malignant  tumors  of  bone, 
is  there  any  place  for  surgical  procedures 
less  multilating  than  amputation?  A few 
authorities  have  long  advocated  resection 
of  the  affected  portion  of  bone  in  selected 
cases,  and  we  have  discussed  this  subject 
in  previous  communications.  Our  conclu- 
sions are  that  the  method  of  segmental  re- 
section is  applicable  to  carefully  selected 
cases  of  chondromyxosarcoma  and  fibro- 
sarcoma of  bone  and  particularly  to  bor- 
derline chondromas  in  which,  according  to 
our  experience,  there  is  a real  prospect 
that  secondary  sarcomatous  alteration 
will  take  place  if  the  tumor  is  not  remov- 
ed. Other  conservative  operations,  such  as 
total  scapulectomy,  have  their  place. 

Authorities  have  frequently  asserted 
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that  amputation  for  osteogenic  sarcoma 
should  never  be  performed  through  the 
bone  which  is  the  site  of  the  primary  tu- 
mor but  always  at  least  at  the  joint  proxi- 
mal thereto.  Are  there  any  exceptions  to 
this  rule?  We  have  for  a long  time  main- 
tained that  osteogenic  sarcoma  confined 
to  the  supracondylar  and  lower  metaphy- 
seal of  the  femur  may  be  subject  to  a high 
thigh  amputation  with  comparative  safe- 
ty, in  properly  selected  cases.  We  have  re- 
cently reviewed  the  charts  of  40  cases  in 
which  amputation  was  done  through  the 
bone  involved.  Of  these,  there  was  no  evi- 
dence of  local  or  regional  recurrence  in 
38.  In  one  of  the  remaining  2 cases  a soft- 
part  recurrence  in  the  stump  of  the  high 
thigh  amputation  was  noted  about  a year 
later  following  which  a hipjoint  disarticu- 
lation was  performed  with  a 14-year  sur- 
vival. It  makes  considerable  difference  to 
the  patient  whether  or  not  he  has  a hip- 
joint  disarticulation,  especially  as  regards 
his  ability  to  get  about  comfortably  on  a 
prosthesis.  However,  when  dealing  with 
tumors  in  areas  other  than  the  lower  fe- 
mur, there  are  much  less  indications  for 
transsecting  the  affected  bone;  conse- 
quently we  do  not  recommend  such  proce- 
dure in  these  cases. 

Roentgen  Therapy 

Should  roentgen  therapy  be  employed 
for  such  benign  bone  lesions  as  unicameral 
cyst,  fibrous  dysplasia,  and  accessible 
giant  cell  tumor?  We  believe  that  in  gen- 
eral it  should  not  be  used  in  these  condi- 
tions. In  the  first  place  it  must  be  realized 
that  X-rays  in  therapeutic  doses  capable 
of  controlling  these  lesions  is  bound  to  af- 
fect bone  growth  if  the  epiphyseal  region 
of  a child  or  adolescent  is  exposed.  In  ad- 
dition to  marked  developmental  retarda- 
tion of  the  affected  part,  serious  skin  and 
soft-tissue  damage  has  been  a problem  in 
some  of  these  cases.  A much  more  ominous 
complication  of  irradiation  for  benign 
bone  conditions,  although  a far  less  fre- 
quent one,  is  the  development  of  radia- 
tion osteogenic  sarcoma.  We  have  report- 
ed 11  instances,  know  of  several  additional 
ones,  and  are  attempting  a further  study 
of  this  complication;  we  would  be  grate- 
ful for  any  information  about  additional 
cases.  To  sum  up,  unless  surgical  proce- 
dures are  quite  impractical  we  believe 
that  benign  lesions  of  bone  should  not  re- 
ceive roentgen  therapy. 


Can  sarcoma  of  bone  ever  be  cured? 
The  answer  is  yes.  We  take  strong  excep- 
tion to  the  statement  that  even  if  the  clini- 
cal, roentgenographic  and  microscopic 
evidence  is  all  in  favor  of  a diagnosis  of 
bone  sarcoma,  e.g.,  osteogenic,  chondrosar- 
coma or  Ewing’s  sarcoma,  the  fact  that  the 
patient  has  survived  five,  ten,  or  more 
years,  regardless  of  the  method  of  treat- 
ment employed,  is  proof  positive  that  his 
condition  was  not  one  of  sarcoma.  We  be- 
lieve this  is  a most  illogical  position  to 
take,  one,  if  generally  accepted,  will  lead 
to  a totally  unjustified  attitude  of  defeat- 
ism. 

Prognosis 

What  is  the  prognosis  for  malignant 
bone  neoplasms?  It  differs  markedly  for 
the  various  types.  We  must  first  set  a pe- 
riod of  follow-up  beyond  which  we  can 
consider  the  patient  cured.  This  period 
has  by  common  consent  and  long  usage 
been  fixed  at  five  years.  This,  however, 
we  believe  is  not  long  enough  for  assur- 
ance of  a cure  except  in  cases  of  Ewing’s 
sarcoma.  In  the  latter,  if  the  patient  ap- 
pears free  of  disease  five  years  after  treat- 
ment the  chances  of  a later  development 
of  symptoms  or  signs  of  Ewing’s  sarcoma 
are  negligible. 

We  have  found  that  about  10  per  cent 
of  the  five-year  survivals  of  osteogenic 
sarcoma  (including  fibro-  and  chondro- 
sarcoma) will  later  die  of  the  disease. 
Primary  reticulum  cell  sarcoma  of  bone 
has  an  even  greater  tendency  to  reappear 
after  an  even  longer  period  of  freedom. 
In  these  cases  other  areas  may  appear  es- 
pecially in  the  lungs  and  lymph  nodes, 
but  also  at  times  in  the  same  or  other 
bones,  these  then  usually  develop  wide- 
spread foci  and  have  a rapid,  fatal  termi- 
nation. Of  the  group  of  37  cases  reported 
by  my  colleague,  Dr.  Norman  L.  Higin- 
botham,  and  myself,  at  a recent  meeting 
of  the  Radiological  Society  of  North  A- 
merica,  there  were  21  on  whom  a five- 
year  follow-up  was  available;  5 of  these 
developed  either  a recurrence  or  metas- 
tasis from  8V2  to  13  years  after  treatment. 
In  4 of  these  5 patients  the  interval  was 
10  years  or  more.  It  would  therefore  seem 
that  a much  longer  period  of  follow-up 
than  the  customary  five  years  was  neces- 
sary to  evaluate  results  in  this  particular 
type  of  bone  sarcoma. 
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Five-Year  Results 

The  five-year  results  for  osteogenic 
sarcoma,  Ewing’s  sarcoma,  and  reticulum 
cell  sarcoma  of  bone,  are  as  follows: 

Table  I 

End  Results  in  265  Histologically  Proven 
Cases  of  Osteogenic  Sarcoma  during  the 
period  from  1918-1842 

Cases 


Dead  196 

Successful  results  - free  of  disease 
5 or  more  yrs.  after  treatment. . 58 

5 -year  survival  rate 21.9% 

Table  II 

End  Results  in  73  Histologically  Proven 


Cases  of  Ewing’s  Sarcoma  during  the  pe- 
riod from  1918-1942 

Dead  70 

Free  of  disease 

Living  and  well 2 

Dead  without  disease 

after  5 years 1 ....  3 

Successful  results  3 

Five-year  survival  rate 4.1% 

Table  III 

End  Results  of  Treatment  of  Primary 
Reticulum  Cell  Sarcoma  of  Bone.  Memo- 
rial Hospital  Series  1925-1944 

Total  number  of  patients 21 

Failures 

Dead  of  disease 9 

Living  with  disease  ...  .2 11 

Successful  results  (5  years) 10 

Five-year  survival  rate 47.6% 

A recent  study  of  58  cases  of  osteogenic 
sarcoma  (including  chondro-and  fibro- 
sarcoma) all  of  whom  survived  five  or 
more  years  after  treatment,  revealed  that 
the  greater  portion  of  this  group  were 
either  fibrosarcoma  or  chondromyxosar- 
coma.  The  type  of  tumor  and  its  degree  of 
histological  malignancy  are  directly  re- 
lated to  the  prospect  of  long-term  survi- 
val. 


Table  IV 


Osteogenic  Sarcoma — 59 
vivals — 1919-1948 

Five-year  Sur- 

Pathology 

Cases 

Percent 

Osteogenic  Sarcoma 

16 

27.2% 

Chondrosarcoma 

20 

33.8% 

Spindle  cell 

20 

33.8% 

Medullary  14  (23.8%) 
Periosteal  3 (5%) 
Combined  3 (5%) 


Telangiectatic 

2 

3.4% 

Unclassified 

1 

1.8% 

Total 

59 

100% 

Summary 

A number  of  controversial  points  in  the 
diagnosis,  treatment,  and  prognosis  of 
oone  neoplasms  have  been  discussed. 
Tnese  include  the  relative  merits  oi  roent- 
genographic  versus  histologic  criteria  in 
estaoiisning  a diagnosis  oi  bone  neoplasm; 
nere  the  limitations  of  aspiration  biopsy 
nave  been  covered.  Attention  is  called  to 
me  diiuculties  inherent  in  the  interpreta- 
tion of  microscopic  material  obtained 
irom  tumors  of  cartilage  origin. 

Utner  points  discussed  include  the  val- 
ue of  blood  chemistry  in  the  diagnosis  of 
tumors  of  bone,  and  the  respective  roles 
played  by  surgery  and  roentgen  therapy. 
The  objectives  oi  amputation,  and  the 
possibilities  for  more  conservative  surgery 
nave  been  touched  upon.  The  theory  that 
delay  in  amputating  for  osteogenic  sarco- 
ma is  a favorable  factor  in  five-year  sur- 
vivals is  rejected;  instead  the  rapidity  of 
growth  and  microscopic  characteristics 
of  the  tumor  are  considered  responsible 
factors.  An  explanation  is  offered  for  the 
dictum  that  one  should  never  amputate 
for  osteogenic  sarcoma  through  a portion 
of  an  affected  bone.  Reasons  are  given  for 
regarding  roentgen  therapy  as  an  unde- 
sirable mode  of  treating  most  benign  le- 
sions of  Ibone. 

Definite  variations  in  the  prognosis  of 
osteogenic  sarcoma,  Ewing’s  sarcoma  and 
primary  reticulum  cell  sarcoma  of  bone 
are  cited,  and  the  five-year  results  in  each 
of  these  types  are  presented  in  tabulated 
form.  Evidence  is  offered  indicating  that 
in  osteogenic  sarcoma  the  tumors  of  low- 
er grade  (fibrosarcoma  and  chondrosar- 
coma) furnish  a much  higher  proportion 
of  survivals  than  do  those  classified  by  the 
pathologist  merely  as  osteogenic  sarcoma. 

The  responsibility  of  ihe  doctor  in  enabling 

the  patient  to  gain  psychological  acceptance  of 
the  diagnosis  cannot  be  too  strongly  empha- 
sized. There  is  much  that  auxiliary  medical 
personnel  can  do,  but  all  that  they  do  cannot 
equal  what  the  doctor  himself  can  accomplish 
in  helping  the  patient  to  develop  a construc- 
tive attitude  toward  his  illness.  The  patient 
“can  take  it”  from  the  doctor  to  a degree  that 
no  one  else  can  match.  The  understanding  and 
assurance  the  patient  receives  from  the  doctor 
have  far  more  effect  in  creating  a frame  of 
mind  conducive  to  successful  hospitalization 
than  any  help  the  patient  receives  from  others. 
William  B.  Tollen,  Ph.D.,  VA  10-27,  Oct.,  1948. 
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TEE  PAINFUL  UPPER  ABDOMEN 

John  B.  Floyd,  Jr.,  M.  D. 

LEXINGTON 


The  differential  diagnosis  of  any  syn- 
drome is  developed  almost  subconscious- 
ly by  every  practitioner  and  is  put  to  use 
many  times  a day.  By  means  of  it  we  have 
gotten  away  from  the  eclectic  type  of 
medicine  of  treating  symptoms.  We  insist 
on  a diagnostic  and  specific  treatment. 

Pain  in  the  abdomen  requires  a diag- 
nosis in  order  to  determine  the  nature  of 
the  needed  therapy1'2. 

Localization 

Localization  of  the  system  involved  can 
quickly  be  ascertained  with  a routine  his- 
tory in  quest  of  symptoms  rising  from 
various  organs  or  systems3.  Localization 
increases  in  significance  when  one  realiz- 
es that  Musser  listed  70  extra-abdominal 
personally  observed  causes  of  abdominal 
pain  in  19364.  At  the  time  of  his  death  he 
was  still  adding  to  the  list  and  it  is  com- 
prehensive enough  to  deserve  listing. 
Thoracic  Diseases: 

1.  Coronary  Occlusion 

2.  Angina  Pectoris 

3.  Sub-acute  Bacterial  Endocarditis 

4.  Right  sided  Heart  Failure 

5.  Aneurysm 

6.  Pericarditis 

7.  Basal  Pleurisy 

8.  Pneumonia 

9.  Pulmonary  Tuberculosis 

10.  Diaphragmatic  Hernia 
Acute  Infectious  Diseases: 

1.  Rheumatic  Fever 

2.  Measles 

3.  Typhus 

4.  Septicemia 

5.  Influenza 

6.  Follicular  Tonsillitis 
Urogenital  Diseases: 

1.  Pyelitis 

2.  Pyelonephritis 

3.  Ureteral  Stricture 

4.  Ureteral  Calculus 

5.  Renal  Calculus 

6.  Hydronephrosis 

7.  Renal  ptosis 

8.  Prostato-vesiculitis 

9.  Epididymitis  Urethritis 
Toxic  Conditions: 

1.  Uremia 

2.  Lead 
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3.  Tobacco 

4.  Mercury 

5.  Emetine 

6.  Arsenic 

7.  Scarlet  Fever 

8.  Undulant  Fever 

9.  Typhoid  Fever 

Cerebral  Diseases: 

1.  Acute  epidemic  encephalitis 

2.  Abdominal  migraine 

3.  Epileptic  Equivalent 

4.  Hysteria 

5.  “Diseases  of  Brain”  (Wechsler) 

P.  Spasmophilia 

7.  “Fears,  worries,  conflicts,  maladjust- 
ments, inhibitions,  and  general  emo- 
tional instability.”  (Paulli) 

Diseases  of  Spine  and  Spinal  Cord: 

1.  Intercostal  Neuralgia 

2.  Cord  Tumor 

3.  Tabes  Dorsalis 

4.  Transverse  Myelitis 

5.  Osteo-arthritis 

6.  Osteo-myelitis 

7.  Tuberculosis  of  the  spine 

8.  Scoliosis 

9.  Herpes  Zoster 

10.  Psoas  Abscess 

Miscellaneous: 

1.  Arteriosclerosis 

2.  Periarteritis  nodosa 

3.  Syphilis 

4.  Cancer  of  retro-peritoneal  glands 

5.  Rectal  neoplasm 

6.  Pelvic  Disease 

7.  Arachnidism 

8.  Food  poisoning 

9.  Diabetic  Coma 

Abdominal  Wall  Pain: 

1.  Intercostal  neuralgia 

2.  Fibro-myositis 

3.  Epigastric  hernia 

Endocrine  Disorders: 

1.  Thyroid 

2.  Pituitary 

3.  Addison’s  Disease 

Allergic  Causes: 

1 . Migraine 

2.  Henoch’s  purpura 

3.  Angioneurotic  edema 

As  it  is  physically  impossible  in  a few 
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minutes  to  discuss  the  entire  list,  the  more 
common  of  extra  and  intra-abdominal  le- 
sions will  be  mentioned,  and  a few  of  the 
diagnostic  steps  of  the  history,  physical 
examination,  or  laboratory  examination 
will  be  outlined. 

Peptic  Ulcer 

In  peptic  ulcer,  the  presence  of  “heart 
burns,”  distress,  “gas,”  or  pain,  relieved 
by  alkalis,  food,  or  milk,  and  returning 
on  an  empty  stomach  leads  one  to  quickly 
suspect  the  stomach  or  duodenum.  Hema- 
temesis  or  passage  of  black  bowel  move- 
ments are  confirmatory  and  a barium 
^eal  demonstrating  an  ulcer  crater  is 
d; agnostic.  The  barium  meal  may  reveal 
other  causes  such  as  a cardiospasm,  gas- 
tr:c  or  duodenal  diverticula,  or  a cancer. 
Treatment  of  a peptic  ulcer  is  medical  in 
90%  of  the  cases,  the  surgical  10%  with 
perforation,  obstruction,  or  intractable 
pain  with  good  supervision  requiring  op- 
eration. Surgery  must  be  considered  for 
the  gastric  ulcer,  especially  if  no  improve- 
ment is  demonstrated  after  one  month  of 
medical  care,  because  a large  number  are 
carcinomas. 

Biliary  System 

The  biliary  system  is  the  basis  of  com- 
plaints in  a large  group.  The  aphorism 
“fair,  fat,  forty,  female,  and  flatulent” 
can  be  well  applied  here.  Pain  brought  on 
by  the  use  of  food  and  unrelieved  by  alka- 
lis or  milk  is  the  keystone  of  the  diagnos- 
tic search.  History  of  colic  and  jaundice 
with  clay  colored  stools  are  late  and  con- 
firmatory. Cholecystograms  with  priodax, 
one  tablet  per  20  pounds,  may  reveal  a 
poorly  filled  gall  bladder  with  shadows 
cast  by  the  non-opaque  stones.  The  more 
damaged  the  gall  bladder  wall,  the  less 
the  concentrating  ability,  the  more  fre- 
quently that  “non-filling”  gall  bladders 
will  be  found.  Only  15-20%  of  gall  stones 
are  radiopaque.  With  this  diagnosis, 
cholecystectomy  offers  the  best  prognosis. 
Without  stones,  and  with  a biliary  dyski- 
nesia, the  ability  to  handle  fats  and  con- 
stipation will  be  improved  with  bile  and 
anti-spasmodics.  Deferment  of  cholecys- 
tectomy leads  to  an  increased  mortality 
and  morbidity  from  an  ascending  cholan- 
gitis, rupture  or  empyema  of  the  gallblad- 
der, and  common  duct  obstruction. 

Intercostal  Neuralgias 

Intercostal  neuralgias  are  responsible 
for  a large  number  of  abdominal  pains, 
and  can  be  simply  tested"1.  First,  hyper- 
esthesia can  be  noted  to  light  stroking  of 


the  skin.  Second,  the  “tender”  roll  of 
skin  and  fat  can  be  picked  up  and  squeez- 
ed, with  reproduction  of  the  pain.  Third, 
pressure  on  the  abdominal  wall  to  pro- 
duce the  pain,  followed  by  an  effort  on 
the  part  of  the  patient  to  arise  and  to 
tighten  the  abdominal  muscles,  will  in- 
crease the  pain  of  intercostal  neuralgia. 
If  the  source  is  intra-abdominal,  the  tight- 
ened abdominal  wall  will  relieve  the 
pain.  The  diagnosis  can  be  confirmed  by 
a 1%  procaine  paravertebral  block  of  the 
involved  nerve.  If  the  pain  returns,  then 
anesthesia  with  a long  lasting  anesthetic 
like  rectocaine  is  suggested.  Foci  of  infec- 
tions, anemias,  and  avitaminoses  must  be 
corrected,  and  syphilis  and  spinal  cord 
and  column  diseases  must  be  ruled  out. 

The  Heart  and  Diaphragm 

Coronary  occlusion  and  thrombosis  will 
be  manifest  mainly  as  a deep  midline 
retrosternal  pain,  accompanied  by  signs 
of  shock,  but  may  have  a large  epigastric 
overflow  with  severe  nausea,  vomiting, 
and  distention.  Close  abdominal  exami- 
nation will  focus  attention  to  the  chest 
where  it  belongs1.  An  electro-cardiogram, 
single  or  serial,  will  generally  reveal  evi- 
dence of  the  lesion. 

Hiatus  hernia  is  a fairly  rare  lesion, 
with  symptoms  of  pain  and  indigestion 
exaggerated  by  bending  forward  or  sit- 
ting, and  relieved  when  a standing  posi- 
tion is  assumed.  An  incidence  of  8-10%  in 
routine  barium  meal  examinations  is  re- 
ported by  radiologists0. 

Intestinal  Obstruction 

Intestinal  obstruction  is  not  infrequent, 
and  when  high,  results  in  a marked  vomit- 
ing. The  pain  characteristically  is  colicky 
and  remittent,  and  is  accompanied  by 
peristaltic  rushes.  A scout  film  of  the  ab- 
domen is  a valuable  aid  in  the  diagnosis 
of  abdominal  lesions.  Once  a diagnosis  of 
small  bowel  obstruction  is  made,  opera- 
tion is  early  and  mandatory.  Proper  use  of 
gastro-duodenal  suction  or  the  Miller  Ab- 
bott tube  for  decompression  permits  bet- 
ter hydration  and  preparation  of  the  pa- 
tient for  laparotomy7. 

The  colon  may  yield  symptoms  refer- 
able to  the  upper  abdomen,  and  attention 
will  quickly  be  drawn  to  it  by  the  history 
of  any  change  in  the  bowel  habits,  or  pas- 
sage of  liquid  stools,  mucus,  blood,  or  pus. 
Because  of  the  visceral  innervation  of  the 
colon,  the  referred  pain  is  usually  lower 
abdominal3.  A stool  and  proctoscopic  ex- 
amination, followed  by  a barium  enema, 
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will  help  to  clear  up  the  differential  diag- 
nosis of  the  colon. 

Renal  Lesions 

Renal  lesions  such  as  stones  or  infec- 
tions, may  not  have  typical  radiating  fea- 
tures or  findings,  and  in  a questionable 
painful  abdomen,  an  intra-venous  pyelo- 
gram  is  always  indicated.  Many  abdom- 
inal explorations  could  be  avoided  if  a 
pyelogram  were  done  in  upper  abdominal 
diagnostic  problems8. 

Pancreatitis 

Pancreatitis  usually  follows  obstruction 
in  the  duct  system  from  any  cause  which 
precipitates  a tremendous  vasospasm  and 
edema,  which  in  turn  may  shade  off  in- 
to pancreatic  necrosis  if  circulatory  in- 
terference continues.  A reduction  of  stim- 
uli with  an  opiate  and  atropine,  gastric 
suction,  and  a posterior  procaine  splanch- 
nic block  will  alleviate  the  symptoms. 
Supportive  treatment  with  glucose,  blood, 
or  oxygen  may  be  necessary  in  more  se- 
vere cases.  Exploration  of  the  common 
duct  and  dilatation  of  the  ampulla  is  a 
step  to  be  entertained  for  the  future  with 
any  evidence  of  illness  or  incapacity. 
Pancreatic  stones  and  cysts  are  usually 
sequelae  of  pancreatitis. 

Hernias 

Small  ventral  hernias  are  not  rare,  hav- 
ing a hiatus  of  1-2  cm.  in  diameter  with 
peritoneal  fat  being  frequently  incarcerat- 
ed. At  times  it  is  very  difficult  to  feel  the 
little  nufbbin  of  fat  even  when  the  patient 
is  relaxed.  Small  upper  para-umbilical 
hernias  with  a herniation  consisting  of 
the  round  ligament  of  the  liver  radiating 
atypical  pain  into  the  right  upper  quad- 
rant can  be  frequently  confused  with  gall 
bladder  disease.  Local  one  finger,  point 
tenderness  at  the  para-umbilical  defect, 


with  reproduction  of  the  pain  by  increased 
pressure  will  quickly  guide  one  to  the 
diagnosis. 

Systemic  Diseases 

The  abdominal  cramp  and  nausea  of 
diabetic  acidosis,  the  abdominal  pain  of 
basal  pneumonia  and  pleurisy,  and  ab- 
dominal crises  of  syphilis  and  blood  dys- 
crasias  can  all  be  spotted  after  a routine 
history,  physical  examination,  urinalysis 
and  blood  count.  The  board  like  rigidity 
of  arachnoidism  can  be  suspected  only 
from  history,  for  it  is  almost  indistinguish- 
able physically  from  a ruptured  duodenal 
ulcer. 


Summary 

There  are  many  other  rarer  causes  of 
upper  abdominal  pain,  but  the  subjects 
mentioned  will  generally  furnish  the  ans- 
wer to  a diagnostic  quest.  Atypical  find- 
ings lead  to  further  investigation  and 
more  questioning.  The  clinical  diagnosis 
is  usually  made  by  the  use  of  one  or  more 
questions  and  maneuvers  which  may  have 
been  previously  omitted.  I hope  that  I 
have  been  able  to  review  satisfactorily  a 
few  of  these  steps. 
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Mass  case  finding  in  hospitals  can  be  effective 

if  applied  to  two  groups — admissions  and  per- 
sonnel. It  is  known  that  our  medical  and  nurs- 
ing personnel  are  often  too  exposed  to  active 
cases  of  unknown  tuberculosis.  This  is  especial- 
ly hazardous  in  the  general  hospital  since  the 
prophylactic  nursing  techniques  usually  fall 
short  of  those  required  in  a communicable  dis- 
ease institution.  The  incidence  of  tuberculosis 
among  doctors  and  nurses  is  already  several 
times  that  of  comparable  groups  in  the  general 
populations,  and  they  should  not  be  needlessly 
exposed  when  the  method  of  detection  is  so 


readily  available.  Hospital  Council  of  Greater 
New  York  and  New  York  Tuberc.  & Health 
A.,  1950. 

The  continued  responsibility  for  the  care  of 

a chronically  sick  person  adds  immeasurably 
to  the  education  of  a physician.  It  requires  ma- 
turity to  be  able  to  recognize  limitations,  to  a- 
void  becoming  angry  because  the  patient  does 
not  get  well,  to  avoid  becoming  discouraged  or 
discouraging,  and  to  continue  to  wish  to  help 
wi‘.hin  the  limits  of  one’s  ability.  John  Romano, 
M,  D.,  J,  A.  M.  A.,  June  3,  1950. 
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ATTENTION,  YOUNG  PHYSICIANS 


Dr.  Sam  A.  Overstreet,  President  of 
Kentucky  State  Medical  Association,  gave 
the  Charge  to  New  Members  at  the  An- 
nual Subscription  Dinner  in  the  Crystal 
Ballroom  of  the  Brown  Hotel  during  the 
recent  Annual  Meeting. 

His  remarks  were  especially  important 
to  young  physicians,  and  since  many  of 
the  new  members  were  not  present,  we 
are  printing  his  address  in  its  entirety: 

Mr.  Toastmaster,  fellow  members  of  the 
Kentucky  State  Medical  Association  and 
guests: 

Last  evening,  Dr.  Aud  read  you  a list 
of  sixty-three  members  of  this  association 
who  had  died  during  the  past  year  and 
paid  a beautiful  tribute  to  their  memory. 
Tonight  I am  to  address  myself  to  the 
seventy-eight  new  members  of  the  asso- 
ciation. It  is  encouraging  to  learn  from 


these  figures  that  at  least  we  are  gaining 
a little  ground  in  the  matter  of  supplying 
medical  practitioners  to  the  people  of  our 
commonwealth. 

The  men  to  whom  I would  address  my- 
self are  not  here  tonight.  They  are  in  all 
probability  at  home  taking  care  of  your 
patients  and  making  new  contacts  in  your 
practice  while  you  enjoy  yourselves  in 
the  social  and  scientific  activities  of  this 
convention.  That  is  most  correct  and  prop- 
er. It  affords  you  an  opportunity  to  get 
away,  and  them  a chance  for  a better 
start.  A fair  exchange  is  no  bargain.  In 
absentia,  however,  it  is  my  privilege  to 
remind  these  seventy-eight  young  physi- 
cians that  they  have  the  honor  now  to  be 
members  of  the  Medical  Society  of  Dr. 
Daniel  Drake,  Dr.  Ephraim  McDowell,  and 
Dr.  Irvin  Abell.  Let  these  young  men 
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study  carefully  the  lives  and  professional 
activities  of  these  three  distinguished 
giants  in  medicine,  and  they  will  require 
no  further  inspiration  to  worth-while  a- 
chievements  of  their  own. 

A great  hew  and  cry  has  arisen,  mostly 
outside  the  medical  profession,  regarding 
$25  annual  dues  which  has  recently  been 
established  by  the  American  Medical  Asso- 
ciation. So  persistent  has  been  this  calami- 
tous wail  from  those  not  at  all  sympathe- 
tic with  our  profession  and  those  most 
critical  of  our  activities,  that  a fairly  large 
percentage  of  the  members  of  our  state  or- 
ganization have  neglected  to  become  mem- 
bers of  the  American  Medical  Association 
and  pay  the  stipulated  dues.  Let  me  urge 
every  new  member  to  align  himself  solid- 
ly with  his  profession  locally  and  nation- 
ally. The  members  of  no  profession  or 
trade  pay  so  small  a stipend  for  the  mem- 
bership and  privileges  of  their  national 
organization  as  do  physicians,  and  it  might 
well  be  added  that  few  if  any  organiza- 
tions use  their  funds  so  wisely  or  so  much 
for  the  common  good  as  does  our  own. 

Membership  in  the  county  and  district 
medical  organizations  should  not  be  neg- 
lected, and  attendance  upon  the  meetings 
of  these  groups  should  be  regular  and 


faithful.  Participation  in  their  programs 
should  be  a privilege  and  regarded  as  an 
opportunity  for  development.  The  prepa- 
ration of  at  least  one  scientific  paper  a 
y~ar  is  reasonable  for  any  practitioner  in 
the  state.  If  invited  to  present  this  paper 
at  local,  district,  or  state  meeting,  all  well 
and  good.  If  no  opportunity  avails  for  its 
presentation,  the  paper  may  be  filed  away 
or  burned  and  still  have  accomplished  a 
worth-while  end  in  the  research,  organi- 
zation of  material,  and  medical  writing 
which  such  an  endeavor  entails. 

Upon  his  entrance  into  any  community, 
the  physician  is  accorded  a place  of  high- 
est rank,  socially  and  professionally. 
Would  that  every  member  of  our  profes- 
sion could  cherish  and  hold  sacred  the 
confidence  and  esteem  reposed  in  him  by 
his  community.  Let  him  assume  his  post 
in  church,  political,  and  civic  affairs 
which  his  fellow  townsmen  so  generously 
accord  him;  and  let  him  perform  with 
dignity  and  zeal  and  effectiveness  the  du- 
ties of  a good  citizen  and  civic  leader 
wherever  may  be  his  home.  Then  will  he 
bring  distinction  and  honor  to  our  profes- 
sion as  truly  as  did  his  distinguished  pre- 
decessors. 


THE  STATUS  OF  THE  INDUCTION  OF  PHYSICIANS 
INTO  THE  ARMED  FORCES 


The  status  of  the  induction  of  physicians 
into  the  armed  forces  has  been  changing 
so  rapidly  that  we  have  had  no  opportu- 
nity to  present  a picture  of  the  situation  in 
the  Journal  since  it  would  have  become 
obsolete  before  it  could  reach  the  reader. 

The  program  now  appears  to  be  some- 
what stabilized  by  the  issuance  of  a presi- 
dential proclamation  putting  the  doctor- 
draft  legislation  into  operation. 

President  Truman  set  October  16th  as 
the  registration  date  for  the  first  two 
categories  specified  in  the  law  and  requir- 
ed the  registration  of  all  other  categories 
to  be  completed  by  January  16,  1951,  leav- 
ing the  setting  of  actual  registration  dates 
to  Selective  Service. 

Required  to  register  on  October  16th 
were  all  male  physicians,  dentists  and 
veterinarians,  under  50  years  of  age  and 
not  members  of  military  reserves,  “.  . . who 
participated  as  students  in  the  Army 
Specialized  Training  Program  or  any  simi- 
lar program  administered  by  the  Navy, 


or  (those)  who  were  deferred  from  serv- 
ice during  World  War  II  for  the  purpose  of 
pursuing  a course  of  instruction  leading 
to  education  in  a medical,  dental  or  allied 
specialist  category,  and  (who  have)  had 
less  than  21  months  of  active  duty  in  Army, 
Air  Force,  Navy,  Marine  Corps,  Coast 
Guard  or  Public  Health  Service  . . . ex- 
clusive of  time  spent  in  postgraduate 
training.” 

Those  covered  by  the  draft  law  who 
are  required  to  register  by  January  16, 
1951,  on  dates  to  be  selected  by  Selective 
Service,  include  all  male  physicians,  den- 
tists and  veterinarians  except  those  over 
50  years  of  age  and  those  in  the  military 
reserve.  Previous  active  duty  will  not  ex- 
empt a man  in  this  group  from  registra- 
tion. Selective  Service  may  order  regis- 
tration of  all  men  in  this  group  on  the 
same  date,  or  call  for  separate  registrations 
based  on  extent  of  active  duty,  with  those 
who  served  the  least  time  registering 
first. 
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Those  between  the  ages  of  18  and  26 
who  have  registered  under  the  general 
draft  must  register  again  under  this  spec- 
ial draft  of  medical  and  dental  person- 
nel. 

Men  are  held  individually  responsible 
for  locating  the  “duly  designated  regis- 
tration official  of  Selective  Service  local 
board  having  jurisdiction  in  the  area  in 
which  he  has  his  permanent  home  or  in 
which  he  may  happen  to  be  on  that 
day  . . .”  Furthermore,  “every  person  sub- 
ject to  registration  under  or  pursuant  to 
this  proclamation  is  required  to  familiar- 
ize himself  with  the  rules  and  regulations 
governing  such  registration  and  to  comply 
therewith.” 

Anyone  prevented  from  registering  on 
the  appropriate  date  because  of  “circum- 
tances  beyond  his  control  ....  shall  do  so 
as  soon  as  possible  after  cause  of  such  in- 
ability ceases  to  exist.”  Setting  the  pat- 
tern for  future  registrat'on,  the  proclama- 
tion provides  that  persons  who  receive 
their  degrees  later,  and  are  otherwise  sub- 
ject to  registration,  also  must  register 
within  five  days  after  receiving  their  de- 
grees. Men  inducted  will  serve  21  months. 

This  act  is  an  amendment  to  the  gen- 
eral draft  law,  and  the  general  law’s  de- 
ferment provisions  will  apply,  covering 
physical  condition  and  hardship  cases.  Ad- 
visory committees  will  make  recommen- 
dations in  situations  where  drafting  of  a 


physician  might  leave  a community  with 
inadequate  medical  service. 

Dr.  Howard  Rusk  has  been  appointed 
as  Chairman  of  the  National  Procure- 
ment and  Assignment  Committee  which 
will  advise  National  Selective  Service  on 
broad  policy  affecting  the  draft  of  doc- 
tors. 

Dr.  Rusk  has  appointed  Dr.  A.  Clayton 
McCarty  to  serve  as  Chairman  of  Ken- 
tucky’s Procurement  and  Assignment 
Committee.  Dr.  McCarty  had  previously 
been  appointed  as  chairman  of  the  Ken- 
tucky State  Medical  Association’s  com- 
mittee to  cooperate  with  the  armed 
forces  and  to  protect  the  interests  of  the 
nrofession  and  the  medical  care  of  the 
people. 

The  Kentucky  State  Medical  Associa- 
tion House  of  Delegates  authorized  the 
appointment  of  a large  Advisory  Commit- 
tee composed  of  the  15  Councilors  and  as 
many  others  as  might  be  required.  The 
House  of  Delegates  also  adopted  a modi- 
fication of  the  point  system  devised  by 
the  Kentucky  Physicians  Veterans  Asso- 
ciation to  be  used  as  a guide  by  the  Com- 
mittee in  establishing  priorities. 

At  the  time  this  is  written,  the  Commit- 
tee is  devising  a questionnaire  to  be  mail- 
ed to  all  Kentucky  physicians  to  give  in- 
formation needed  by  the  Committee  in- 
cluding the  number  of  points  possessed 
by  each  doctor. 


HAVE  YOU  "BORROWED"  ANY  CHIROPRACTIC 
PHILOSOPHY? 


Will  Rogers  used  to  say,  “All  I know  is 
what  I read  in  the  papers.”  For  the  sake 
of  Will’s  store  of  knowledge,  we  hope  he 
wasn’t  exposed  to  news  of  such  doubtful 
content  as  some  we  read  today. 

For  instance,  in  the  Louisville  Courier 
Journal  of  October  8,  we  read  that  “Chiro- 
practors say  they  are  getting  a wry  laugh 
out  of  seeing  their  ideas  and  practices 
‘borrowed’  and  put  into  practice  by  the 
medical  profession.”  Also  this  gem,  “They 
have  been  steadily  taking  over  our  philos- 
ophy without  admitting  it” — a quotation 
from  the  president  of  the  Missouri  Chiro- 
practic College,  St.  Louis. 

Now  we  have  heard  everything. 

Medicine  has  never  hesitated  to  “bor- 
row” or  absorb  into  the  stockpile  of  medi- 


cal knowledge,  any  truth  or  principle  that 
could  in  any  way  contribute  to  the  alle- 
viation of  human  suffering  or  disease,  re- 
gardless of  the  source. 

We  have  “borrowed”  from  some  bizarre 
and  unexpected  places.  We  “borrowed” 
curare  from  the  witch  doctors  in  the  jun- 
gles of  South  America,  but  so  far  as  we 
know  medicine  has  found  nothing  to  bor- 
row from  “Chiropractic  philosophy.” 

In  fact,  we  have  never  known  a single 
physician  who  practiced  chiropractic 
without  a license.  We  cannot  conceive  of 
such  a condition  existing  but  if  any  physi- 
cian has  “borrowed”  any  “Chiropractic 
philosophy,”  it  will  be  appreciated  by  the 
profession  if  he  will  return  it  at  once. 
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THE  KENTUCKY  CHAPTER  OF  THE  AMERICAN 
COLLEGE  OF  CHEST  PHYSICIANS 


We  admire  the  work  that  is  being  done 
by  the  Kentucky  Branches  of  the  National 
Colleges  in  several  fields  of  medicine. 
The  Kentucky  Chapter  of  The  American 
College  of  Chest  Physicians  is  one  of  these 
in  which  there  is  considerable  interest 
and  which  holds  promise  of  worthwhile 
achievements. 

We  have  contacted  Murray  Kornfeld, 
Chicago,  Executive  Secretary  of  The  Col- 
lege, who  has  given  us  the  following  in- 
formation covering  the  Kentucky  Chapter 
and  the  present  organization. 

The  American  College  of  Chest  Physi- 
cians with  more  than  three  thousand  mem- 
bers in  sixty-three  counties  is  the  largest 
world  association  concerned  with  the 
specialty  of  Diseases  of  the  Chest. 

The  specialty  embraces  clinicians  who 
specialize  in  chest  diseases,  cardiologists, 
thoracic  surgeons,  bronchoscopists,  and 
roentgenologists.  The  Association  has  for- 
ty chapters  throughout  the  world.  Two 
years  ago  the  Kentucky  Chapter  of  the 
College  was  organized  with  the  late  Dr. 
Paul  A.  Turner,  Louisville,  as  its  first 
president.  Dr.  Turner  was  one  of  the  pio- 
neer workers  in  the  College  and  at  the 
time  of  his  death  was  serving  as  the 
Chairman  of  the  Board  of  Regents  of  the 
American  College  of  Chest  Physicians. 

Dr.  Benjamin  L.  Brock,  formerly  Medi- 
cal Director  of  Waverly  Hills  Sanatorium, 
is  at  present  serving  the  College  as  Assist- 
ant Treasurer.  Dr.  Robertson  O.  Joplin, 
Louisville,  the  newly  elected  President  of 
the  Kentucky  Chapter  of  the  College,  is 
Vice-Chairman  of  the  Council  on  Under- 
graduate Medical  Education  of  the  A- 
merican  College  of  Chest  Physicians.  Dr. 
Hugh  L.  Houston,  immediate  Past  Presi- 
dent of  the  Kentucky  State  Medical  Asso- 
ciation, has  served  the  College  in  many 
important  posts  and  has  been  the  sponsor 
of  the  Kentucky  Chapter  of  the  College. 

It  is  largely  due  to  his,  Dr.  Houston’s, 
efforts  that  eminent  specialists  from  var- 
ious parts  of  the  country  have  travelled 
to  Kentucky  to  participate  in  the  scienti- 
fic programs  of  the  Chapter  and  the  Ken- 
tucky State  Medical  Association.  Last 
year  the  Chapter  was  honored  with  such 
speakers  as  Dr.  Richard  H.  Overholt,  Pro- 


fessor of  Surgery,  Tufts  Medical  College, 
Boston,  Mass.,  and  this  year  by  Dr.  Osier 
A.  Abbott,  Professor  of  Surgery,  Emory 
Medical  College,  Atlanta,  Georgia. 

September  17th  through  22nd,  1950,  the 
College  held  its  first  International  Con- 
gress in  Rome,  Italy,  with  more  than  one 
thousand  physicians  and  their  wives  at- 
tending from  forty  countries.  More  than 
one  hundred  scientific  papers  were  pre- 
sented at  this  Congress.  The  papers  will 
be  published  in  the  Official  Journal  of 
the  American  College  of  Chest  Physicians, 
“Diseases  of  the  Chest,”  together  with  the 
proceedings  of  the  meeting. 

Sir  Alexander  Fleming  of  Great  Britain 
received  the  College  award  in  Rome  on 
the  opening  day  of  the  Congress  for  his 
contribution  to  medical  science. 

Professor  Manoel  De  Abreu,  Rio  de  Ja- 
ne'ro,  Brazil,  received  a similar  award  at 
the  last  annual  meeting  of  the  College  in 
San  Francisco,  June  24,  1950,  for  his  con- 
tribution to  medical  science  through  the 
development  of  the  Photo-Fluorographic 
unit.  As  a result  of  Professor  De  Abreu’s 
work,  more  than  ten  million  miniature  x- 
ray  films  have  been  taken  in  the  United 
States. 

Dr.  Evarts  A.  Graham,  Professor  of  Sur- 
gery at  Washington  University  School  of 
Medicine,  St.  Louis,  received  the  College 
award  last  year  for  outstanding  achieve- 
ment in  the  specialty  of  Diseases  of  the 
Chest. 

The  College  has  been  instrumental  in 
furthering  postgraduate  medical  educa- 
tion throughout  the  world  and  a series  of 
postgraduate  courses  will  be  given  this 
fall  in  Medical  Centers  in  various  parts  of 
the  United  States. 

The  College  has  published  a book  en- 
titled, “The  Fundamentals  of  Tuberculosis 
and  its  Complications,”  and  a second  book 
entitled,  “Non-Tuberculous  Diseases  of 
the  Chest,”  is  now  in  the  process  of  publi- 
cation. Leading  authorities  in  the  Special- 
ty of  Diseases  of  the  Chest  have  contribut- 
ed to  these  important  books. 

There  are  thirty-eight  Fellows  and  As- 
sociates of  the  American  College  of  Chest 
Physicians  in  the  State  of  Kentucky. 
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HOSPITAL  ASSOCIATION  MOVES  TO  STANDARDIZE 
MEDICAL  PRACTICE 


The  relationship  between  physicians 
and  hospitals  was  definitely  worsened  by 
the  action  of  the  American  Hospital  Asso- 
ciation’s House  of  Delegates  Meeting  in 
Atlantic  City  recently,  authorizing  a hos- 
pital standardization  program  to  be  operat- 
ed by  hospital  boards. 

Dr.  George  F.  Lull,  Secretary  and  Gen- 
eral Manager  of  A.  M.  A.,  in  a press  state- 
ment said,  “The  action  of  the  American 
Hospital  Association  means  that  the  pro- 
fessional practice  of  medicine  would  be 
controlled  by  the  hospitals  of  that  Asso- 
ciation. It  would  mean,  too,  that  hospitals 
would  act  as  judge  and  jury  in  medical 
matters  and  this  would  be  harmful  to  the 
patient.” 

A section  of  the  resolution  reads  as  fol- 
lows: 

“Resolved,  that  the  American  Hospital 
Association  establish  a hospital  standard- 
ization program,  and  be  it  further  resolv- 
ed that  the  American  Hospital  Association 
invite  interested  organizations  of  the 
medical  profession  to  cooperate  in  the  de- 
velopment of  standards  relating  to  the 
practice  of  medicine  in  hospitals;  and  be 
it  further  resolved  that  other  professional 
organizations  concerned  with  the  prob- 
lems of  hospital  standards  be  invited  to 
cooperate  with  the  American  Hospital  As- 
sociation in  a hospital  standardization 
program.” 

In  his  Secretary’s  Letter,  Dr.  Lull  made 
the  following  report  concerning  the  situa- 
tion: 

“When  it  was  first  reported  that  the 
American  College  of  Surgeons  was  with- 
drawing from  hospital  standardization, 
the  A.  M.  A.  Board  of  Trustees  appointed 


a committee  which  met  with  the  college 
representatives  on  two  different  occa- 
sions. At  both  meetings  the  A.M.A.  press- 
ed for  a postponement  so  that  all  concern- 
ed could  study  the  problem.  This  feeling 
was  passed  on  to  the  American  Hospital 
Association.  Since  it  took  the  action  it  did, 
the  association  evidently  could  see  no  rea- 
son for  postponement  or  further  study. 

“The  A.  M.  A.  Board  of  Trustees,  meet- 
ing in  Chicago  a week  prior  to  the  hospi- 
tal session,  considered  the  question  of 
hospital  standardization,  and  sent  a wire 
to  John  J.  Hatfield,  president  of  the  A- 
merican  Hospital  Association,  stating  that 
the  Board  was  of  the  opinion  that  “this  ac- 
tion would  be  extremely  unwise  at  this 
time.”  The  Board  in  its  wire  urged  that 
“any  action  on  the  part  of  the  A.  H.  A.  be 
delayed  until  the  principles  involved 
could  be  thoroughly  discussed  by  those 
most  concerned,  namely  the  American 
Medical  Association,  the  American  Hospi- 
tal Association  and  the  American  College 
of  Surgeons.” 

“Then  in  addition  to  the  wire,  the  presi- 
dent of  the  A.  M.  A.  and  two  members  of 
its  Board  of  Trustees — Elmer  L.  Hender- 
son and  Trustees  E.  J.  McCormick  and 
Gunnar  Gundersen — met  with  represen- 
tatives of  the  A.  H.  A.  in  Atlantic  City  on 
Sunday  morning,  September  17 — the  day 
the  session  opened.  The  A.  M.  A.  officers 
again  urged  that  action  be  postponed  at 
this  time,  but  the  A.  H.  A.  House  of  Dele- 
gates decided  otherwise  because  the  reso- 
lution was  adopted  four  days  later.  The 
A.  M.  A.  representatives  reiterated  the 
A.  M.  A.’s  position:  That  the  professional 
staffs  of  hospitals  must  not  be  placed  un- 
der control  of  hospital  administrators.” 


: EDITORIAL 

Eleven  hundred  Nebraska  physicians 
have  signed  as  Blue  Shield  Participating 
Physicians.  The  Nebraska  Blue  Shield 
Plan  covers  about  134,000  Nebraskans  and 
pays  to  Nebraska  physicians  approximate- 
ly $100,000  each  month. 


Santa  Claus,  M.  D.,  is  the  title  of  a 
new  book  presenting  the  doctor’s  case  a- 
gainst  compulsory  health  insurance.  The 


COMMENTS  : 

author  is  Dr.  W.  W.  Bauer,  Director  of  the 
A.M.A.  Bureau  of  Health  Education  and 
Editor  of  Today’s  Health  (Formerly  Hy- 
geia) . 

By  detailing  the  12-point  program  for 
improving  the  nation’s  health,  Dr.  Bauer 
explains  what  140,000  doctors  are  doing 
and  are  planning  to  do  in  serving  the  na- 
tion’s health  needs.  He  answers  many  of 
the  criticisms  of  present  medical  care.  He 
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reviews  the  available  ways  of  prepaying 
the  costs  of  medical  care. 

The  book  should  accomplish  much  in 
demonstrating  to  the  people  that  compul- 
sory health  insurance  can  never  answer 
their  medical  needs  and  would  completely 
upset  the  long  range  planning  of  the  pro- 
fession for  more  good  doctors  and  for 
making  more  and  continually  better  medi- 
cal care  available  to  the  people. 


Dr.  Oliver  Wendell  Holmes’  poem,  “The 
Stethoscope  Song,  a Professional  Ballad,” 
is  carried  in  the  September  1950  issue  of 
The  Journal  of  the  Medical  Association 
of  the  State  of  Alabama  as  a portion  of 
an  article  “Historic  Delays  in  the  Appli- 
cation of  Knowledge  about  the  Heart”  by 
Paul  D.  White,  M.  D.,  of  Boston. 

In  the  24  verse  ballad,  Dr.  Holmes  pokes 
not  too  gentle  fun  at  the  stethoscope  which 
had  been  devised  by  Laennec  some  30 
years  previously. 

One  would  think  that  a physician  of  suf- 
ficient scientific  bent  to  make  the  obser- 
vations Oliver  Wendell  Holmes  reported 
in  his  paper  “On  Puerpural  Fever”  would 
have  welcomed  the  stethoscope  as  a diag- 
nostic aid. 

Thus  we  find  in  the  middle  of  the  nine- 
teenth century  another  too  often  needed 
warning  against  the  closed  mind. 


All  records  for  enrollment  in  medical 
schools  were  broken  during  the  last  school 
year,  according  to  Donald  G.  Anderson, 
M.  D.,  Secretary  of  the  A.M.A.  Council  on 
Medical  Education  and  Hospitals. 

Total  enrollment  in  72  medical  schools 
and  six  basic  science  schools  was  25,103, 
of  whom  1,806  or  7.2%  were  women. 

In  1949-50,  5,553  physicians  were  gradu- 
ated— 459  more  than  the  preceding  year. 


Enrollment  in  present  senior  classes  indi- 
cate that  more  than  6,000  will  be  graduat- 
ed this  school  year. 

Total  budgets  of  the  schools  are  $67,500- 
000,  representing  an  increase  of  42%  dur- 
ing the  last  four  years. 

Polls  taken  in  nineteen  schools  indicate 
an  increase  from  36  to  47  percent  in  the 
number  planning  to  enter  general  prac- 
tice while  those  planning  to  specialize  de- 
creased from  36  to  31  percent. 


We  wonder  why  Mr.  Ernest  Bevin,  Eng- 
land’s Foreign  Secretary,  elected  in  April 
and  again  in  June  to  undergo  hemorrhoid 
operations  in  hospitals  that  are  outside 
Britain’s  National  Health  Service. 

Could  it  be  that  he  was  dubious  of  the 
quality  of  socialized  medical  care  or  was 
he  simply  too  busy  to  stand  in  line? 


Gantrisin,  a sulfa  drug  formerly  known 
as  NU-445,  is  giving  good  results  in  chil- 
dren with  pneumonia,  bronchitis,  tonsilli- 
tis, urinary  infection  and  ear  inflamma- 
tion, according  to  Drs.  John  A.  Bigler, 
Children’s  Memorial  Hospital,  Chicago, 
and  Orville  Thomas,  Shreveport,  Louisi- 
ana. 

Their  results  printed  in  the  May  issue 
of  the  American  Journal  of  Diseases  of 
Children  indicate  that  the  drug  possesses 
low  toxicity.  Due  to  its  high  solubility,  it 
does  not  crystalize  in  the  body,  they  state. 


The  interest  displayed  by  the  members 
in  all  phases  of  the  Annual  Meeting  is 
most  encouraging.  This  seems  to  be  indic- 
ative of  increased  interest  and  partici- 
pation of  a greater  number  of  members 
in  the  affairs  of  the  association.  It  is  only 
upon  such  a foundation  that  we  can  have 
a truly  great  and  profitable  association. 
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ORGANIZATION  SECTION 


Dr.  Houslon  Installs  New  President, 
Accepts  Gold  Key 

Sam  A.  Overstreet,  M.  D.,  Louisville,  was 
installed  as  the  one  hundredth  President  of 
the  Association  in  an  impressive  ceremony,  by 
the  retiring  President,  Hugh  L.  Houston,  M.  D., 
Murray,  following  the  presentation  of  the  last 
scientific  paper  Thursday  afternoon,  at  the 
Annual  Meeting. 


President  Houston  terminated  his  adminis- 
tration by  presenting  the  gavel  to  the  new 
President,  Sam  A.  Overstreet,  Louisville, 
during  an  impressive  installation  ceremony 
at  the  close  of  the  final  scientific  session 
on  Thursday  afternoon. 


The  oath  of  office,  taken  by  Dr.  Overstreet, 
was  patterned  after  the  A.  M.  A.  oath  and  was 
administered  by  Dr.  Houston.  The  oath  follows: 
“I  solemnly  swear  that  I shall  carry  out  the 
duties  of  the  office  of  President  of  the  Kentuc- 
ky State  Medical  Association  to  the  best  of  my 
ability.  I shall  strive  constantly  to  maintain 
the  ethics  of  the  medical  profession  and  to  pro- 
mote the  public  health  and  welfare.  I shall 
dedicate  myself  and  my  office  to  improving  the 
health  standards  of  the  people  of  the  Com- 
monwealth of  Kentucky  and  to  the  task  of 
bringing  increasingly  improved  medical  care 
within  the  reach  of  every  citizen.  I shall  up- 


hold the  Constitution  of  the  United  States  and 
of  the  Commonwealth  of  Kentucky  at  all  times. 
I shall  uphold  the  Constitution  and  By-Laws 
of  the  American  Medical  Association  and  the 
Kentucky  State  Medical  Association  at  all 
times.  I shall  champion  the  cause  of  freedom 
in  medical  practice — and  freedom  for  all  my 
fellow  Americans. 

“I  do  solemnly  swear  that  I will  discharge 
the  duties  of  this  office  to  the  best  of  my  abili- 
ty, so  help  me  God.” 

The  first  official  act  of  the  new  President 
was  a presentation  of  the  engraved  gold  Presi- 
dent’s key  to  the  retiring  executive,  Dr.  Hous- 
ton. Following  this  act,  the  convention  was  ad- 
journed. 


House  Chose  Dr.  Bailey,  Harlan,  As 
The  President-Elect 

W.  Clark  Bailey,  M.  D.,  Harlan,  an  A.M.A. 
Delegate  from  Kentucky,  and  long  a consistent- 
ly hard-working  and  loyal  member  of  the  Har- 
lan County  Medical  Society  and  the  K.S.M.A., 
was  chosen  PresidenLElect  at  the  election  of 
officers  Wednesday  afternoon  in  the  second 
House  of  Delegates  meeting. 

Dr.  Bailey  was  born  in  1900.  After  attending 
Georgetown  College,  he  graduated  from  the 
University  of  Louisville  School  of  Medicine  in 
1926.  Following  an  internship  at  the  Louisville 
City  Hospital,  he  established  his  practice  at 
Harlan,  where  he  has  lived  since. 

It  is  customary  to  follow  the  rotation  system 
of  selecting  Presidents-Elect  for  the  Associa- 
tion. The  order  of  rotation  is  as  follows:  West- 
ern Kentucky,  Louisville,  Eastern  Kentucky. 
The  1950  selection  came  from  Eastern  Kentuc- 
ky. Next  year  the  President-Elect  will  be  a 
Western  Kentucky  physician. 

A complete  list  of  the  nineteen  new  officers 
follows: 

President-Elect,  Clark  Bailey,  M.  D'.,  Harlan. 
Vice-President  (Eastern),  Charles  B.  Stacy,  M.D. 

Pineville. 

Vice-President  (Central),  M.  J.  Henry,  M.  D., 

Louisville. 

Vice-President  (Western),  J.  Pepper  Glenn,  M.D. 

Russellville. 

Speaker,  Hugh  L.  Houston,  M.  D.,  Murray. 
Vice-Speaker,  Charles  A.  Vance,  M.  D., 

Lexington. 
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Delegate,  A.M.A.  (full  term)  J.  Duffy  Han- 
cock, M.  D.,  Louisville. 
Delegate,  A.M.A.  (unexpired  term  of  Clark 
Bailey),  J.  B.  Lukins,  M.D.,  Louisville. 
Delegate,  A.M.A.  (short  term  expires  Decem- 
ber 31,  1950),  Bruce  Underwood,  M.  D., 

Louisville. 

Orator  in  Surgery,  C.  H.  Maguire,  M.  D., 

Louisville. 

Orator  in  Medicine,  Carl  H.  Fortune,  M.  D., 

Lexington. 

COUNCILORS 

Second  District,  R.  Haynes  Barr,  M.  D., 

Owensboro. 

Third  District,  Delmas  M.  Clardy,  M.  D., 

Hopkinsville. 

Fourth  District,  James  I.  Greenwell,  M.  D. 

New  Haven. 

Seven. h District,  B.  B.  Baughman,  M.  D., 

Frankfort. 

Ninth  District,  J.  R.  Cummings,  M.  D., 

Flemingsburg 

Eleventh  District,  Hugh  Mahaffey,  M.  D., 

Richmond. 

Twelfth  District,  Carl  Norfleet,  M.  D., 

Somerset. 

Thirteenth  District,  Clyde  C.  Sparks,  M.  D., 

Ashland 


Drs.  Henderson  and  Lull  Address 
General  Public  Meeting 

Several  interesting  speakers  addressed  the 
large  audience  who  attended  the  General  Pub- 
lic Meeting  in  the  Crystal  Ballroom  in  the 
Brown  Hotel  on  the  evening  of  September  26. 
President  Hugh  L.  Houston,  presided. 

Dr.  George  F.  Lull,  Secretary  and  General 
Manager  of  A.M.A.,  brought  greetings  to  our 
Association  and  extended  a cordial  invitation 
to  our  members  to  visit  “535  North  Dearborn” 
in  Chicago.  He  paid  tribute  to  the  large  part 
that  Kentucky  physicians  have  played  in  the 
American  Medical  Association.  He  said,  “ ‘Vir- 
ginia is  the  Mother  of  Presidents,’  but  Kentucky 
is  the  Mother  of  A.M.A.  Presidents,  having  pro- 
duced more  than  any  other  state.” 

Dr.  Guy  Aud,  Past-President,  conducted  an 
impressive  ceremony  memorializing  63  Ken- 
tucky physicians  who  have  died  since  the  1949 
Annual  Meeting. 

Major  General  Harry  G.  Armstrong,  Surgeon 
General,  U.  S.  Air  Force,  Washington,  was  in- 
troduced by  Dr.  A.  Clayton  McCarty,  Chairman 
of  the  Emergency  Liaison  Committee  on  Mili- 


tary Service.  General  Armstrong  explained  the 
provisions  of  the  doctor-draft  legislation  and 
commented  on  the  necessity  for  civilian  as 
well  as  military  physicians  to  be  familiar  with 
the  medical  aspects  of  atomic  and  bacteriolog- 
ical warfare.  He  said  that  medical  schools  are 
beginning  to  alter  their  curricula  to  prepare 
graduates  for  military  medicine  and  civil  de- 
fense as  well  as  for  private  practice. 


Dr.  George  F.  Lull,  Secretary  and  General 
Manager  of  the  A.M.A.  pictured  the  scope 
of  A.M.A.  activities  at  the  General  Public 
Meeting.  Dr.  Elmer  L.  Henderson,  Louis- 
ville, (Left)  A.M.A.  President,  gave  the 
principal  address.  Dr.  Hugh  L.  Houston, 
Murray,  (Center)  President  of  K.S.M.A., 
was  the  Master  of  Ceremonies. 


D'r.  Elmer  L.  Henderson,  President  of  the  A- 
merican  Medical  Association,  was  the  princi- 
pal speaker  of  the  evening.  Dr.  Henderson  ex- 
pressed his  appreciation  to  Kentucky  State 
Medical  Association  and  to  Jefferson  County 
Medical  Society  and  credited  th^se  organiza- 
tions with  the  recognitions  that  have  come  to 
him.  He  said,  “Whatever  honors  I have  receiv- 
ed have  stemmed  from  the  honors  you  paid 
me.” 

Dr.  Henderson  praised  the  Kentucky  State 
Medical  Association  and  Kentucky  physicians 
individually  for  splendid  cooperation  with  the 
Education  Campaign.  He  said,  “It  is  gratifying 
to  see  so  much  work  being  done  that  has  re- 
sulted in  300  Kentucky  resolutions  in  opposi- 
tion to  compulsory  health  insurance.” 

After  speaking  on  the  objectives  of  the  A- 
merican  Medical  Association,  Dr.  Henderson 
showed  an  interesting  film  depicting  the  scope 
and  effect  of  the  Association’s  nation-wide  ac- 
tivities in  raising  the  standards  of  medical  care 
and  in  improving  the  health  of  the  people. 
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A view  of  fhe  Regisiraiion  Booth.  This 
was  a busy  spot  since  registration  totaled 
1,580,  which  is  the  largest  on  record. 


Annual  Meeting  Attracts  Record 
Attendance,  1580  Register 

The  1950  Annual  Meeting  held  September  26, 
27,  and  28,  in  Louisville  at  the  Columbia  Audi- 
torium will  be  listed  as  one  of  the  very  best  at- 
tended meetings  in  the  history  of  the  Associa- 
tion, with  a total  of  713  members  registered,  43 
guest  physicians  and  86  interns  and  residents, 
for  a total  of  841  physicians  present. 

It  is  difficult  to  compare  the  absolute  totals 
present  in  the  past,  due  to  different  methods 
in  setting  up  the  records. 

At  the  Annual  Dinner,  732  people  were  serv- 
ed in  the  Crystal  Ballroom  .at  the  Brown  Hotel. 
This  was  a record  attendance  for  the  dinner. 

The  complete  official  attendance  figures  by 
classifications  are  listed  below: 


Members 

713 

Guests 

190* 

Medical  Students 

155 

Registered  Nurses 

29 

Interns  - Residents 

85 

Technicians  - Office  Assistants 

86 

Exhibitors 

135 

Total 

1,393 

Woman’s  Auxiliary 

187 

Grand  Total 

1,580 

^Includes  43  guest  physicians  and  33  auxiliary 
members. 


Dr.  Overstreet  Tells  Delegates  of  Plans 
For  Centennial 

Plans  for  the  1951  Centennial  Meeting  of  the 
Association,  which  will  be  held  October  2,  3 
and  4 at  the  Columbia  Auditorium  in  Louis- 
ville, were  discussed  by  Sam  A.  Overstreet, 
M.  D.,  Louisville,  chairman  of  the  committee,  in 
detail  at  the  second  meeting  of  the  House. 

One  of  the  features  of  the  meeting  will  be  a 
very  strong  scientific  program  given  by  Ken- 


tucky born  or  educated  physicians  that  are  do- 
ing outstanding  work  in  the  various  parts  of 
the  country.  Dr.  Overstreet  invited  members 
of  the  House  to  suggest  names  that  would  be 
prospects  for  this  program. 

Other  features  will  include  a special  History 
of  the  Association,  to  be  written  by  Emmet  F. 
Horine,  M.  D.,  Brooks,  Kentucky;  a special 
Centennial  Issue  of  the  Journal  of  the  Associa- 
tion; special  newspaper  editions;  a possible  fea- 
ture of  national  interest;  both  technical  and 
non-technical  television;  and  special  exhibits 
from  our  own  Association  and  allied  groups 
depicting  100  years  of  medical  progress. 

Dr.  Overstreet  said  that  the  Centennial  Com- 
mittee would  act  as  a steering  committee  with 
the  various  committee  members  acting  as  chair- 
men of  sub-committees  charged  with  specific 
duties. 

The  House  of  Delegates  voted  in  the  second 
session  Wednesday  to  hold  the  1952  meeting 
in  Louisville. 


Dr.  Charles  A.  Vance,  Lexington,  Past 
President  of  K.S.M.A.  was  selected  by  the 
House  of  Delegates  to  receive  the  Distin- 
guished Service  Award.  Dr.  Vance  is  shown 
accepting  the  award  from  Dr.  Bruce  Uh- 
derwood  at  the  General  Public  Meeting. 


Doctors  Vance,  Yates  and  Wheeler 
Honored  At  Meeting 

Charles  A.  Vance,  M.  D.,  Lexington,  E.  Car- 
roll  Yates,  M.  D.,  Lexington  and  W.  H.  Wheel- 
er, M.  D.,  Olive  Hill,  were  the  recipients  of  the 
three  .annual  awards  presented  by  Bruce  Un- 
derwood, M.  D.,  Secretary  and  General  Mana- 
ger, in  behalf  of  the  Association,  at  the  Annual 
Public  Meeting  held  in  the  Crystal  Ballroom 
of  the  Brown  Hotel,  Tuesday  evening,  Septem- 
ber 26,  1950. 

Dr.  Vance  became  the  sixth  member  to  re- 
ceive the  Distinguished  Service  Award,  given 
by  the  Association.  Born  in  1880,  Dr.  Vance 
gratuated  from  the  Kentucky  University  in 
1900  with  an  A.  B.  degree,  and  from  the  same 
school  in  1903  received  his  M.  D'.  degree.  After 
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interning  in  Louisville  and  New  York,  he  lo- 
cated in  Lexington  where,  since  1919,  he  has 
limited  his  practice  to  surgery. 

One  of  the  Association’s  most  useful  mem- 
bers, Dr.  Vance  served  it  as  ,a  Councilor  from 
his  district  for  22  years  and  was  Chairman  of 
the  Council  for  15  years.  He  was  President  of 
the  Association  for  the  1948-49  year.  In  1945, 
he  was  President  of  the  Southern  Surgical  As- 
sociation and  is  now  Chairman  of  its  Council. 
He  was  the  first  President  of  the  recently  or- 
ganized Kentucky  Surgical  Society. 

E.  Carroll  Yates,  M.  D.,  Lexington,  was  se- 
lected by  the  House  of  Delegates  Cas  were  the 
other  two  winners  of  awards)  to  receive  the 
E.  M.  Howard  Medal  for  meritorious  service. 
Dr.  Yates  was  born  in  Lexington  in  1898  and 
received  his  M.  D.  degree  from  the  University 
of  Michigan  Medical  School  in  1922.  He  limits 
his  practice  to  otolaryngology. 

Dr.  Yates  is  Past-President  of  the  Fayette 
County  Medical  Society  and  at  present  is 
president  of  the  staff  at  Good  Samaritan  Hos- 
pital in  Lexington.  He  is  rendering  outstand- 
ing service  as  a member  of  the  Association’s 
Education  Committee.  He  is  a tireless  worker 
for  Kentucky’s  Blue  Shield  Plan — which  he 
helped  organize — as  a member  of  its  Board  of 
Directors  and  its  Executive  Committee. 

Dr.  Wheeler  was  voted  the  J.  Watts  Stovall 
General  Practitioner  Award.  Dir.  Stovall  ac- 
cepted Dr.  Wheeler’s  award  for  him  as  Dr. 
Wheeler  was  not  able  to  be  present.  Dr.  Wheel- 
er was  born  in  1878  and  graduated  from  the 
University  of  Tennessee  in  1901.  He  began 


practice  at  Charley,  Kentucky,  and  has  prac- 
ticed at  West  Liberty,  Wheelwright,  Ashland 
and  has  been  in  Olive  Hill  since  1936.  He  serv- 
ed in  World  War  I in  the  Army. 

Still  active  and  accepting  night  calls,  Dr. 
Wheeler  practiced  in  the  era  when  $5.00  was 
the  fee  for  an  O.B.  case  and  $.50  was  charged 
for  town  calls.  Dr.  Wheeler’s  name  will  be  sub- 
mitted to  the  American  Medical  Association 
to  compete  for  the  National  General  Practice 
Award,  which  was  won  last  year  by  Andy  Hall 
M.  D.,  of  Illinois. 


House  Makes  Important  Decisions  At  Well 
Attended  Sessions 

The  House  of  Delegates  operated  during  the 
Annual  Meeting  for  the  second  year  under  the 
new  Reference  Committee  system,  that  is  simi- 
lar to  the  system  used  in  such  a satisfactory 
way  by  the  A.MA.  and  many  state  associations. 

The  fact  that  80  percent  of  the  members  of 
the  House,  or  121  out  of  an  eligible  list  of  150, 
registered  for  the  meetings,  indicates  the  genu- 
ine interest  the  members  had  in  the  proceed- 
ings and  reflects  the  healthy  and  vigorous  state 
of  the  Association.  Twenty-one  officers  out 
of  an  eligible  23  were  also  registered. 

Despite  the  Vast  number  of  reports  review- 
ed, the  weighty  decisions  that  were  made,  new 
business  transacted,  and  the  election  of  officers, 
the  House  was  in  session  for  only  two  hours  in 
the  first  meeting  and  one  hour  and  50  minutes 
the  second  meeting. 

Included  among  the  more  important  actions 


A portion  of  the  House  of  Delegates  is  shown  as  a report  of  a Reference  Committee  is  being 
made  during  the  last  session. 

Vigorous  interest  in  the  affairs  of  the  Association  was  reflected  in  the  attendance  of  80%  of 
all  eligible  delegates  at  the  sessions  of  the  House  during  the  Annual  Meeting. 
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were  the  approval  of  the  change  in  the  Consti- 
tution and  By-Laws;  re-districting  the  state, 
increasing  the  Councilor  Districts  from  11  to 
15;  approval  of  the  Resolution  of  the  Veterans 
Physicians  Association,  with  certain  modifica- 
tions, calling  for  a point  system  in  the  procure- 
ment of  medical  personnel  for  the  Armed 
Forces;  voting  of  the  awards;  and  the  election 
of  officers. 

A complete  report  of  the  proceedings  of  both 
meetings  of  the  House  will  be  carried  in  the 
December  issue. 


Dr.  C.  C.  rioward,  (night),  Glasgow,  Chair- 
man of  the  Council,  is  shown  presenting 
the  report  of  the  Council  to  the  House  of 
Delegates.  President  Houston  is  presiding. 


Call  Bureaus,  Blue  Shield  Voted 
Support  By  Delegates 

Pin-pointing  the  attention  of  each  county 
medical  society  to  highly  important  phases  of 
practice — the  House  of  Delegates  passed  the 
following  recommendations  of  the  Council  dur- 
ing the  Annual  Meeting: 

(a)  Set  up  an  efficient  emergency  physician 
call  system  covering  24  hours  per  day,  seven 
days  per  week,  especially  nights,  Sundays  and 
holidays. 

(b)  Encourage  widespread  coverage  of  the 
population  by  Blue  Cross  and  Blue  Shield  Con- 
tracts. 

(c)  Initiate  plans  for  better  medical  care  of 
the  indigent. 

One  of  the  chief  complaints  leveled  at  the 
medical  profession  today  in  many  sections  is 
the  inability  to  obtain  .the  services  of  physi- 
cians on  evenings,  Sundays  and  holidays. 

Call  bureaus  may  be  organized  in  both  small 
and  large  communities  in  various  ways,  de- 
pending on  the  location  and  the  opportunity 


to  originate  facilities  or  to  use  facilities  now 
operating  for  other  purposes. 

The  Headquarters  Office  will  be  glad  to  sup- 
ply material  and  help  to  any  county  society 
considering  this  important  matter. 

County  medical  societies  were  asked  to  di- 
rect their  active  interest  and  support  to  Blue 
Shield  and  Blue  Cross  and  thus  render  patients 
of  their  members  a fine  service. 

Many  county  governments  have  failed  to 
take  care  of  the  indigent  of  their  counties  as 
provided  for  by  existing  statutes.  Under  the 
above  resolution,  county  medical  societies  are 
called  upon  to  lend  their  best  efforts  to  see 
that  the  inhabitants  of  their  counties  are  tak- 
en care  of  properly. 


Couniy  Societies  Urged  To  Elect  Officers 
Before  Conference 

As  plans  are  being  completed  for  the  first 
Annual  County  Society  Officers  Conference,  to 
be  held  March  1,  1951,  the  attention  of  the 
county  medical  societies  is  respectfully  direct- 
ed to  the  matter  of  holding  their  annual  elec- 
tions at  an  early  date. 

It  is  urged  that  the  elections  be  held  and  the 
names  of  new  officers  be  forwarded  to  the 
Headquarters  Office  in  time  for  the  new  offi- 
cers to  receive  the  advance  material  relative 
to  the  arrangements  for  the  meeting  March 
1,  and  so  the  new  officers  may  have  ample 
time  to  plan  to  attend. 

This  conference  will  rank  high  in  importance 
as  a statewide  meeting  of  the  Association,  and 
all  county  society  officers  will  find  the  session 
highly  profitable. 

The  program  will  be  announced  in  the  De- 
cember issue  of  the  Journal.  Four  nationally- 
known  medical  leaders  will  speak  at  the  one- 
day  session.  Your  new  county  society  officers 
will  not  want  to  miss  this  meeting. 


Judge  Curtis  Addresses  55  Interns 
and  Residents  at  Meeting 

Judge  L.  R.  Curtis,  Louisville,  who  has  been 
the  attorney  for  the  Association  for  the  past 
twenty-five  years,  and  who  is  the  recognized 
authority  on  medico-legal  matters,  addressed 
the  interns  and  residents  in  a special  meeting 
for  that  group  Wednesday  afternoon,  during 
the  second  meeting  of  the  House. 

“Medico-Legal  Problems  of  the  Intern  and 
Resident”  was  the  subject  of  Judge  Curtis’s 
talk,  delivered  before  approximately  55  young 
physicians.  This  meeting  was  arranged  for  the 
interns  and  residents,  due  to  the  fact  that  there 
was  no  scientific  session  scheduled  for  Wednes- 
day afternoon. 
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The  above  map  shows  the  arrangement  of  counties  in  the  new  Councilor  Districts  .as  passed  by 
the  House  of  Delegates  at  the  1950  Session. 


House  Voies  Re-Disiricting  Measure 
New  Districts  Listed 

Following  a year’s  study  by  a special  com- 
mittee, of  which  Guy  Aud,  M.  D1.,  Louisville,  was 
chairman,  the  House  of  Delegates  in  its  first 
meeting  passed  a resolution  presented  by  Dr. 
Aud,  increasing  the  Councilor  Districts  in  the 
state  from  eleven  to  fifteen.  The  above  map 
shows  the  geographical  divisions  of  the  new 
setup.  Below  are  listed  the  names  of  the  Coun- 
cilors, by  Districts. 

First  District,  J.  Vernon  Pace,  M.  D.,  Paducah. 
Second  District,  R.  Haynes  Barr,  M.  D.  Owens- 
boro* 

Third  District,  D'elmas  M.  Clardy,  M.  D.,  Hop- 
kinsville* 

Fourth  District,  James  I.  Greenwell,  M.  D., 
New  Haven* 

Fifth  District,  Richard  R.  Slucher,  M.  D., 
Buechel 

Sixth  District,  C.  C.  Howard,  M.  D.,  Glasgow 
Seventh  District,  B.  B.  Baughman,  M.  D., 
Frankfort* 

Eighth  District,  Edward  B.  Mersch,  M.  D.,  Cov- 
ington 

Ninth  District,  J.  R.  Cummings,  M.  D., 
Flemingsburg* 

Tenth  District,  J.  Farra  Van  Meter,  M.  D.,  Lex- 
ington 

Eleventh  District,  Hugh  Mahaffey,  M.  D.,  Rich- 
mond* 

Twelfth  District,  Carl  Norfleet,  M.  D.,  Somer- 
set* 

Thirteenth  District,  Clyde  C.  Sparks,  M.  D., 
Ashland* 

Fourteenth  District,  Paul  B.  Hall,  M.  D.,  Baints- 
ville 


Fifteenth  District,  Charles  Cawood,  M.  D., 
Middlesboro 

* Indicates  names  of  Councilors  elected  at  the 
last  session  of  the  House. 


Nurses  Hear  Miss  Alice  Clark 

E.  Alice  Clark,  R.  N.,  a nurse  officer  of  the 
U.  S.  Public  Heal  h Service  assigned  to  the 
State  Department  of  Health  for  special  work  in 
the  Department  of  Communicable  Disease, 
spoke  at  a special  meeting  for  the  nurses  dur- 
ing the  second  meeting  of  the  House.  The  title 
of  Miss  Clark’s  talk  was  “Some  of  the  Newer 
Aspects  of  Public  Health.” 


Dr.  Spies  Discusses  Cortisone,  ATCH 
Before  Rheumatism  Group 

“The  Present  Status  of  Cortisone  and  ATCH,” 
was  the  subject  of  an  address  given  by  Thomas 
L.  Spies,  M.  D.,  of  Northwestern  University 
Medical  School,  before  approximately  125 
members  and  guests  of  the  Kentucky  Chapter 
of  the  American  Rheumatism  Association,  Wed- 
nesday, the  second  day  of  the  Annual  Meeting, 
at  a luncheon  in  the  Louis  XVI  Room  of  the 
Brown  Hotel. 

Dr.  Spies  covered  the  wide  range  .and  variety 
of  uses  of  Cortisone  and  ATCH,  stating  that 
results  were  both  prompt  and  spectacular.  He 
said,  however,  in  no  case  was  relief  from  the 
disease  being  treated,  permanent.  He  pointed 
out  that  at  the  present  time,  the  chief  use  of 
the  hormones  was  as  instruments  of  research 
rather  than  as  treatments.  It  was  stated  that 
it  would  be  some  time  before  the  hormones 
would  be  available  in  quantity,  but  that  every 
effort  was  being  made  to  increase  production. 
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Aliendance  Ai  Annual  Dinner  Breaks 
All  Records 

Attendance  at  the  Annual  Subscription  Din- 
ner not  only  broke  .all  association  records  but 
those  of  the  Brown  Hotel  as  well.  The  732  per- 
sons attending  the  dinner  in  the  Crystal  Ball- 
room on  the  evening  of  September  27  was  the 
largest  group  ever  served  by  the  hotel. 


Part  of  the  excellent  entertainment  fol- 
lowing the  Annual  Subscription  Dinner, 
was  the  performance  of  Drs.  Baker,  Prrkey, 
McLeish  and  Polderman,  Louisville,  a four- 
piano  team. 


Toastmaster  C.  C.  Howard,  President  of  the 
Council,  presented  a most  enjoyable  program. 
The  Honorable  John  Sherman  Cooper,  Adviser 
to  the  Secretary  of  State  on  Foreign  Affairs, 
alternate  delegate  to  United  Nations  and  form- 
er Senator  from  Kentucky,  was  the  principal 
speaker. 

Mr.  Cooper’s  able  presentation  of  the  prob- 
lems that  face  the  world  today  .and  the  efforts 
of  the  United  Na  ions  to  cope  with  them  was 
most  informative  and  interesting. 

The  Jefferson  County  Medical  Society  pro- 
vided excellent  entertainment  following  the 
dinner.  A four  piano  ‘earn  composed  of  Doctors 
E.  H.  Baker,  Frank  W.  Pirkey,  George  M.  Mc- 
Leish and  Hugo  Polderman,  all  of  whom  .are 
Louisville  physicians,  played  delightful  ar- 
rangements of  popular  and  classical  music 
which  were  thoroughly  enjoyed. 

A professional  floor  show  of  high  quality  con- 
cluded the  evening’s  entertainment. 

One  of  the  compensations  to  be  derived  from 


the  Annual  Meeting  is  the  opportunity  that  is 
afforded  for  doctors  and  their  wives  to  meet 
old  friends,  renew  acquaintances  and  to  enjoy 
the  fellowship  of  such  meetings  as  this. 


Louisville  Doctors  Win  X-Ray  Award 

A scientific  exhibit,  jointly  presented  at  the 
American  Roentgen  Ray  Society  meeting  by 
departments  of  radiology  of  Nichols  Veterans 
Administration  Hospital  and  the  University 
of  Louisville  School  of  Medicine,  won  the  Sil- 
ver Award,  in  competition  with  40  other  or- 
ganizations’ exhibitors. 

The  exhibit  w.as  prepared  by  Doctors  David 
Shapiro,  Joseph  C.  Bell,  E.  L.  Pirkey  .and  G.  M. 
Peterson,  all  of  Louisville,  and  was  presented 
at  the  Society’s  annual  meeting  in  St.  Louis, 
September  25,  26  and  27. 

The  exhibit  was  on  .abdominal  aortography, 
in  which  a substance  opaque  to  X-rays  is  in- 
jected into  the  main  blood  vessel  of  the  abdo- 
men. 


Guest  Speakers  Give  Bowen-Gordon 
Exhibit  First  Place 

“Miscellaneous  Lesions — Male  Genito-Urinary 
Tract”  by  J.  Andrew  Bowen,  M.  D.,  and  Har- 
old Gordon,  M.  D.,  both  of  Louisville,  took  first 
prize  among  the  scientific  exhibits  at  the  An- 
nual Meeting. 

“Surgical  Care  of  Hand  Injuries”  was  the  title 
of  the  second  prize  winner  in  .a  contest  judged 
by  the  guest  speakers.  George  B.  Sanders,  M. 
D.,  and  Roy  H.  Moore,  M.  D.,  presented  this 
work. 

The  third,  fourth  and  fifth  place  winners 
are  listed  in  order:  “The  Nature  and  Treatment 
of  Tendinitis  of  the  Musculotendinous  Cuff  of 
he  Shoulder  and  Subacromial  Bursitis”  by  K. 
Armand  Fischer,  M.  D.,  and  Kenton  D.  Leather- 
man,  M.  D.;  “An  Improved  Method  of  Present- 
ing Gross  Specimens”  by  Harold  Gordon,  M. 
D.;  “Erachial  Elock  Anesthesia  for  Surgery  of 
the  Arm”  by  John  Owen,  M.  D.,  and  John  Mae- 
Gowan,  M.  D1. 


250  Hear  Dr.  Barr  in  Illinois 

R.  Haynes  Barr,  M.  D.,  Owensboro,  Chair- 
man of  the  Education  Committee,  spoke  be- 
fore an  audience  of  250  people  ,at  a meeting 
sponsored  by  the  Vermilion  County  Medical  So- 
ciety at  D'anville,  Illinois. 

The  subject  of  Dr.  Barr’s  talk,  given  October 
3,  was  “The  Doctor  and  Public  Relations.” 
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Chesi  Physicians  Hear  Dr.  Abbott 
At  Luncheon  Meeting 

The  Kentucky  Chapter  of  the  American  Col- 
lege of  Chest  Physicians  held  its  annual  meet- 
ing at  the  Brown  Hotel  on  September  12,  1950. 

Our  guest  of  honor,  Osier  A.  Abbott,  M.  D., 
Atlanta,  Georgia,  gave  an  excellent  address 
“Modern  Concepts  on  the  Treatment  of  Emphy- 
sema.” A beautiful  two  pen  desk  set  carrying 
the  inscription  “In  appreciation  of  Oscar  A. 
Abbott,  M.  D.,  F.C.C.P.,  from  the  Kentucky 
Chapter  of  the  American  College  of  Chest  Phy- 
sicians” was  presented. 

Following  the  address  a business  meeting 
was  held  and  the  following  officers  elected: 

Robertson  O.  Joplin,  M.  D.,  Louisville,  Presi- 
dent; Hugh  L.  Houston,  M.  D.,  Murray,  Vice 
President;  Lawrence  O.  Toomey,  M.  D.,  Bowl- 
ing Green,  Secretary-Treasurer. 

The  chapter  dues  were  set  at  $10.00. 


Dr.  Blackerby  Wins  Golf  Title 

James  Blackerby,  M.  D.,  Stanford,  won  the 
Annual  K.S.M.A.  Golf  Tournament,  held  at  the 
Big  Springs  Country  Club,  September  25-28, 
with  a low  net  of  69.  The  prize  was  a reversi- 
ble jacket. 

Sam  A.  Overstreet,  M.  D.,  Louisville,  took 
second  place  with  a low  net  of  73  and  won  a 
golf  umbrella.  His  brother,  Thomas  J.  Over- 
street,  M.  D.,  of  Lexington,  had  a net  of  74,  for 
third  place,  and  received  a sport  shirt. 

Paul  B.  Hall,  M.  D.,  Paintsville,  was  given 
a cashmere  sweater,  as  the  winner  of  the  blind 
bogey,  with  a score  of  78. 


Members  Pleased  with  Exhibits  and 
The  Columbia  Auditorium 

The  Columbia  Auditorium  was  used  to  house 
the  Annual  Meeting  for  the  first  time  and  was 
very  favorably  received  by  the  profession. 
The  additional  room  and  additional  facilities 
operated  to  the  advantage  and  comfort  of  all 
concerned. 

Both  the  members  and  exhibitors  expressed 
unanimous  approval  of  the  arrangement  of  ex- 
hibits. The  exhibitors  felt  that  there  were  few 
if  any  “favored”  spots  and  that  the  arrange- 
ment gave  each  exhibitor  an  equal  opportu- 
nity. They  were  greatful  for  the  interest  shown 
by  the  members.  The  members  felt  they  had 
an  opportunity  to  derive  the  full  value  of  ex- 
cellent technical  and  scientific  exhibits  because 
of  the  30-minute  intermission  during  each  sci- 
entific session  that  the  program  committee  had 
scheduled. 

Another  innovation  this  year  marked  the 


registration  of  all  attendants.  Seven  different 
classifications  were  set  up,  with  each  assigned 
a different  colored  badge,  which  served  to  iden- 
tify immediately  each  group.  Over-sized  type- 
writers were  used  to  write  the  names  on  the 
badges.  The  new  system  was  well  received  by 
both  the  members  and  exhibitors. 


The  technical  exhibits  contributed  greatly 
to  the  success  of  the  1950  Annual  Meeting. 
One  of  the  three  aisles  is  shown. 


New  K.  S.  M.  A.  Members  Listed 

Following  are  the  unreported  names  of  new 
members,  whom  we  welcome  to  our  Associa- 
tion: 

Breckinridge  County,  Paul  M.  Brown,  Clover- 
port 

Fayette  County,  Joseph  A.  Ballard,  Howard 
W.  Ripy,  Lexington 

Jefferson  County,  Isadore  S.  Meyers  (Asso- 
ciate), Louisville,  Nichols  Hospital;  Edward 
E.  Bell,  Louisville 

Lawrence  County,  Forest  F.  Shely,  Louisa 
Owen  County,  John  F.  Berry,  Jr.,  Owenton 


International  College  Expands 

The  International  College  of  Surgeons  has 
announced  the  purchase  of  the  Whiting  Man- 
sion on  Lake  Shore  Drive.  The  property  is 
next  door  to  the  building  it  now  occupies  and 
will  double  its  present  floor  space.  The  ac- 
quisition of  the  space  has  been  hailed  as 
another  step  toward  making  Chicago  the  medi- 
cal center  of  the  world. 


Foundation  Announces  Fellowship 

The  Arthritis  and  Rheumatism  Foundation 
has  announced  fellowships,  carrying  a stipend 
up  to  $6000  for  research  in  the  field  of  Arth- 
ritis to  start  July,  1951. 

Applications  should  be  sent  to  the  Founda- 
tion, 535  Fifth  Avenue,  New  York  17,  New 
York. 
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f-^redidentd  an 


Next  year  the  Kentucky  State  Medical  Association  will  celebrate 
its  one  hundredth  anniversary.  Appropriate  commemoration  of  this 
event  is  being  planned,  the  principal  feature  of  which  it  is  hoped  will 
be  an  exceptionally  fine  scientific  program.  We  feel  that  it  would  be 
fitting  to  invite  as  our  guest  speakers  those  physicians,  either  native 
Kentuckians  or  men  educated  in  our  medical  institutions,  who  have 
especially  distinguished  themselves  outside  our  state.  There  come  at 
once  to  mind  the  names  of  a score  of  such  men  in  private  practice,  re- 
search or  teaching,  in  the  Military,  Veterans  Administration,  and  oth- 
er fields.  We  have  begun  to  compile  such  a list  and  have  made  contact 
with  a few  advising  them  of  our  plan. 

The  Councilors  have  generously  waived  their  traditional  privilege 
of  selecting  choice  men  from  their  own  districts  and  have  given  your 
committee  the  opportunity  to  obtain  as  many  of  these  distinguished 
Kentuckians  as  we  may  for  our  next  annual  program.  We  solicit  your 
help  in  making  a wise  selection.  Will  you  please  send  us  the  names  of 
such  men  as  you  may  know  to  have  achieved  distinction  in  any  fields 
of  medicine  outside  Kentucky?  We  would  like  to  make  of  this  an  ep- 
ochal event — one  that  will  appropriately  commemorate  our  Century 
of  Medical  Progress. 


President 
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County  Society  Reports 


FAYETTE 

The  regular  meeting  of  the  Fayette  County 
Medical  Society  was  held  at  the  Good  Samari- 
tan Hospital  on  Tuesday,  12  September,  1950. 

The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  Theodore  Adams.  The  minutes  of  the 
previous  meetings  were  read  and  approved  as 
read. 

Dr.  H.  Halbert  Leet  presented  a paper  en- 
titled “New  Aspects  of  the  Basic  Physiology  of 
Psychiatry,”  which  he  illustrated  with  lantern 
slides.  The  material  presented  was  very  inter- 
esting and  important  in  its  application  to  the 
practice  of  the  other  specialties  of  medicine. 
There  was  a profuse  discussion  of  the  paper  by 
Drs.  Carl  Wiesel,  Rankin  C.  Blount,  Abraham 
Wikler,  E.  W.  Straus  and  by  Dr.  Leet  in  closing. 

The  application  for  membership  in  the  So- 
ciety of  Dr.  C.  C.  Rutledge,  having  been  passed 
by  the  Board  of  Censors,  was  voted  upon  by 
secret  ballot  and  he  was  elected  to  member- 
ship. The  applications  for  membership  in  the 
Society  of  Drs.  William  Robinson  and  Kenneth 
Cummings  were  read.  The  applications  were 
referred  to  the  Board  of  Censors  for  action. 

Dr.  Earl  C.  Yates  spoke  briefly  to  the  Society 
concerning  the  coming  problem  of  graduate 
nurses  in  the  hospitals.  He  said  that  for  one  rea- 
son or  another,  there  would  shortly  be  eighteen 
graduate  nurse  resignations  from  the  Good 
Samaritan  Hospital  alone  and  he  pointed  up 
the  extreme  difficulty  or  impossibility  of  find- 
ing eighteen  graduate  nurses  by  the  hospital  to 
replace  those  leaving.  He  suggested  that  there 
seemed  to  be  two  possible  courses  to  the  prob- 
lem so  created.  One  would  be  the  hiring  of  all 
graduate  nurses  by  the  hospital  and  the  as- 
signment of  such  special  duty  nurses  as  might 
be  needed  for  a particular  patient  for  the  num- 
ber of  hours  that  such  duty  was  needed,  wheth- 
er it  be  two,  four  or  eight  hours  rather  than  a 
routine  standard  shift  of  eight  full  hours.  The 
other  possible  approach  to  solving  the  problem 
suggested  was  the  creation  or  augmentation  of 
vocational  training  for  Nurse-Aids  in  the 
schools  of  the  Commonwealth.  This  project, 
might  be  initiated  or  at  least  greatly  assisted 
by  such  people  as  the  Superintendent  of  Coun- 
ty Schools,  the  State  Board  of  Education  and 
the  Govennor  of  the  State. 

With  respect  to  the  above  discussion,  Dr. 
Francis  Massie  moved  that  the  Chair  appoint 
a committee  to  talk  to  the  Superintendents  of 
Nurses  at  the  two  hospitals  and  to  the  gradu- 
ate nurses  themselves  and  to  report  back  to 
the  Society  regarding  the  opinions  and  reaction 
of  these  groups  to  the  first  mentioned  possible 


solution  of  the  problem,  namely  the  supervi- 
sion of  the  work  of  all  graduate  nurses  by  the 
hospital  administration.  The  motion  was  sec- 
onded and  was  passed  by  voice  vote.  The  chair 
appointed  a committee  of  two,  to  consist  of  Dr. 
Earl  C.  Yates,  Chairman,  and  Dr.  W.  H.  Pen- 
nington, to  report  at  the  next  regular  meeting 
of  the  Society. 

Dr.  Glen  U.  Dorroh  briefly  related  to  the  So- 
ciety his  experiences  in  Louisville  as  a mem- 
ber of  the  Advisory  Board  to  the  Army  Pro- 
curement Section.  He  discussed  the  choosing  of 
the  first  eight  names  for  induction  from  the 
Kentucky  Medical  and  Dental  pool,  and  express- 
ed views  as  to  what  effect  on  this  type  of  choos- 
ing the  recent  legislation  concerning  the  in- 
duction of  ASTP  and  V12  doctors  would  have. 

It  was  announced  by  the  Chair  that  u>e  next 
regular  meeting  of  the  Society  in  October 
would  be  the  one  at  which  the  nominating  com- 
mittee for  choosing  slates  for  the  year  1951 
would  be  held. 

There  being  no  further  business,  the  meeting 
was  adjourned  at  9:40  p.  m. 

John  S.  Sprag'-e,  Secretary. 


JEFFERSON 

The  941st  meeting  of  the  Jefferson  County 
Medical  Society  was  held  on  Monday  evening, 
June  19,  1950  at  the  Seelbach  Hotel.  One  hun- 
dred and  ten  members  and  guests  were  pres- 
ent for  dinner  and  about  ten  additional  for  the 
business  meeting. 

The  meeting  was  called  to  order  at  7:50  p.  m., 
by  the  President,  Dr.  J.  Andrew  Bowen,  Mr. 
Jouett  Ross  Todd  introduced  Mr.  Thruston 
Morton,  Congressman  from  the  Third  District, 
who  spoke  on  the  present  status  of  legislation 
in  which  the  medical  profession  is  interested. 

Dr.  Oscar  O.  Miller  acted  as  moderator  at  the 
Round  Table  discussion  that  followed.  Those 
par.icipating  in  the  discussion  were:  Drs. 

Bruce  Underwood,  M.  J.  Henry,  Joseph  Bell, 
Sidney  Johnson,  E.  L.  Shiflett,  E.  L.  Hender- 
son, A.  C.  McCarty,  Murray  Kinsman  and 
Charles  H.  Maguire.  Congressman  Morton  clos- 
ed the  discussion. 

The  minutes  of  the  previous  meeting  were 
read  and  approved. 

Dr.  Robert  C.  Long,  Chairman,  Necrology 
Committee,  read  resolutions  on  the  death  of 
Dr.  Jesse  H.  Simpson. 

The  President  introduced  Mr.  Olson,  rep- 
resentative of  Aetna  Insurance  Company,  who 
spoke  on  the  subject  of  professional  malprac- 
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tice  liability  insurance. 

Dr.  Sam  Overstreet,  Chairman,  Executive 
Committee,  reported  on  request  from  the  Li- 
brary Committee  for  additional  financial  sup- 
port, and  recommendations  of  the  committee 
with  regard  to  this  request. 

Motion  was  carried  that  the  report  be  adopt- 
ed. 

Dr.  A.  C.  McCarty,  Public  Relations  Commit- 
tee, reported  on  three  matters: 

(1)  He  urged  that  a resolution  be  made  that 
the  Secretary  send  telegrams  to  the  two  Ken- 
tucky Senators  regarding  Senate  Bill  6000,  sup- 
porting the  resolution  offered  by  the  Cain 
Committee,  and  opposing  the  permanent  total 
disability  feature  of  this  bill. 

(2)  He  reported  on  the  work  of  the  commit- 
tee in  screening  plans  for  voluntary  health  in- 
surance, including  the  plan  presented  to  the 
Society  last  month  by  the  Kentucky  Hospital 
Service  Association.  Further  study  is  needed 
before  any  recommendation  can  be  made  by 
the  Committee. 

(3)  The  Executive  Committee  is  considering 
a plan  of  a public  relations  group  to  represent 
the  Society,  as  well  as  dentists,  nurses,  drug- 
gists and  hospitals,  and  details  will  be  present- 
ed to  the  Society  at  a later  date. 

Motion  was  carried  that  the  Secretary  be 
empowered  to  send  telegrams  tonight  to  the 
two  Kentucky  Senators  expressing  the  senti- 
ments of  the  Society  toward  Senate  Bill  6000. 

Motion  by  Dr.  Charles  Wood  that  the  Secre- 
tary also  be  empowered  to  send  telegrams  op- 
posing Reorganization  Bill  No.  27  at  the  appro- 
priate time,  was  seconded  and  carried. 

Dr.  R.  O.  Joplin,  Chairman,  Building  Com- 
mittee, made  a report  of  a site  under  consider- 
ation for  the  Society’s  permanent  home,  and 
of  the  wish  of  the  Dental  Society  to  combine 
with  the  Society  in  purchasing  a suitable  build- 
ing. 

The  following  new  members  were  elected: 
Drs.  Frank  M.  Gaines,  Jr.,  Thomas  M.  Marshall, 
George  V.  Schuhmann,  active  membership. 
Drs.  Guy  C.  Cunningham,  James  W.  Davis,  and 
Frederick  E.  Knight,  associate  membership. 

Dr.  Robert  Wedekind’s  request  for  transfer 
to  Emeritus  Membership  was  approved. 

Dr.  J.  Murray  Kinsman  made  an  announce- 
ment correcting  the  false  impression  created 
by  the  newspaper  publicity  regarding  ,a  con- 
tribution offered  the  Medical  School  by  the 
Kentucky  Professional  Services  Association. 

The  Secretary  read  an  announcement  re- 
garding the  need  of  an  internist  at  the  Veter- 
ans Administration. 

The  meeting  adjourned  at  ten  o’clock  P.  M. 

Robert  Lich,  Jr.,  Secretary. 


McCRACKEN 

The  regular  meeting  of  the  McCracken  Coun- 
ty Medical  Society  was  held  at  the  Ritz  Hotel 
with  Dr.  Charles  Billington  presiding.  There 
were  twenty-six  members  and  eighteen  guests 
present.  A First  Council  District  meeting  was 
held  in  combination  with  this  meeting. 

The  main  speaker  was  Hugh  L.  Houston,  M. 
D.,  President  of  Kentucky  State  Medical  As- 
sociation. His  subject  was  “A  Discussion  of 
Problems  to  be  Presented  to  the  House  of 
Delegates  at  the  Annual  Meeting  in  Louisville, 
September  25,  26,  27  and  28.” 

The  minutes  of  the  previous  meeting  were 
read  and  approved. 

Motion  was  made  by  Dr.  Coles  W.  Raymond, 
seconded  by  Dr.  George  H.  Widener,  and  pass- 
ed unanimously  that  McCracken  County  Medi- 
cal Society  nominate  Dr.  W.  L.  Cash  for  ;he  J. 
Watt  Stovall  Award. 

Motion  was  made  by  Dr.  Eugene  Blake,  sec- 
onded by  Dr.  R.  W.  Robertson  and  passed  un- 
amiously  that  Dr.  W.  M.  Turner’s  transfer  of 
membership  be  accepted  and  he  be  elected  to 
membership. 

Motion  was  made  by  Dr.  J.  Vernon  Pace, 
seconded  by  Dr.  R.  W.  Robertson  and  passed 
unanimously,  that  Dr.  C.  Pittman  Orr’s  trans- 
fer of  membership  be  accepted  and  he  be  elect- 
ed to  membership. 

Motion  was  made  by  Dr.  H.  G.  Sargent,  sec- 
onded by  Dr.  W.  P.  Hall  and  passed  unani- 
mously, that  the  October  meeting  be  changed 
to  the  18th. 

Motion  was  made  by  Dr.  H.  G.  Sargent,  sec- 
onded by  Dr.  Eugene  Blake  and  passed  unani- 
mously, that  a committee  be  appointed  to  in- 
vestigate the  Group  Physicians’  and  Surgeons’ 
Professional  Liability  Policy. 

Motion  was  made  by  Dr.  Eugene  Sloan,  sec- 
onded by  Dr.  Eugene  Blake  and  passed,  that 
the  Treasury  allow  $8.15  expenses  to  the  Sec- 
retary for  long  distance  phone  calls  and  Dr. 
Houston’s  dinner. 

Motion  was  made  by  Dr.  J.  E.  Dunn,  second- 
ed by  Dr.  B.  A.  Washburn,  that  delegates  be 
instructed  to  vote  “yes”  on  Point  System  as 
proposed  by  Kentucky  Veterans  Physicians 
Association.  Voting  by  secret  ballot  was  as 
follows:  yes — 20;  no — 3;  not  voting — 1.  The 
Secretary  Was  instructed  to  instruct  the  dele- 
gates. 

Dr.  Leon  Higdon  reported  that  we  cooperated 
with  Riverside  Hospital  to  the  extent  of  $250.00 
for  expenses  in  participation  of  the  Voluntary 
Medical  Insurance  Program. 

Errett  Pace,  Secretary 
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SCOTT 

The  seventy-seventh  regular  monthly  meet- 
ing of  the  Scott  County  Medical  Society  was 
held  at  the  John  Graves  Ford  Memorial  Hos- 
pital in  Georgetown  October  5,  1950  with  the 
following  members  present: 

Drs.  H.  G.  Wells,  L.  F.  Heath,  P.  H.  Crutch- 
field, W.  S.  Allphin,  F.  W.  Wilt,  D.  E.  Clark, 
E.  C.  Barlow,  H.  V.  Johnson,  and  Dr.  L.  H. 
South,  Mr.  C.  L.  Cooper,  and  Mr.  J.  T.  Linville 
were  guests. 

Mr.  C.  L.  Cooper,  the  new  Minister  of  the 
Georgetown  Methodist  Church,  was  the  guest 
of  Dr.  Barlow  and  Dr.  L.  H.  South  of  the  State 
Depar  ment  of  Health  was  a guest  of  the  So- 
ciety. 

After  a bountiful  dinner  served  by  Mrs. 
Henry,  our  Hospital  dietitian,  the  meeting  was 
turned  over  to  DT.  L.  H.  South  who  gave  us 
a most  instructive  and  interesting  talk.  Her 
subject  was,  “Value  of  a Technician  to  the 
Health  Officer  and  the  General  Practitioner  in 
Controlling  Communicable  Disease.”  She  then 
introduced  Mr.  J.  T.  Linville,  Winchester,  one 
of  her  recent  graduates  and  recommended  that 
we  employ  him  as  Technician  for  the  local 
Hospital. 

There  being  no  further  business  the  meeting 
adjourned. 

H.  V.  Johnson,  Secretary 


SHELBY  - OLDHAM 

The  first  fall  meeting  of  the  Shelby-Oldham 
Medical  Society  was  on  October  5th  at  the 
Stone  Inn,  Simpsonville.  The  following  mem- 
bers and  guests  were  present:  Dr.  and  Mrs. 

H.  B.  Mack,  Dr.  and  Mrs.  George  Perrine  of 
Peewee  Valley,  Dr.  and  Mrs.  O.  C.  Bruce,  New 
Castle,  Dr.  and  Mrs.  H.  T.  Alexander,  Crest- 
wood,  Dr.  and  Mrs.  E.  G.  Houchin,  La  Grange, 
Dr.  and  Mrs.  Chas.  Allen,  Louisville,  Dr.  and 
Mrs.  S.  B.  May,  Dr.  and  Mrs.  R.  L.  Houston, 
Mrs.  W.  P.  McKee,  Eminence,  Dr.  B.  B.  Sleadd, 
Middletown,  Dr.  H.  H.  Richeson,  Louisville, 
Dr.  Melvin  Shein,  Louisville,  Dr.  and  Mrs.  B. 
F.  Shields,  Dr.  and  Mrs.  A.  D.  Doak,  Dr.  and 
Mrs.  Lewis  Sternberg,  Dr.  and  Mrs.  M.  D. 
Klein,  Dr.  W.  H.  Nash,  Dr.  L.  A.  Wahle,  Drs. 
C.  C.  Risk  and  A.  C.  Weakley,  Shelbyville. 

The  ladies  were  invited  to  this  meeting  to 
complete  the  organization  of  an  auxiliary. 

After  the  serving  of  a four  course  dinner  the 
meeting  was  called  to  order  by  the  President, 
Dr.  H.  B.  Mack.  The  secretary  outlined  the 
campaign  of  Freedom  Roll  Call  that  is  being 
sponsored  by  the  A.M.A.  Dr.  George  Perrine 
of  Pewee  Valley  was  elected  to  associate 
membership  in  this  Society. 


At  this  time  the  meeting  was  turned  over 
to  Dr.  M.  D.  Klein,  the  host  of  the  evening,  and 
he  introduced  Dr.  John  Harter,  Louisville,  who 
gave  a very  interesting  talk  on  Diseases  of  the 
Chest.  The  paper  was  well  discussed  by  all 
present. 

The  next  meeting  will  be  on  October  26th  at 
the  Stone  Inn  when  Dr.  H.  B.  Mack  will  en- 
tertain. 

The  meeting  adjourned  at  10  P.  M. 

C.  C.  Risk,  Secretary 


BELL 

The  regular  meeting  of  the  Bell  County  Medi- 
cal Society  was  held  at  the  office  of  Drs. 
George  Asher  and  James  Golden,  Jr.  in  Pine- 
ville  on  Friday,  October  13,  1950,  at  7:30  P.  M. 

Members  present  were  Drs.  Ed  Wilson,  Jr., 
Clyde  Russell,  Joe  Edds,  C.  S.  Scott,  Arch 
Carr,  S.  H.  Flowers,  James  Golden,  Jr.,  Ralph 
Alford  and  R.  F.  Porter. 

Dr.  R.  G.  Talley  of  Memphis,  who  began 
practice  at  Pruden,  Tenn.,  was  a guest. 

The  minutes  of  the  last  meeting  were  read 
and  approved. 

No  report  was  given  on  the  proposal  to  place 
furniture  in  the  McDowell  House  since  none  of 
the  committee  was  present. 

A letter  from  the  American  Diabetic  Society 
calling  attention  to  Diabetic  Week  Nov.  12-18 
was  reviewed.  Dr.  Joe  Edds  was  appointed  as 
a committee  of  one  to  communicate  with  the 
Society. 

A letter  from  the  State  Board  of  Health  con- 
cerning the  appointment  of  doctors  to  the 
County  Board  of  Health  was  read.  It  was  voted 
that  the  same  doctors  (Drs.  Ed  Wilson,  Sr.,  C. 
B.  Stacy,  'and  C.  D.  Cawood)  be  recommended 
for  another  term. 

A letter  from  the  Kentucky  Committee  on 
Children  and  Youth  was  read  and  discussed. 

A letter  from  Dr.  C.  D.  Cawood,  Councilor  of 
the  11th  District,  with  an  attached  news  clip- 
ping from  the  “Middlesboro  Daily  News”  con- 
cerning a member  was  read.  After  much  dis- 
cussion as  to  whether  the  article  as  printed 
constituted  unethical  advertising,  a motion  was 
made  and  carried  that  the  matter  be  “dropped”. 
The  Secretary  was  instructed  to  write  a letter 
to  the  Councilor  to  that  effect. 

The  program  for  the  evening  was  conducted 
by  Dr.  James  Golden,  Jr.  His  subject  was 
“Cortisone.”  A review  of  all  available  data 
was  presented.  Two  cases,  one  of  Dr.  Golden’s, 
were  discussed. 

The  meeting  adjourned. 

Charles  S.  Scott,  Sec’y-Treas. 
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News 


CAROLYN  HOWARD,  M.  D. 


Dr.  Carolyn  Howard  received  her  A.B.  de- 
gree and  Mas'.ers  degree  in  Science  from  the 
Peabody  College,  Nashville,  Tennessee,  and 
later  she  entered  Vanderbilt  University  and 
was  graduated  in  medicine  in  June,  1950.  On 
July  1st,  she  began  her  internship  at  the  Louis- 
ville General  Hospital. 

D'r.  Howard  is  the  daughter  of  Dr.  and  Mrs. 
C.  C.  Howard,  Glasgow,  and  was  one  of  the 
first  student  members  of  the  Kentucky  State 
Medical  Association  during  her  medical  course. 

She  is  the  second  woman  doctor  in  fifty 
years  from  Barren  County.  The  other  was  Dr. 
Louise  Trigg,  who  for  many  years  was  in 
charge  of  the  Woman’s  Division  of  Central 
Sta'e  Hospital,  then  known  as  Lakeland. 

Upon  the  completion  of  her  hospital  train- 
ing Dr.  Howard  will  return  to  the  Howard 
Clinic,  Glasgow. 


In  delving  into  the  past,  I found  the  Kentuc- 
ky State  Medical  Association  met  in  Louisville, 
October  28-31,  1912  at  the  First  Christian 
Church.  Dr.  J.  G.  Carpenter,  Stanford,  was 
President  and  Joseph  M.  Mathews,  a distin- 
guished pioneer  proctologist,  Louisville  (Presi- 
dent of  the  State  Board  of  Health  at  that  time), 
gave  the  Address  of  Welcome.  The  distin- 
guished visitors  were  Charles  A.  L.  Reed,  Cin- 
cinnati; J.  A.  Witherspoon,  Nashville,  Presi- 
dent-Elect of  the  American  Medical  Associa- 
tion; George  W.  Crile,  Cleveland,  Honorable 


Items 

James  B.  McCreary,  Governor  of  Kentucky; 
Joseph  Goldberger,  Surgeon,  U.  S.  Public 
Heal  h Service,  who  conducted  a symposium 
on  pellagra,  and  W.  D.  Haggard,  Nashville,  at 
that  time  the  Presidential  bee  of  the  American 
Medical  Association  was  buzzing  in  his  bonnet. 

At  this  meeting  Dr.  E.  L.  Henderson,  now 
President  of  the  American  Medical  Association 
and  President  of  the  World  Medical  Associa- 
tion, made  his  first  appearance  in  organized 
medicine  as  Chairman  of  the  Finance  Commit- 
tee and  according  to  the  program  he  did  a 
splendid  job.  That  same  year  he  was  elected 
Treasurer  of  his  county  society  and  later  Sec- 
retary and  President.  He  served  as  councilor 
for  the  Kentucky  State  Medical  Association 
from  November  9,  1917  to  September  6,  1918. 
In  1925  he  was  elected  Vice-President  of  the 
Kentucky  State  Medical  Association  and  in 
1941  he  was  elec  ed  President. 


Dr.  Norman  C.  Wheeler,  Louisa,  is  now  serv- 
ing an  internship  at  St.  Joseph  Hospital,  Lex- 
ington. He  was  gradua  ed  from  the  Medical 
College  of  Georgia,  Augusta,  Georgia.  He  had 
previously  received  his  B.  A.  degree  from 
Berea  College  and  his  M.  S.  degree  and  Ph.D. 
degree  from  Purdue  University.  D'r.  Wheeler 
was  on  the  staff  of  Hahnemann  Medical  Col- 
lege, Philadelphia,  Pennsylvania,  for  four  years 
as  professor  of  human  physiology.  He  spent 
two  years  as  research  associate  in  cardiac 
physiology  at  the  Medical  College  of  Georgia. 


Dr.  A.  J.  Pauli,  Louisville,  has  been  called 
back  into  the  Navy  as  a Commander,  and  is 
now  loca  ed  at  Orange,  Texas.  He  is  a native 
of  Arkansas  and  was  born  in  1904.  He  was 
graduated  from  the  University  of  Arkansas 
School  of  Medicine  in  1931.  D'r.  Thomas  R. 
Havens  is  taking  over  his  practice.  Dr.  Havens 
was  born  in  Hillsboro,  in  1915  and  was  gradu- 
ated from  the  University  of  Louisville  School 
of  Medicine  in  1949. 


Dr.  John  A.  Jarrell,  Jr.,  is  locating  at  Hop- 
kinsville. He  is  a grandson  of  Dr.  Frank  H. 
Bassett  who  died  August  5,  1950,  and  is  going 
to  take  over  his  laboratory.  He  was  born  in 
Christian  County  March  28,  1924,  and  was 
graduated  from  Johns  Hopkins  University 
School  of  Medicine  in  1949.  He  served  his  in- 
ternship at  Union  Memorial  Hospital,  Balti- 
more. Dr.  Jarrell  in  his  private  practice  will 
do  anesthesia. 
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Dr.  Benjamin  Rose  Baker  is  now  located 
with  the  Hazard  Clinic,  Hazard.  He  was  born 
in  Hazard,  December  9,  1924,  and  was  graduat- 
ed from  the  University  of  Louisville  School  of 
Medicine,  in  1947.  He  served  his  internship  at 
General  Hospital,  Louisville,  and  served  a resi- 
dency at  Philadelphia  General  Hospital.  He 
has  been  located  at  Woodbury,  Tennessee. 


Dr.  Jack  B.  Mershon  has  located  at  Delphia, 
Perry  County.  He  was  born  in  Glendale,  Febru- 
ary 11,  1920  and  was  graduated  from  the  Uni- 
versity of  Tennessee  College  of  Medicine  in 
1949  and  from  the  Kentucky  State  Department 
of  Health,  School  of  Laboratory  Technique, 
September,  1940. 


W.  S.  REEVES,  M.  D. 


Hillsboro 

Dr.  W.  S.  Reeves,  Hillsboro,  celebrated  his 
eighty-fifth  birthday  July  28,  1950.  This  was 
just  a routine  day  for  the  doctor  outside  of 
speaking  over  radio  siation  WFTM  in  Mays- 
ville.  He  went  about  his  chores,  called  on  pa- 
tients, and  attended  a large  office  clientele. 
Dr.  Reeves  was  born  July  28,  1865,  in  Fleming 
county.  He  attended  the  local  schools  and  the 
College  of  Medicine,  Louisville,  from  which  he 
was  graduated  in  1891.  Dr.  Reeves  has  offici- 
ated at  2700  births,  but  quit  counting  them  af- 
ter 1911.  He  has  worn  out  thirteen  Fords, 
three  Mercurys  to  say  nothing  of  the  horses 
and  buggies  and  is  now  in  his  sixtieth  year  of 
practice.  When  he  first  hung  out  his  shingle 
in  Hillsboro,  there  were  twenty-nine  doctors 
in  the  county  and  three  in  the  town,  and  he 
has  seen  the  field  dwindle  until  he  alone  com- 
bats sickness  and  death  in  the  whole  territory. 
Dr.  Reeves  has  served  on  the  Fleming  County 
Board  of  Education  for  three  terms  and  in  that 
capacity  has  helped  many  of  the  children  whom 
he  brought  into  the  world  obtain  a better  edu- 


cation and  new  life.  The  Kentucky  State 
Medical  Association  salutes  Dr.  Reeves. 


Dr.  John  Sonne  has  located  in  Bardstown 
where  he  will  limit  his  practice  to  general 
surgery.  He  was  graduated  from  the  University 
of  Louisville  School  of  Medicine,  1942,  and 
served  in  the  Army  1943  - 1946.  He  completed 
a residency  in  general  surgery  at  Louisville 
Veterans  Administration  Hospital. 


Dr.  Barton  Ramsey,  Jr.,  Shreveport,  Louisi- 
ana, has  located  in  Somerset.  Dr.  Ramsey  was 
graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1946  and  attended  the 
School  of  Aviation  Medicine  at  the  Randolph, 
Texas  AFB.  He  served  his  internship  at  the 
Good  Samaritan  Hospital,  Lexington,  and  had 
three  years  of  special  medical  experience  in 
the  U.  S.  Air  Forces  and  at  the  Highland  Clinic 
in  Shreveport,  Louisiana. 


Dr.  E.  G.  Lynch.  Maryville,  Tennessee,  has 
joined  the  staff  of  Evans  Hospilal,  Middlesboro 
and  will  take  over  the  practice  of  Dr.  Hiram 
Strum  who  recently  left  for  Cincinnati.  Dr. 
Lynch  was  graduated  from  the  University  of 
Tennessee  Medical  School,  Memphis.  He  served 
his  internship  at  John  Gaston  Hospital,  Mem- 
phis. 


Dr.  Norman  A.  Parrott  has  located  with  Dr. 
J.  Watts  Stovall,  Grayson.  He  was  born  in 
Harrodsburg,  December  16,  1925,  and  was 

graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1948,  and  served  his  in- 
ternship in  the  Navy,  at  Honolulu,  T.  H.  and 
served  one  year  rotating  residency  at  St. 
Lukes,  Milwaukee. 


Dr.  D.  B.  Southard  has  been  appointed 
county  health  officer  for  Lincoln  and  Casey 
Counties.  The  last  health  officer  was  Dr.  Paul 
Moore  who  left  to  engage  in  private  practice 
at  Sacramento,  Kentucky.  Mr.  John  Holland, 
a medical  student  at  the  University  of  Louis- 
ville School  of  Medicine,  was  selected  to  act 
as  Dr.  Southard’s  assistant  during  the  summer 
months. 


Dr.  Eugene  M.  Holmes  has  opened  an  office 
at  Cadiz,  Trigg  County.  He  was  graduated 
from  the  University  of  Louisville  School  of 
Medicine  in  1949  and  interned  at  Murray  Hos- 
pital, Butte,  Montana. 
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The  New  Campbellsville  Clinic  was  opened 
July  10,  1950.  The  clinic  has  two  modern 
medical  offices,  a modern  dental  office,  dental 
and  medical  laboratories  and  the  latest  X-ray 
equipment.  The  staff  of  the  new  clinic  in- 
cludes: Dr.  Burr  Atkinson,  widely  known  phy- 
sician and  surgeon,  DT.  S.  L.  Dunbar,  who 
will  resume  his  practice  of  dentistry  and  oral 
surgery,  and  a local  physician,  Dr.  W.  W. 
Shepherd.  The  new  clinic  features  fifteen 
rooms  and  compartments. 


A group  of  younger  physicians  of  Lexington 
with  mutual  interest  toward  furthering  their 
medical  knowledge,  first  met  at  a dinner  meet- 
ing on  Tuesday,  September  28,  1949.  After 
consideration  of  many  of  Kentucky’s  leading 
pioneer  physicians  the  name  of  the  club  was 
finally  selected,  being  named  “Samuel  Brown 
Journal  Club”,  after  Dt.  Samuel  Brown,  who 
was  born  in  Kentucky  in  1769  and  died  in  1820. 
He  practiced  for  the  better  part  of  forty  years 
in  Fayette  County  and  was  an  outstanding  in- 
ternist. He  is  probably  best  remembered  for 
his  pioneer  work  in  vaccination.  He  was  the 
brother  of  the  first  United  States  Senator  from 
Kentucky  and  his  portrait  is  hanging  in  Liber- 
ty Hall,  Frankfort.  Dr.  Brown  was  a con- 
temporary of  Dr.  Ephraim  McDowell  and  was 
with  him  in  Edinburgh,  Scotland. 

The  Samuel  Brown  Journal  Club  has  month- 
ly meetings  and  the  members  are  as  follows: 
Drs.  Lloyd  Adams,  Matthew  C.  Darnell,  Jr., 
Melvin  Dean,  John  B.  Floyd,  Jr.,  Logan  Gragg, 
James  Hewlett,  Hubert  Jones,  Tom  McClellan, 
William  McDaniel,  Ralph  Quillen,  Edward 
Rankin,  Saul  Rubin,  Ernest  Strode,  Joseph 
Saunders,  Robert  Shepherd,  Kearns  Thompson, 
Sam  Warren,  Richard  Wever,  Jack  Webb. 


Dr.  George  Perrine  has  opened  a small  surgi- 
cal clinic  at  the  Pewee  Valley  Sanitarium  and 
Hospital,  where  he  will  do  research  in  cardio- 
vascular surgery,  mainly  on  the  Beck  coronary 
sinus  graft  operation  for  the  treatment  of 
coronary  heart  disease,  in  association  with  the 
Surgical  and  Physiological  Departments  of  the 
University  of  Louisville  School  of  Medicine. 
Dr.  Perrine  was  born  November  14,  1912  and 
was  graduated  from  the  University  of  Pennsyl- 
vania School  of  Medicine  in  1940.  He  served 
an  internship  at  the  Cincinnati  General  Hos- 
pital and  was  Assistant  Resident  in  Surgery, 
St.  Joseph  Infirmary,  Louisville,  Assistant 
Resident  in  Sufgery,  Cincinnati  General  Hos- 
pital, Senior  Interne  in  Surgery,  University 
Hospital  of  Cleveland,  Resident  in  Neuro-car- 
diovascular  Surgery,  University  Hospital  of 
Cleveland  and  fellow  in  Cardiac  Surgery, 
Western  Reserve  University  Medical  School. 


ROBERT  H.  ENGLISH,  M.  D. 

Henderson 

Dr.  Robert  H.  English  has  recently  located 
in  Henderson  for  the  practice  of  surgery.  For 
a year  after  being  discharged  from  service 
with  the  United  States  Public  Health  Service 
with  the  rank  of  Major,  Dr.  English  was  direc- 
tor of  cancer  clinics  for  the  American  Cancer 
Society,  Kentucky  Division,  and  has  served  as 
a member  of  the  faculty  of  the  University  of 
Louisville  School  of  Medicine  and  consultant 
in  surgery  for  the  Nichols  Veterans’  Hospital 
and  Central  State  Hospital. 


Dr.  Edna  Jarrett  Ringham  has  opened  an 
office  in  the  Francis  Building,  Louisville,  for 
the  practice  of  Psychiatry.  She  was  graduated 
from  the  University  of  Louisville  School  of 
Medicine  in  1946  and  has  been  with  Cornell 
Medical  Center,  New  York,  since  June,  1947. 


Dr.  D.  D.  Turner,  who  formerly  practiced  in 
Clay  County,  has  now  located  at  London,  Lau- 
rel County.  Dr.  W.  E.  Becknell  has  moved  to 
Manchester  and  has  purchased  the  home  and 
hospital  formerly  owned  by  Dr.  Turner. 


Drs.  John  S.  Harter,  J.  Ray  Bryant,  and  W. 
Burford  Davis  have  moved  from  the  Heyburn 
Building  to  the  Brown  Building.  Their  special- 
ty is  Thoracic  and  Cardiac  Surgery.  Dr.  Harter 
has  been  appointed  associate  professor  of  surg- 
ery at  the  University  of  Louisville,  School  of 
Medicine. 


Dr.  Faull  S.  Trover  has  located  at  Earlington, 
Hopkins  County.  He  was  graduated  from  the 
University  of  Louisville  School  of  Medicine  in 
1949  and  took  his  internship  at  Brooks  Gen- 
eral Hospital,  San  Antonio,  Texas. 
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PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 
KENTUCKY 


Member  of  the  American  Hospital  Association 
FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE.  M.  D.,  Neuropsychiatrist 
Medical  Director 
T.  J.  SMITH,  M.  D„  Associate 
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JAMES  B.  STITH.  M.  D. 


Lexington 

Dr.  James  B.  Stith  has  opened  his  office  in 
Lexington  for  the  practice  of  Obstetrics  and 
Gynecology.  Dr.  Stith  was  born  and  reared 
in  Meade  County  and  was  graduated  from  the 
University  of  California  in  1941  and  from  the 
University  of  Louisville  School  of  Medicine  in 
1944.  He  interned  at  Aiea  Naval  Hospital, 
Honolulu,  T.  H.  and  served  a one  year  resi- 
dency at  Nichols  General  Hospital,  Louisville 
and  a three  year  residency  in  Obstetrics  and 
Gynecology  at  the  Louisville  General  Hospi- 
tal. He  served  as  a medical  officer  with  the 
Navy  from  1943-1946. 


Thomas  M.  Marshall,  M.  D.,  Louisville,  is 
now  associated  with  Dr.  Franklin  P.  Jelsma, 
specializing  in  Neurosurgery.  Dr.  Marshall  was 
graduated  from  the  University  of  Kentucky 
with  an  A.B.  in  1938  and  received  his  degree 
in  medicine  from  the  University  of  Louisville 
School  of  Medicine  in  1941  followed  by  rotat- 
ing internship  in  the  Louisville  General  Hos- 
pital in  1941-1942;  he  was  in  the  Navy  from 
1942  to  1946  and  after  his  discharge  from  the 
service  was  Junior  Assistant  Resident  in  Surg- 
ery, Louisville  General  Hospital  1946-1947. 
From  1947-1950  he  was  a Fellow  in  Neurosurg- 
ery at  Mayo  Foundation,  Rochester. 


A.  A.  Shaper,  M.  D.,  Louisville,  has  been  re- 
called to  active  duty  with  the  Navy  and  will 
serve  as  Commander  attached  to  the  U.  S. 
Naval  Hospital,  Great  Lakes,  Illinois.  Dr. 
Shaper  was  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1925. 


Dr.  Forrest  F.  Shely  is  now  connected  with 
the  Louisa  General  Hospital,  Louisa,  Lawrence 
County.  A native  of  Kentucky,  Dr.  Shely 
was  born  in  1924.  He  was  graduated  from  the 
University  of  Louisville  School  of  Medicine  in 
1949  and  interned  at  Good  Samaritan  Hospi- 
tal, Lexington. 

Dr.  George  P.  Carter  is  also  associated  with 
Louisa  General  Hospital,  Louisa,  Lawrence 
County.  Dr.  Carter  was  born  in  Kentucky  in 
1917  and  was  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1949  and 
interned  at  Good  Samaritan  Hospital,  Lexing- 
ton. 


Dr.  William  M.  Rush  received  congratula- 
tions in  that  he  is  rounding  out  forty-two  years 
in  the  practice  of  medicine  in  the  Fern  Creek 
community,  Jefferson  County.  As  a practic- 
ing physician  he  came  on  the  scene  at  Fern 
Creek  the  same  time  the  electric  car  line  be- 
tween that  point  and  Louisville  started  oper- 
ating. The  doctor  still  makes  professional 
calls  in  the  homes  of  many  whose  family  phy- 
sician he  has  been  for  three  or  more  decades. 


Interns  and  residents  leaving  and  entering 
Good  Samaritan  Hospital,  Lexington,  were 
honored  June  29th  with  a dinner.  Attending 
the  dinner  also  were  the  doctors  on  the  hos- 
pital staff,  members  of  the  board  of  trustees 
and  W.  B.  Phelps,  Hospital  Administrator.  Dr. 
J.  Murray  Kinsman,  Dean  of  the  School  of 
Medicine,  University  of  Louisville,  was  the 
guest  speaker. 


Harvey  Chenault,  M.  D.,  announces  the  as- 
sociation of  Kenneth  L.  Cummings,  M.  D.,  in 
the  practice  of  Neurological  Surgery,  200  West 
Second  St.,  Lexington,  Ky. 


A.  Lee  Roby,  M.  D.,  Middlesboro,  is  now  in 
the  Armed  Forces  and  located  in  Yokohama, 
Japan,  with  the  rank  of  Captain.  Dr.  Roby  was 
graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1943  and  served  in  World 
War  II. 


Dr.  George  S.  Dozier  who  was  graduated 
from  the  University  of  Louisville  School  of 
Medicine  in  1950  is  at  present  serving  his  in- 
ternship at  the  Good  Samaritan  Hospital,  Lex- 
ington. Following  his  graduation  from  the  Uni- 
versity of  Kentucky,  Dr.  Dozier  enlisted  in  the 
Naval  Air  Corps  and  served  four  years  as  a 
pilot  in  the  Pacific  Theatre  of  Operations. 
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BOOK  REVIEWS 

CANCER  OF  THE  COLON  AND  RECTUM,  ITS 
DIAGNOSIS  AND  TREATMENT,  by  Fred. 
W.  Rankin,  B.  A.,  M.  A.,  M.  D..  LL.D.,  Sc.D., 
F.A.C.S.,  Surgeon  , St.  Joseph's  and  Good 
Samaritan  Hospitals,  Lexington;  Clinical 
Professor  of  Surgery,  University  of  Louis- 
ville, Louisville,  Kentucky,  and  A.  Stephens 
Graham,  M.  D.,  M.  S.  (in  Surgery),  F.A.C.S., 
Surgeon,  Stuart  Circle  Hospital,  Richmond, 
Virginia;  Associate  Professor  of  Surgery, 
Medical  College  of  Virginia.  439  pages,  237 
illustrations.  Second  Edition.  Charles  C. 
Thomas,  Publisher,  Springfield,  Illinois.  Price 
$7.50. 

The  above  book  by  the  distinguished  author, 
Dr.  Fred  W.  Rankin,  Lexington,  is  a welcomed 
edition  to  the  medical  profession,  not  only  in 
this  country,  but  abroad,  as  he  is  an  outstand- 
ing authority  on  this  subject.  This  volume  con- 
tains all  the  new  operative  techniques  for  this 
protean  disease.  A complete  and  reliable  ac- 
count of  the  diagnosis  and  treatment  is  given 
in  great  detail.  Every  practitioner  should  read 
its  pages  with  interest  and  profit,  as  he  is  usu- 
ally the  first  physician  to  see  these  cases  and 
he  should  be  thoroughly  familiar  with  early 
diagnosis  and  symptoms.  The  subject  is  discuss- 
ed in  three  divisions,  Part  I is  devoted  to  Gen- 
eral Considerations  in  which  much  new  mate- 
rial has  been  added.  Part  II  discusses  Treatment 
and  has  been  completely  rewritten  and  takes 
into  consideration  all  the  new  findings  since 
1939.  Part  III  has  delineated  operation  proce- 
dures and  has  taken  into  account  all  new  and 
vital  sta  istics  recorded  and  corrected  by  sur- 
geons the  world  over. 


THORACIC  SURGERY:  By  Richard  H.  Sweet, 
M.  D.,  Associate  Clinical  Professor  Surgery, 
Harvard  University  Medical  School,  Illustra- 
tions by:  Jorge  Rodiguez  Arroyo,  M.  D.,  As- 
sistant in  Surgical  Therapeutics,  University 
of  Mexico  Medical  School.  345  pages  with  155 
Illustrations.  Philadelphia  and  London:  W. 

B.  Saunders  Company,  1950.  Price  $10.00. 
The  present  volume  is  based  upon  the  con- 
cept that  any  properly  qualified  surgeon  can 
acquire  with  relative  ease  a satisfactory  pro- 
ficiency in  thoracic  surgery  by  employing  the 
technics  herein  described.  The  subject  matter 
has  been  chosen  carefully  to  include  every  as- 
pect of  the  specialty.  It  is  arranged  upon  a 
regional  basis,  starting  with  a chapter  on  the 
surgical  anatomy  of  the  thorax  and  proceeding, 
after  introductory  chapters  on  general  techni- 
cal considerations  and  thoracic  incisions, 
through  the  surgery  of  the  chest  wall,  the 


lungs,  and  the  mediastinum  including  the 
heart  and  great  vessels,  the  thoracic  duct,  and 
the  esophagus.  A separate  chapter  is  devoted 
to  the  subject  of  abdominal  operations  per- 
formed through  thoracic  incisions. 

Those  operations  which  are  described  and  il- 
lus. rated,  are  presented  with  great  thorough- 
ness in  the  belief  that  the  relative  success  or 
failure  of  any  surgical  procedure  lies  in  atten- 
tion to  what  may  on  first  thought  appear  to  be 
unimportant  small  details.  In  an  effort  to  keep 
the  volume  practical,  only  those  operations 
which  have  been  found  to  be  useful  in  every 
day  practice  are  given  thorough  consideration. 
Many  patients  with  tumors  of  the  thorax  are 
often  seen  by  the  family  physician  for  the  first 
time  and  it  is  well  for  him  to  have  some  knowl- 
edge of  this  subject  so  that  appropriate  surgery 
can  be  done  early. 


IMMORTAL  MAGYAR,  Semmelweis,  Conquer- 
or of  Childbed  Fever  by  Frank  G.  Slaughter; 
Graduate  of  Johns  Hopkins  Hospital;  A Fel- 
low of  the  American  College  of  Surgeons, 
and  Diplomate  of  the  American  Board  of 
Surgery;  Chief  Surgeon  at  Camp  Kilmer, 
later  Commanding  Officer  of  an  Army  Hos- 
pital ship.  Author  of  The  New  Science  of 
Surgery;  Medicine  for  Moderns;  That  None 
Should  Die;  In  a Dark  Garden  and  Divine 
Mistress.  Henry  Schuman,  Inc.,  Publishers, 
20  East  70th  Street,  New  York.  Price  $3.50. 

Semmelweis’  fight  against  puerperal  fever  be- 
gan in  a Vienna  obstetrical  clinic,  where  he  be- 
came Assistant  in  1846.  He  found  the  fever 
raging  in  the  wards,  and  doctors  and  nurses 
powerless  to  halt  its  spread  and  save  the  vic- 
tims. Then,  one  day,  a colleague  died  of  a dis- 
section wound.  Semmelweis  read  the  autopsy 
report  on  the  case,  and  realized  that  the  post- 
mor  em  findings  /ere  almost  identical  with 
those  in  cases  or  childbed  fever.  Careful  in- 
vestigation led  him  to  the  full  significance  of 
what  he  had  observed — and  to  a remedy. 

But  though  he  applied  his  findings  with 
marked  success  at  the  Vienna  clinic,  he  found 
obstacles  and  opposition  on  every  side.  Driven 
out  of  Vienna  by  political  and  personal  perse- 
cution, he  continued  his  lifesaving  task  in 
Hungarian  hospitals,  only  to  meet  with  more 
opposition.  Embittered  and  angry,  he  contin- 
ued his  lonely  struggle  until  his  death  at  the 
early  age  of  forty-seven. 

D'r.  Slaughter  has  told  his  story  in  an  attrac- 
tive readable  form  and  it  will  be  an  interesting 
volume  to  spend  an  evening  with  and  will  en- 
courage the  doctor  to  carry  on  in  spite  of  the 
many  carping  criticisms  that  now  beset  the 
profession. 


7A  [OURNAL  oi tke 
Kentucky  State  Medical  Association 

Issued  Monthly  Under  the  Direction  of  the  Council 


VOL.  48  DECEMBER,  1950  NO.  12 


Minutes  of  The  1950  Annual  Session  of  The  House  of  Delegates  of  The 
Kentucky  State  Medical  Association,  Held  in  Louisville 
September  26  - 28,  1950 


FIRST  SESSION 

Monday  Evening  September  25,  1950 

The  1950  meeting  of  the  House  of  Dele- 
gates of  the  Kentucky  State  Medical  As- 
sociation was  called  to  order  in  the  Co- 
lumbia Auditorium,  Louisville,  at  7:15 
o’clock  p.  m.,  on  the  25th  day  of  Septem- 
ber, 1950,  President  Hugh  L.  Houston, 
Murray,  presiding. 

President  Houston:  May  I now  call  this 
first  session  of  the  1950  meeting  of  the 
House  of  Delegates  of  the  Kentucky  State 
Medical  Association  to  order. 

You  delegates  who  have  represented 
our  component  societies  through  the 
years  I am  sure  feel  at  home  and  are  ready 
to  use  our  Reference  Committee  system 
for  the  second  time  in  the  handling  of  the 
reports  and  resolutions  presented  to  this 
legislative  body.  To  the  new  delegates, 
we  extend  a hearty  welcome  and  a sin- 
cere desire  that  you  use  our  democratic 
system  to  express  your  ideas  and  those  of 
the  societies  you  represent. 

Many  times,  we  have  heard  that  the 
most  significant  objective  of  organization 
is  the  unification  of  effort.  Organization 
enables  us  to  work  together  harmonious- 
ly and  in  an  orderly  fashion. 

I would  like  first  to  call  your  attention 
to  the  explanation  of  the  Reference  Com- 
mittee procedure.  As  you  well  know,  this 
is  the  procedure  that  is  used  by  the  Amer- 
ican Medical  Association,  and  many  of 
the  other  large  State  Associations  in  the 
nation.  The  points  of  interest  are  these: 

Reports  introduced  by  titles.  Whenever 
possible,  introduce  it  by  title  with  as  few 
remarks  as  possible. 

All  pertinent  data  and  information  that 


is  not  included  in  the  written  report  can 
be  introduced  as  a supplementary  report 
and  all  supplementary  reports  shall  be 
prepared  in  written  form. 

These  reports  and  resolutions  shall  be 
referred  to  the  committee  handling  such 
business,  and  an  opportunity  shall  be  giv- 
en to  every  delegate  to  discuss  the  matter. 
The  committee  will  refer  this  matter  back 
to  the  house  of  Delegates  on  Wednesday 
afternoon,  at  which  time,  you  will  settle 
the  question  before  the  House. 

If  you  will  read  through  those  other 
recommendations  that  have  to  do  with 
new  business  you  will  see  they  have  to 
be  written.  We  will  appreciate  eight 
copies  so  we  can  handle  it  in  a judicial 
manner. 

The  reference  committee  meetings  will 
be  handled  as  outlined  on  the  blackboard 
there,  and  the  places  are  as  located  on 
the  board.  They  will  hold  open  hearings. 

I think  that  gets  the  major  items  in  this 
system.  We  used  it  last  year  very  suc- 
cessfully, and  I trust  you  will  find  it 
satisfactory  this  year. 

Now,  it  becomes  my  duty  to  recognize 
the  chairman  of  the  committee  on  cre- 
dentials. Before  doing  that,  I would  like 
to  have  Dr.  Sam  Brown  stand.  It  was 
impossible  for  me  to  put  Dr.  Brown  on 
the  committee  this  year  for'  the  reason 
that  he  was  not  a delegate.  Dr.  Brown 
has  acted  in  this  capacity  for  25  years, 
and  if  he  is  in  the  house,  I wish  he  would 
please  stand,  because  we  all  love  and  re- 
spect Dr.  Sam  Brown. 

President  Houston:  We  will  now  hear 
from  the  credentials  committee,  Dr.  Ken- 
neth L.  Barnes,  chairman  of  the  Commit- 
tee on  Credentials.  (Dr.  Barnes  was  not 
present.) 
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President  Houston:  I will  have  to  re- 
fer the  matter  to  the  Secretary.  Can  you 
give  me  this? 

Bruce  Underwood,  Secretary,  Louis- 
ville: We  have  a quorum  present  and  we 
think  the  credentials  are  all  in  order. 

President  Houston:  In  the  absence  of 

the  Chairman,  do  I hear  a motion  that  we 
accept  the  Secretary’s  report  as  to  the 
credentials? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  to  accept  the 
Secretary’s  report. 

President  Houston:  So  ordered.  In  the 
December  issue  of  the  Journal,  the  min- 
utes of  the  1949  meeting  were  printed. 
Dr.  Underwood  I am  sure  has  the  minutes 
with  him.  Do  I hear  the  motion  that  the 
minutes  be  accepted  as  printed  in  the 
Journal,  or  is  there  some  other  maneuver 
the  house  wishes  to  follow? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  to  accept  the 
Secretary’s  report  as  printed  in  the 
Journal. 

President  Houston:  So  ordered.  I am 

now  to  the  item  of  the  report  from  your 
President. 

Repori  of  the  President 

Your  president  believes  that  the  Ameri- 
can physician  has,  this  year,  regained 
some  of  his  lost  prestige  with  the  Ameri- 
can Public.  The  public  relations  pro- 
gram of  the  American  Medical  Associa- 
tion and  the  State  Medical  Association 
has  helped  with  the  improvement,  but 
most  of  the  worthwhile  contributions  to 
this  public  favor  has  come  from  the  doc- 
tor’s daily  contact  with  his  people  at 
home. 

I feel  we  can  hold  this  gain  and  in- 
crease it  by: 

1.  An  individual  conscientious  effort  to 
give  to  our  patients  the  best  in  medical, 
surgical  and  hospital  care. 

2.  By  supporting  and  urging  our  people 
to  participate  in  sound  insurance  pro- 
grams, such  as  Blue  Cross  and  Blue 
Shield,  for  their  protection  against  catas- 
trophic illness. 

3.  By  better  management  of  our  offices, 
clinics  and  hospitals,  with  an  increase  of 
trained  personnel  in  all  categories  of 
medical  service,  so  as  to  guarantee  a con- 
stant, uniform  medical  care  coverage. 

4.  By  active  participation  of  doctors  in 
political  and  community  activities  so  that 
our  professional  judgment  may  help  mold 


public  opinion  in  programs  pertaining  to 
welfare  and  health. 

The  Association  had  a splendid  meet- 
ing in  Owensboro  last  year,  with  468 
members,  54  guests  and  65  exhibitors  reg- 
istering. Many  others  not  registering 
were  present  and  the  attendance  of  the 
Woman’s  Auxiliary  is  not  available.  The 
House  of  Delegates  had  a registration  of 
116  members — the  highest  attendance  on 
record. 

The  new  Reference  Committee  system 
of  handling  the  reports  and  resolutions 
received  by  the  House  of  Delegates  was 
used  for  the  first  time,  with  success  and 
to  the  complete  satisfaction  of  the  mem- 
bership. This  method  is  used  by  the 
American  Medical  Association  and  by 
many  other  state  associations.  The  sys- 
tem is  being  continued  this  year  and  we 
trust  all  delegates  will  exercise  their 
rights  in  its  use. 

The  scientific  program  was  outstanding 
and  our  four  guest  speakers  were  well  re- 
ceived. The  participation  of  Vice-Presi- 
dents as  moderators  was  instituted,  which 
properly  recognizes  these  outstanding  of- 
ficers of  our  organization. 

For  the  first  time  a general  meeting 
was  held  and  the  auditorium  was  filled 
with  lay  and  professional  people  inter- 
ested in  medical  care.  Your  president 
gave  his  address  at  that  time;  thus  under 
the  revised  constitution,  which  is  gradu- 
ally going  into  effect,  there  will  be  no 
president’s  address  this  year,  and  Dr. 
Overstreet’s  official  message  will  be  de- 
ferred until  the  1951  Centennial  Meeting. 

The  annual  subscription  dinner  at 
Owensboro,  featured  the  recognition  of 
133  new  members,  addressed  by  Whitaker 
and  Baxter  on  the  National  Education 
Campaign  against  Socialized  Medicine, 
and  our  state  participation  in  this  cam- 
paign ably  led  by  Dr.  R.  Haynes  Barr  of 
Owensboro. 

It  gives  me  pleasure  to  further  em- 
phasize the  fact  that  the  President  of  the 
World  Medical  Association  and  the 
American  Medical  Association  is  our  own, 
Dr.  E.  L.  Henderson.  The  Jefferson  Coun- 
ty unit  of  our  association  honored  Dr. 
Henderson  at  a dinner  on  October  26  in 
Louisville,  which  was  attended  by  out- 
standing personalities  in  American  medi- 
cine, who  paid  tribute  to  his  leadership  in 
organized  medicine. 

I should  like  to  again  compliment  our 
Secretary  and  General  Manager,  Dr. 
Bruce  Underwood.  We  are  fortunate  to 
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have  this  efficient  and  unassuming  leader 
to  direct  the  day  to  day  routine  of  the 
Association.  He  will  guide  our  affairs 
in  a democratic  way  and  will  truly  be  a 
servant  to  our  membership.  He  is  cold 
steel  in  holding  for  truth,  honesty  and 
fair  play,  and  it  has  'been  a pleasure  for 
me  to  work  with  him  in  your  interest 
during  the  past  year. 

Our  headquarters  offices  have  been 
greatly  improved  in  arrangement,  equip- 
ment and  personnel.  Dr.  Underwood  has 
completed  his  reorganization  and  staff. 
If  you  have  not  v'sited  the  headquarters 
offices  at  620  South  Third  Street,  do  so 
while  you  are  in  town.  The  staff  is  com- 
posed of  Dr.  Underwood,  Secretary,  Gen- 
eral Manager  and  Editor  of  the  Journal. 
2.  Raymond  Dixon,  Assistant  Editor  of 
the  Journal,  Secretary  to  the  Kentucky 
Physicians  Mutual  Inc.,  our  Blue  Shield 
Plan,  and  Secretary  to  the  Scholarship 
Fund  Committee.  3.  Joe  Sanford,  Assis- 
tant Secretary,  in  charge  of  routine  of- 
fice procedure  and  the  annual  meeting. 
It  is  through  his  efforts  that  we  have  55 
select  commercial  exhibitors  at  this  1950 
meeting — the  largest  on  record.  4.  Bob 
Poisall,  Field  Secretary  and  Journalist. 
Through  his  personality,  the  Association 
plans  to  serve  the  doctor  locally  and  to 
carry  forward  the  program  of  Public  Re- 
lations. The  secretaries  and  bookkeepers 
in  the  office  are  splendid  workers  who 
are  grateful  for  the  opportunity  to  serve 
the  membership. 

I should  like  to  call  your  attention  to 
the  improvements  in  our  Journal.  The 
new  cover  page  is  attractive  and  calls  at- 
tention, at  a glance,  to  Kentucky  and  to 
the  contents  of  each  issue.  The  rear- 
rangement of  contents  has  made  it  more 
readable  and  usable  by  all.  The  selection 
of  a highly  trained  and  scientific  editorial 
board  will  in  time  improve  the  scientific 
material  for  publication.  The  news  items 
and  county  reports  are  interesting  and 
should  lead  to  closer  fellowship  among 
the  societies  of  the  state.  While  at 
A.  M.  A.  I was  pleased  to  hear  compli- 
mentary comments  from  Editors  of  State 
Journals  and  American  Medical  Associa- 
tion officials  on  our  publication.  I noted 
that  it  compared  favorably  with  the  lead- 
ing journals  of  the  nation. 

The  second  edition  of  the  Director,  pub- 
lished this  year,  was  a great  improvement 
over  the  first  edition.  Each  physician  in 
Kentucky  received  a copy  and  many  are 
being  used  by  drug  firms,  governmental 


units  and  others  having  need  for  such  a 
publication. 

The  1950  session  of  the  Kentucky  Leg- 
islature occurred  during  my  term  of  of- 
fice. Your  officers  and  headquarters 
force  cooperated  in  every  way  possible 
with  governmental,  civic,  and  other  pro- 
fessional groups  in  studying  proposed 
health  and  welfare  legislation.  We  were 
especially  interested  in  6 bills,  5 of  which 
passed.  The  hospital  licensing  law  failed. 

I refer  you  to  page  223  of  the  May  issue 
of  the  Journal  for  a discussion  of  this 
matter  toy  our  editor.  It  seems  to  me  that 
it  is  time  for  Kentucky  physicians  to  take 
note  of  what  is  happening,  and  to  play 
their  proper  role  in  political  affairs. 

This  year  has  witnessed  a great  in- 
terest in  Councilor  District  meetings.  The 
first  district,  led  by  Dr.  Vernon  Pace,  held 
three  well  attended  meetings.  Two  or 
three  other  units  held  two  meetings  and 
every  district  had  its  annual  meeting. 
The  officers  were  especially  pleased  with 
Dr.  Slucher’s  meet'ng  at  Shelbyville,  as  it 
showed  increased  interest  in  Association 
affairs  by  this  our  largest  district.  The 
County  Societies  were  more  active  during 
the  year,  but  still  fell  somewhat  short  of 
our  desires.  Allow  me  here  to  plead  for 
more  activity  on  the  county  level  and  for 
the  filing  of  minutes  of  these  meetings 
with  the  Journal  for  publication. 

Your  association  has  1982  members  as 
compared  with  1817  for  1949.  1189  mem- 

bers have  paid  their  dues  to  American 
Medical  Association,  thus  giving  us  60% 
in  American  Medical  Association  enroll- 
ment. It  is  to  be  noted  that  this  year  we 
had  three  delegates  to  the  American 
Medical  Association  meeting  in  San  Fran- 
cisco. Due  to  the  new  rule  on  member- 
ship of  the  House  of  Delegates  to  the 
American  Medical  Association  we  will  re- 
turn to  our  usual  two  delegates  in  1951. 
Kentucky  had  forty  doctors  attending  the 
San  Francisco  meeting.  Our  National 
Association  has  always  been  the  leading 
scientific  body  in  America  and  the 
Journal  of  A.  M.  A.  the  leading  medical 
periodical  in  the  world.  We  have  just 
lately,  with  our  new  leadership,  tackled 
the  problem  of  public  relationships  and 
the  question  of  providing  medical  care  for 
our  people. 

May  I further  call  attention  to  the 
Kentucky  Physicians  'Mutual,  Inc.,  our 
Blue  Shield  plan,  and  its  phenominal 
growth  during  the  year.  As  you  dele- 
gates know,  our  association  voted  to 
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underwrite  this  program  with  $25,000.00 
at  its  inception.  Your  officers  are  happy 
to  report  that  $15,000.00  of  this  amount 
was  returned  yesterday  to  the  Associa- 
tion. May  I compliment  the  Community 
Hospital  Service,  Inc.,  and  the  Board  of 
Directors  of  our  plan  for  their  leader- 
ship in  providing  this  coverage  for  Ken- 
tuckians. Dr.  Oscar  O.  Miller  must  be 
remembered  as  the  originator  in  Ken- 
tucky of  this  worthwhile  project.  The 
plan  now  has  44,000  members,  whereas 
Blue  Cross  membership  is  something 
over  314,000.  Both  plans  are  far  short  of 
the  coverage  desired,  but  this  beginning 
is  very  encouraging.  It  behooves  each 
doctor  to  lend  his  support  to  this  program. 

With  Dr.  C.  C.  Howard  as  leader,  we 
have  made  a strong  effort  to  increase  the 
number  of  doctors  in  Kentucky  by  a 
scholarship  program.  It  is  true  that  our 
physician  population  has  decreased  6%  in 
the  last  twelve  years  and  our  University 
of  Louisville  Medical  School  is  unable  to 
accept  all  worthy  Kentucky  Students  re- 
questing entrance.  The  medical  school  is 
accepting  well  over  90%  of  its  students 
from  Kentucky  in  an  effort  to  overcome 
this  physician  shortage.  The  problem  of 
aiding  medical  education  has  been  a 
knotty  one  but  must  be  solved. 

During  the  past  month,  your  president 
was  called  to  Washington  to  discuss  the 
procurement  of  physicians  for  the  armed 
forces.  Your  association  offered  its  as- 
sistance to  the  government  and  appointed 
an  Emergency  Liaison  Committee  for  this 
purpose.  Our  records  are  open  to  the  re- 
sponsible agencies  for  study,  but  it  is  my 
opinion  that,  this  being  a National  emer- 
gency, the  responsibility  of  the  physician 
draft  should  be  borne  by  a national  body. 

It  seems  that  since  I wrote  this,  Con- 
gress in  Washington  has  taken  care  of 
this  matter.  Our  role  should  be  only  to 
advise  when  the  medical  service  to  the 
civilian  population  is  being  crippled  by 
the  national  program. 

Your  president  wishes  to  compliment 
Mrs.  E.  W.  Jackson  on  her  successful  year 
as  leader  of  the  Woman’s  Auxiliary.  The 
auxiliary  unit  is  doing  an  excellent  yeo- 
mans service  in  the  field  of  public'  re- 
lations. This  year  they  have  presented 
the  Kentucky  Division  of  the  American 
Cancer  Society  with  a fine  station  wagon, 
contributed  to  the  management  of  the 
McDowell  House  and  given  aid  to  the  tu- 
berculosis and  other  health  programs  of 
the  Commonwealth.  I salute  these  ladies 


who  are  so  capably  aiding  us  in  our  work. 

I would  indeed  be  ungrateful  if  I did 
not  call  attention  to  the  Woman’s  Aux- 
iliary, who  give  their  time  without  re- 
muneration. They  deserve  our  thanks 
for  this  generous  service. 

Tonight  we  should  finish  the  revision 
of  our  Constitution  and  By-Laws.  It  is 
to  be  expected  that  these  changes  will 
greatly  increase  the  efficiency  of  the  as- 
sociation for  years  to  come.  We  should 
thank  Dr.  Guy  Aud  and  his  committee  for 
this  constructive  contribution. 

The  re-districting  of  the  State  is  the 
second  major  organizational  change  con- 
templated for  this  meeting.  Your  presi- 
dent approves  the  committee’s  recommen- 
dations and  trust  that  this  House  will  give 
us  this  equitable  and  workable  council 
arrangement. 

In  closing  this  report,  allow  me  to  ex- 
press my  sincere  appreciation  to  all  who 
have  in  any  way  aided  the  affairs  of  the 
association  during  my  term  of  office.  It 
has  indeed  been  a real  pleasure  to  serve 
you  and  I trust  no  member  can  say  that 
I have  been  unfair  or  biased  in  any  de- 
cision I have  had  to  make.  As  my  mo- 
ment slips  into  history  I pay  my  respects 
to  the  Kentucky  doctor  and  the  service  he 
renders  to  his  people. 

Respectfully  submitted, 

Hugh  L.  Houston,  Murray, 
President 

President  Houston:  This  report  will 

be  referred  to  the  Reference  Committee 
Number  One,  which  is  to  take  care  of  the 
reports  of  the  officers. 

If  you  will  note  in  your  agenda,  you 
will  see  a star,  and  by  it  the  items.  Where 
the  star  has  been  placed,  it  has  been  de- 
cided by  the  council  that  those  reports 
should  be  read. 

Next  we  will  have  the  report  of  the 
President-Elect,  £)r.  Sam  A.  Overstreet, 
of  Louisville. 

No  response. 

President  Houston:  Dr.  Overstreet  is 

not  here,  and  he  has  filed  his  report  and 
it  will  be  referred  to  Reference  Commit- 
tee Number  One. 

Report  of  President-Elect 

It  has  been  a very  great  pleasure  to  be 
afforded  the  courtesies  accorded  me  as 
President-Elect  of  the  Kentucky  State 
Medical  Association  which  has  included 
an  opportunity  to  attend  the  meetings  of 
the  Council  and  acquaint  myself  with  the 


545 


Dec.,  1950]  The  Journal  of  the  Kentucky  State  Medical  Association 


affairs  of  the  Association.  I have  been 
impressed  by  the  earnest  devotion  to  duty 
and  the  interest  in  the  welfare  of  the 
practice  of  medicine  in  Kentucky  that  has 
been  manifested  individually  and  collec- 
tively by  the  councilors  and  by  the  sin- 
cerity and  thoroughness  with  which  they 
have  approached  every  issue  presented 
for  solution.  It  will  be  my  earnest  en- 
deavor to  help  in  maintaining  this  tra- 
dition throughout  the  ensuing  year,  when 
I assume  official  responsibility  in  helping 
to  carry  on  our  program. 

Respectfully  submitted, 

Sam  A.  Overstreet,  Louisville, 
President-Elect 

President  Houston:  Before  I go  further 
in  this  Reference  Committee  system.  I 
must  ask  the  House  for  permission  to  con- 
tinue with  the  system.  I would  entertain 
a motion  which  gives  the  President  the 
right  to  appoint  absentees  on  the  Ref- 
erence Committees  listed  in  your  Ref- 
erence Committee  sheet,  and  to  okay  this 
process  for  operation  tonight.  Do  I hear 
such  a motion? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  to  give  the 
President  the  right  to  appoint  absentees 
on  the  Reference  Committee  and  to  pro- 
ceed in  the  manner  outlined. 

President  Houston:  So  ordered.  We 

will  now  have  the  report  of  the  Council. 
Dr.  C.  C.  Howard. 

Dr.  C.  C.  Howard,  Glasgow:  The  report 
of  the  Council  is  in  your  envelope,  and 
will  be  referred  to  the  Reference  Com- 
mittee. I think  if  it  meets  with  your  ap- 
proval, I will  not  take  up  any  time  to 
read  it.  If  I hear  no  objection,  we  will 
just  file  it. 

Report  of  The  Council 

The  report  of  the  1950  session  of  the 
House  of  Delegates  is  made  by  summariz- 
ing the  principal  transactions  which  oc- 
curred at  each  of  the  four  meetings  of 
the  council. 

First  Meeting:  The  first  meeting  of 

the  Council  was  held  following  the  last 
session  of  the  House  of  Delegates  on 
October  7,  1949.  Dr.  C.  C.  Howard  was 
elected  Chairman.  The  Council  voted 
that  letters  of  appreciation  should  be  sent 
to  all  concerned  and  voted  an  honorarium 
for  various  members  of  the  staff  who  had 
helped  with  the  Annual  Meeting.  There 
was  a discussion  concerning  the  new 
cover  page  for  the  Journal  and  the  need 
for  a separate  budget  for  the  Kentucky 


State  Medical  Association.  There  was 
also  a discussion  of  the  action  which  was 
to  be  taken  for  the  implementation  of  the 
legislative  program  of  the  Kentucky 
State  Medical  Association. 

Second  Meeting:  The  second  meeting 

of  the  Council  was  held  in  the  offices  of 
the  Association  at  620  South  Third  Street, 
Louisville.  The  Council  authorized  the 
appointment  of  a Committee  to  deal  with 
the  Committee  from  the  Pharmaceutical 
Association.  The  Editor  of  the  Journal 
was  authorized  to  print  anything  in  the 
Journal  which,  in  his  opinion,  was  justi- 
fied. There  was  a discussion  of  the  pro- 
gram for  the  next  Annual  Meeting.  Dr. 
Farra  Van  Meter  was  elected  Vice-Chair- 
man of  the  Council.  The  Council  elected 
Dr.  Bruce  Underwood  as  General  Man- 
ager for  the  Council.  This  title  was  in 
addition  to  that  of  Secretary  which  had 
been  given  him  by  the  House  of  Dele- 
gates. 

The  Council  voted  that  the  dues  for  as- 
sociate members  should  be  at  the  rate  of 
$5  per  annum  and  that  such  rate  would 
entitle  the  associate  members  to  receive 
the  Journal.  The  Council  voted  to  con- 
tinue the  practice  that  April  1 of  each 
year  be  the  deadline  for  dropping  of 
members  from  the  roll  for  non-payment 
of  dues.  There  was  a full  discussion  con- 
cerning the  legislative  program  of  the 
Association  and  the  progress  that  had 
been  made  to  date.  The  Council  approved 
the  new  cover  page  for  the  Journal  and 
in  addition  voted  to  set  up  an  editorial 
board  which  would  be  concerned  with  the 
scientific  portion  of  the  Journal.  The 
Council  elected  Dr.  Bruce  Underwood  to 
be  the  third  delegate  to  the  American 
Medical  Association.  After  a full  dis- 
cussion the  Council  voted  to  employ  an 
Assistant  Secretary  and  a Field  Secretary 
for  the  Association.  The  Council  gave 
this  matter  full  and  careful  consideration 
and  decided  that  the  personnel  was  need- 
ed if  the  Association  were  to  continue  to 
go  forward. 

The  Council  heard  plans  for  the  meet- 
ing of  the  McDowell  Memorial  Commit- 
tee with  the  McDowell  Committee  of  the 
Woman’s  Auxiliary.  The  official  name  of 
the  committee  was  decided  upon  as  the 
Committee  on  the  McDowell  Memorial. 
The  Council  authorized  the  printing  and 
handling  of  “Bluegrass  News”  for  the 
Woman’s  Auxiliary  provided  the  expenses 
were  paid  out  of  the  money  appropriated 
to  the  Woman’s  Auxiliary.  The  dates  for 
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the  Annual  Meeting  were  set  at  Septem- 
ber 26,  27,  and  28,  1950,  with  the  House 
of  Delegates  to  have  its  first  session  on 
September  25.  There  was  a full  discussion 
concerning  various  plans  for  the  Annual 
Meeting.  The  Council  recommended  the 
discontinuance  of  the  requirement  that 
fifty-one  percent  of  the  physicians  of  the 
county  participate  before  contracts  could 
be  sold  and  also  recommended  that  the 
Kentucky  Physicians  Mutual  Insurance 
Policy  be  sold  on  a state-wide  scale.  The 
Council  voted  approval  of  the  proposed 
new  Veterans  Administration  contract  for 
medical  services.  The  Council  voted  the 
formation  of  a Grievance  Committee  con- 
sisting of  the  five  past  presidents  of  the 
Association.  The  Council  voted  approval 
of  the  Press  Relations  program  as  pre- 
sented by  The  Education  Campaign  Com- 
mittee. There  were  numerous  other  items 
of  business  transacted  at  this  meeting. 

Third  Meeting:  The  third  meeting  of 

the  Council  met  in  the  offices  of  the  As- 
sociation, 620  South  Third  Street,  Louis- 
ville. There  was  a discussion  from  the 
Education  Campaign  Committee  and  also 
a discussion  of  the  legislation  that  was 
passed  in  the  1950  General  Assembly.  The 
Council  voted  approval  of  the  portrait  of 
Dr.  P.  E.  Blackerby  which  has  been  paint- 
ed by  Mrs.  W.  B.  Troutman.  There  was 
a discussion  of  the  plans  for  the  Annual 
Meeting  concerning  both  the  scientific 
program  and  the  other  arrangements  for 
the  meeting.  The  Council  voted  as  the 
tentative  dates  for  the  Centennial  Meet- 
ing October  2,  3 and  4,  1951.  The  Council 
discussed  the  improvement  that  had  been 
made  in  the  Journal  and  the  steps  that 
had  been  made  to  the  formation  of  the 
Editorial  Board  to  be  concerned  with  sci- 
entific articles.  There  was  a discussion  of 
the  membership  dues  of  the  Association 
and  it  was  decided  that  for  this  year  the 
deadline  of  April  1 should  be  extended  for 
sixty  days  and  that  everyone  should  be  so 
notified.  There  was  a report  from  the 
Board  of  Directors  of  the  Kentucky 
Physicians  Mutual  explaining  why  the 
fifty-one  percent  participating  physicians 
should  still  be  required.  There  was  a full 
discussion  of  this  matter.  The  Council 
agreed  to  abide  by  the  judgment  of  the 
Board  of  Directors  of  the  Kentucky 
Physicians  Mutual.  The  Council  re- 
quested that  a resolution  be  introduced 
into  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  concerning  the 
issuance  of  an  approved  list  of  insurance 
companies  and  a rating  of  health  insur- 


ance policies  which  would  inform  the 
doctors  which  ones  were  of  value.  The 
Council  authorized  Mr.  Joe  Sanford  to 
make  an  investigation  of  the  status  of 
this  matter  in  Kentucky. 

There  was  a discussion  of  postgraduate 
med'cal  education  in  Kentucky  with 
special  references  as  to  how  it  could  be 
improved.  The  Council  voted  approval  of 
plans  for  an  annual  conference  of  county 
society  officers  to  be  held  for  one  day 
shortly  after  the  first  of  the  year.  The 
Council  voted  approval  of  having  the 
Kentucky  Physicians  Placement  Service 
jointly  sponsored  by  the  Kentucky  State 
Department  of  Health  and  the  Kentucky 
State  Medical  Association.  There  was  a 
report  of  the  McDowell  Memorial  Com- 
mittee to  the  effect  that  plans  were  being 
made  to  furnish  the  McDowell  House  and 
open  it  to  the  public  as  soon  as  possible. 

Fourth  Meeting:  The  fourth  meeting 

of  the  Council  was  held  in  the  offices  of 
the  Association,  620  South  Third  Street, 
Louisville.  There  was  a general  dis- 
cussion of  the  number  of  members  paid 
up  in  the  state  and  the  number  of  mem- 
bers paid  to  the  American  Medical  As- 
sociation. There  was  a report  from  the 
Secretary  and  General  Manager  concern- 
ing action  on  items  from  the  last  meeting 
of  the  Council.  The  Council  approved 
plans  for  the  program  of  the  House  of 
Delegates  and  for  the  rules  governing  its 
operation.  The  Council  approved  the 
matter  of  handling  all  of  the  awards  of 
the  association  in  the  same  way.  Nomi- 
nations were  to  be  received  by  the  Coun- 
cil which  would  nominate  at  least  two 
and  not  more  than  four  men  for  each  of 
these  medals.  The  House  of  Delegates 
would  then  make  the  final  selection  for 
each  one  of  the  medals.  The  Council 
gave  approval  to  the  plans  of  the  Educa- 
tion Campaign  Committee  for  implement- 
ing the  Press-Radio  Code  of  Cooperation. 
The  Council  approved  plans  for  the  estab- 
lishment of  the  McDowell  Memorial 
Foundation  to  be  set  up  as  a non-profit 
corporation.  The  loan  bond  of  $1,000  was 
set  up  for  the  use  of  the  McDowell  Com- 
mittee and  the  McDowell  Memorial 
Foundation  with  the  understanding  that 
the  money  would  be  paid  back  at  such 
time  as  the  Foundation  was  financially 
able  to  do  so. 

There  was  a full  discussion  of  the  legis- 
lation that  is  needed  for  the  next  session 
of  the  General  Assembly,  and  it  was  voted 
that  this  matter  should  be  presented  to 
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the  House  of  Delegates  in  an  Executive 
Session.  There  was  a discussion  of  the 
recruitment  of  medical  personnel  for  the 
Armed  Forces  and  it  was  decided  that  no 
action  should  be  taken  until  some  nation- 
al policy  had  been  set  up  either  fey  the 
Federal  Government  or  the  American 
Medical  Association.  The  resolution  from 
Kentucky  Veteran  Physicians  Association 
was  referred  to  the  Committee  on  Emer- 
gency Medical  Service  for  consideration 
and  recommendation.  The  Council  voted 
that  a special  committee  should  be  set  up 
to  cooperate  with  the  State.  Commissioner 
of  Insurance  and  other  experts  in  the  in- 
surance field  to  work  out  some  method 
of  preparing  an  approved  list  of  health 
insurance  companies  and  health  insur- 
ance policies.  The  Council  heard  a re- 
port of  the  committee  which  was  ap- 
pointed to  meet  with  the  similar  commit- 
tee from  the  Pharmaceutical  Association. 
Some  progress  was  reported,  but  further 
meetings  would  have  to  be  held  and  it 
was  suggested  that  this  committee  be 
made  a standing  committee  and  make  a 
full  report  to  the  House  of  Delegates. 
There  was  a full  discussion  of  the  ar- 
rangements for  the  scientific  program  at 
the  Annual  Meeting.  There  was  a report 
of  the  Committee  for  the  Centennial 
Meeting,  which  announced  that  plans 
were  well  under  way  for  the  Centennial 
Meeting.  ' The  meeting  adjourned  after 
one  of  the  heaviest  agenda  which  the 
Council  had  ever  considered. 

Summary 

The  Council  has  had  an  extremely  busy 
year,  with  an  ever  increasing  volume  of 
business  to  transact.  The  Council  has 
carried  out  its  activities  conscientiously 
and  has  acted  in  the  best  interest  of  the 
Association,  to  the  best  of  its  ability.  This 
report  covers  all  of  the  highlights  of  the 
major  items  considered  by  the  Council. 
Any  member  of  the  Association  who  de- 
sires further  information  about  any  of  the 
actions  of  the  Council  can  secure  them 
from  the  Secretary,  or  from  any  of  the 
Council. 

Respectfully  submitted. 

C.  C.  Howard,  Glasgow, 

Chairman 

Bruce  Underwood,  Louisville, 

Secretary 

President  Houston:  It  will  be  referred 
to  Reference  Committee  Number  One. 
Dr.  Howard,  do  you  have  the  supplemen- 
tal report  of  the  work  this  afternoon? 


Dr.  C.  C.  Howard:  I have  the  supple- 

mental report. 

President  Houston:  Please  read  it. 

Dr.  C.  C.  Howard:  I will  read  that  to 

you.  I don’t  think  that’s  in  your  file. 
That  was  presented  to  the  Council  this 
afternoon  and  adopted. 

Supplemental  Report  of  The  Council 
Listing  the  Recommendations  of  The 
Council 

The  Council  wishes  to  make  the  follow- 
ing recommendations  for  the  considera- 
tion of  the  1950  Session  of  the  House  of 
Delegates. 

1.  That  appropriations  be  made  in  the 
following  amounts  for  the  next  year  with 
the  understanding  that  they  be  spent  ac- 
cording to  the  regular  disbursement  pro- 
cedures of  our  Association  as  needed: 

For  the  Educational  Campaign  $2,000.00 
For  the  Centennial  Committee  $1,000.00 
This  is  our  Centennial  next  year,  and 
we  will  have  to  go  into  some  expense  for 
that.  Mr.  Sanford  and  the  Committee  is 
going  to  get  out  a good  report  and  give 
us  an  excellent  meeting,  our  hundredth 
year. 

For  the  Woman’s  Auxiliary ...  .$500.00 
We  have  always  given  them  an  excess, 
$500,  to  use.  Oftentimes  they  don’t 
use  it. 

2.  The  Council  recommends  that  a 
resolution  be  adopted  by  the  House  of 
Delegates  in  each  component  county 
society  to: 

a.  Set  up  an  efficient  emergency 
physician  call  system  covering  24  hc/urs 
per  day,  seven  days  per  week,  especial- 
ly nights,  Sundays  and  holidays. 

Now,  that  comes  under  the  recommen- 
dation of  the  Educational  Committee,  and 
they  have  made  a great  deal  of  investi- 
gation in  regards  to  this  question,  and  un- 
doubtedly there  have  been  a great  many 
complaints  from  the  public  because  they 
felt  this  was  very  expedient. 

b.  Encourage  widespread  coverage  of 
the  population  by  Blue  Cross  and  Blue 
Shield  Contracts. 

I am  sure  that  should  be  pushed  very 
much  in  the  rural  districts. 

c.  Initiate  plans  for  better  care  of 
local  medically  indigent. 

3.  That  each  county  medical  society  use 
one  of  the  advertisements  prepared  by 
A.  M.  A.  in  their  local  newspaper  during 
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the  week  of  October  8th.  This  ad  should 
be  signed  by  the  county  medical  society 
and  paid  for  by  the  county  medical  so- 
ciety. That’s  during  the  general  cam- 
paign of  advertising. 

Respectfully  submitted, 

C.  C.  Howard,  Glasgow, 
Chairman  of  the  Council 

This  is  a supplement  to  our  report 
which  is  filed. 

President  Houston:  The  supplemental 
report  will  be  referred  to  Committee 
Number  1.  Many  of  you  gentlemen  who 
wish  to  discuss  the  items  put  before  you, 
we  will  be  pleased  if  you  will  take  that 
opportunity  with  the  Committee. 

We  will  have  in  a few  minutes  the  rec- 
ommendations for  the  three  awards,  the 
E.  M.  Howard  Award,  the  Distinguished 
Service  Award,  and  the  J.  Watts  Stovall 
Award.  They  are  not  quite  ready,  and  I 
wish  here  to  appoint  a teller  committee 
to  help  me  with  this  voting,  composed  of 
Drs.  J.  M.  Bush,  Mt.  Sterling;  Oliver  C. 
Cooper,  Wickliffe,  and  R.  L.  Houston, 
Eminence. 

Dr.  C.  C.  Howard  will  now  give  the 
Council  recommendations  for  the  three 
awards. 

Distinguished  Service  Award 

Dr.  C.  C.  Howard:  As  you  well  know, 

we  followed  the  procedure  set  up  by 
Rules  and  Regulations  in  regard  to  select- 
ing the  man  that  should  be  awarded  the 
Distinguished  Service  Award,  and  the  two 
men  that  we  have  here  who  were  selected 
by  the  Council,  according  to  the  rules  and 
regulations,  are  both  outstanding  men.  It 
is  sometimes  difficult  to  select  from  two 
of  your  friends  for  any  award,  and  so  it 
is  a very  fine  thing  that  this  is  a secret 
ballot  system.  We  will  read  to  you  brief- 
ly the  record  of  these  two  men  and  you 
know  their  records  better  than  we  do. 

The  two  men  that  were  referred  to  you 
for  the  Distinguished  Service  Medal  are 
Dr.  Haynes  Barr  of  Owensboro  and  Dr. 
Charles  Vance,  Lexington.  I will  read 
Dr.  Barr’s  first.  I am  simply  going  at  this 
alphabetically. 

Robert  Haynes  Barr  was  born  in 
Owensboro,  January  24,  1902.  Dr.  Barr 
has  been  a Medical  Reserve  Officer  con- 
tinuously for  twenty-three  years,  serving 
for  over  five  years  on  active  duty  during 
World  War  II,  twenty-one  months  of 
which  was  in  the  European  Theatre.  His 
entire  service  overseas  was  with  combat 
infantry  troops.  He  was  Task  Force  Sur- 


geon for  the  Assault  troops  on  Utah 
Beach,  D-Day  in  Normandy;  he  was  pro- 
moted to  the  grade  of  Colonel  in  October, 
1944,  when  he  became  Surgeon,  VII 
Corps,  following  which  he  was  assigned 
as  Chief  of  Operations  on  the  staff  of  the 
Surgeon,  Fifteenth  Army.  He  reverted  to 
inactive  status  in  January,  1946.  Dr. 
Barr  holds  the  following  decorations  and 
campaign  medals:  European-African- 

Middle  Eastern  Campaign  medal  with  five 
battle  stars  and  bronze  arrowhead;  Bronze 
Star  with  Oak  Leaf  Clusters;  French 
Croix  de  Guerre  with  red  star;  Legion  of 
Merit;  World  War  II  Victory  medal;  and 
Army  of  Occupation  medal.  He  is  still 
an  active  member  of  the  Reserve  Corps 
and  a staff  member  of  the  Reserve  Army 
Service  Unit  of  Fort  Knox. 

Dr.  R.  Haynes  Barr  is  a director  of  Blue 
Shield,  and  was  a member  of  the  Blue 
Cross-Blue  Shield  Committee,  a trustee 
of  the  Rural  Medical  Scholarship  Fund; 
a member  of  the  Advisory  Board  to  the 
Editor  of  the  Journal,  the  Advisory  Com- 
mittee on  Mental  Hospitals,  Committee 
for  Revision  of  By-Laws,  Committee  on 
Scientific  Program,  and  he  was  a mem- 
ber of  the  Convention  Committee  for 
1949.  He  has  been  chairman  of  the  Edu- 
cation Campaign  Committee  since  its  in- 
ception in  1948,  and  is  at  present  Coun- 
cilor of  the  Second  District.  He  has 
served  two  terms  as  Secretary  and  as 
President  of  the  Daviess  County  Medical 
Society. 

He  has  also  been  very  active  in  civic  af- 
fairs in  Owensboro  and,  next  January  will 
become  President  of  the  Chamber  of 
Commerce.  You  all  know  Dr.  Barr  well, 
I am  sure. 

Dr.  Charles  A.  Vance  was  born  in  Lex- 
ington in  1880  and  was  graduated  in  1900 
from  Kentucky  University  with  A.  B.  de- 
gree. Graduated  with  M.  D.  degree  in 
1903  and  in  the  same  year  received  an 
M.  A.  degree  from  Kentucky  University. 
He  had  internships  in  Louisville  and  New 
York  until  1907.  Has  practiced  in  Lex- 
ington since  1907,  confining  his  work  to 
surgery  in  1919. 

He  was  in  the  Medical  Corps  of  the 
Army  in  World  War  I in  1918  and  re- 
ceived D.  Sc.  Honorary  degree  from 
Transylvania  in  1950.  He  is  a member  of 
the  Fayette  County  Medical  Society  and 
the  Kentucky  State  Medical  Association 
and  American  Medical  Association.  Dr. 
Vance  is  a member  and  Fellow  of  the  Col- 
lege of  Surgeons  and  member  Southern 
Medical  Association,  Southern  Surgical 
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Association  and  American  Association  for 
the  Surgery  of  Trauma. 

Dr.  Vance  was  President  of  the  South- 
ern Surgical  Association  in  1945,  Presi- 
dent of  the  Kentucky  State  Medical  As- 
sociation in  1948.  He  served  on  the  Coun- 
cil of  Kentucky  State  Medical  Associa- 
tion for  22  years  and  Chairman  of  the 
Council  for  15  years. 

He  served  as  the  First  President  of  the 
Kentucky  Surgical  Society  which  was 
founded  in  May,  1950.  He  is  now  Chair- 
man of  the  Council  of  the  Southern  Sur- 
gical Association. 

Now,  do  you  want  to  proceed  with  the 
others  and  then  let  them  vote? 

President  Houston:  In  order  that  it 

may  be  clear  to  the  delegates,  we  will  vote 
on  one  at  a time.  Now  you  have  received 
the  nomination  of  the  Council,  Dr.  Haynes 
Barr,  Owensboro  and  Dr.  Charles  Vance, 
Lexington,  for  the  Distinguished  Service 
Award  of  our  Association.  I will  ask  the 
tellers  to  distribute  the  ballots,  count 
them,  and  bring  the  vote,  please. 

The  ballots  were  distributed. 

President  Houston:  While  we  are 

waiting  for  them  to  spread  the  ballots, 
I have  noticed  that  two  distinguished 
physicians  of  A.  M.  A.  have  come  into  the 
room.  I’d  like  to  have  them  stand.  Dr.  E. 
L.  Henderson  and  Dr.  George  Lull  of 
Chicago. 

(Applause) 

President  Houston:  We  will  have  the 

pleasure  of  hearing  both  of  these  gentle- 
men at  our  public  meeting,  and  I am  sure 
that  all  of  you  join  me  in  awaiting  that 
very  unusual  pleasure. 

While  you  men  are  voting  on  the  Dis- 
tinguished Service  Award,  we  will  allow 
Dr.  Howard  to  give  us  the  other  nomina- 
tions. 

General  Practitioner  Award 
J.  Watts  Stovall  Medal 

Dr.  C.  C.  Howard:  Next  is  the  award 
given  by  Dr.  J.  Watts  Stovall,  Grayson. 
This  is  given  to  any  outstanding  General 
Practitioner  of  Kentucky,  and  we  selected 
out  of  that  list  three.  I will  read  you  a 
brief  resume  of  their  service. 

First  is  Dr.  W.  L.  Cash  of  Princeton. 
Caldwell  County.  He  was  born  in  1880 
in  Caldwell  County.  He  has  been  active 
in  organized  medicine  in  his  county  and 
state  association;  he  has  served  his  county 
as  Health  Officer;  he  has  been  active  in 
the  welfare  of  his  community  and  served 


as  mayor  of  the  city  of  Princeton  for  18 
years.  He  has  been  active  in  his  Church, 
locally  and  has  served  as  delegate  to 
various  state  and  national  conventions. 

He  has  faithfully  served  the  people  of 
Caldwell  County  and  its  immediate  en- 
virons in  the  general  practice  of  medicine 
for  forty-three  years. 

During  this  time  he  has  delivered  ap- 
proximately 2500  babies  and  has  been  the 
physician,  friend,  and  counseller  of  thou- 
sands of  patients,  both  black  and  white. 

His  service  knows  the  horse  which  he 
rented  from  the  livery  stable,  the  farm- 
er’s mule  which  met  him  at  the  road’s 
end,  and  the  willing  footsteps  which  car- 
ried him  where  no  trail  could  be  dis- 
cerned. 

As  long  as  his  health  permitted,  he 
never  refused  a call,  regardless  of  the 
weather,  time  of  day,  or  the  patient’s 
color  or  station  in  life. 

Six  months  ago  he  was  forced  to  limit 
his  practice  because  of  a gradual  conges- 
tive failure  of  his  heart. 

We  feel  that  it  would  be  fitting  and 
proper  that  his  service  should  culminate 
in  his  designation  by  the  Kentucky  State 
Medical  Association  as  its  most  outstand- 
ing general  practitioner.  He  was  nomi- 
nated by  the  Caldwell  County  Medical 
Society. 

The  next  is  from  the  Calloway  County 
Medical  Society. 

The  Calloway  County  Medical  Society 
wishes  to  nominate  Dr.  C.  H.  Jones,  Lynn 
Grove,  for  the  Stovall  award  given  by 
the  Kentucky  State  Medical  Association. 

Dr.  C.  H.  Jones  was  born  on  March  23, 
1884  in  Calloway  County  and  received  his 
medical  training  at  the  University  of 
Louisville,  graduating  in  1912.  He  re- 
turned to  rural  Calloway  County  where 
he  practiced  his  profession  up  until  1946 
when  he  was  forced  to  retire  because  of 
coronary  occlusion. 

Dr.  Jones’  outstanding  contribution  to 
rural  medicine,  his  unselfish  service  to 
humanity  and  his  inspiration  to  young 
men  locating  in  Calloway  County  is  the 
basis  for  this  nomination.  He  exemplifies 
the  family  doctor  who  always  placed  serv- 
ice to  his  people  above  self  and  financial 
reward.  During  World  War  I he  served 
in  the  U.  S.  Army  and  during  World  War 
II  he  carried  on  his  practice  even  though 
he  was  physically  unable  in  order  that  his 
rural  people  would  have  service.  When 
the  young  men  returned  he  retired  to  his 
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county  home  at  Lynn  Grove,  Kentucky, 
because  of  his  cardiac  insufficiency. 

Next  in  nomination  is  Dr.  W.  H. 
Wheeler.  He  graduated  from  Tennessee 
Medical  College.  He  began  practice  at 
Charley,  in  Lawrence  County,  Kentucky, 
and  after  one  year  moved  to  West  Lib- 
erty, where  he  practiced  17  years.  He  had 
a large  practice,  which  he  took  care  of 
travelling  by  horseback.  It  was  often 
necessary  to  accept  horses,  cows,  hogs  and 
anything  else  that  the  people  offered  for 
payment  of  their  bills.  During  this  pe- 
riod, which  terminated  in  1916,  he  re- 
ceived $5  for  OB  cases,  $ .50  for  town 
calls  and  $ .50  per  mile  for  county  calls. 
He  often  rode  ten  miles  on  horseback 
through  rain,  snow  and  mud,  for  $5. 

In  1916,  he  moved  his  practice  to 
Wheel  right,  in  Floyd  County,  where  he 
practiced  until  he  entered  the  Army. 
After  the  war,  he  practiced  in  Ashland 
for  several  years,  and  then  moved  to 
Olive  Hill,  where  he  has  been  since  1936. 

Although  he  graduated  49  years  ago, 
and  has  done  general  practice  work  since 
that  time,  he  is  still  working  hard  making 
day  and  night  calls  and  expects  to  con- 
tinue indefinitely. 

He  says,  “I  have  always  enjoyed  my 
work;  I have  always  enjoyed  a good  prac- 
tice; I have  tried  to  respect  the  profession, 
and  have  tried  to  do  as  I thought  a doctor 
should  do.” 

President  Houston:  Thank  you,  Dr. 

Howard.  We  now  have  three  nomina- 
tions for  the  J.  Watts  Stovall  General 
Practitioner  Award.  They  are  Dr.  W.  L. 
Cash,  Princeton,  Dr.  C.  H.  Jones,  Lynn 
Grove,  and  Dr.  W.  H.  Wheeler,  Olive  Hill. 
I ask  you  to  please  vote  as  soon  as  the 
tellers  can  take  up  your  votes. 

The  ballots  were  spread. 

President  Houston:  While  the  tellers 

are  spreading  the  ballots,  Dr.  Howard  will 
make  the  other  nominations.  Would  you 
stand  closer  to  the  mike,  because  the  peo- 
ple in  the  back  aren’t  able  to  hear. 

Meritorious  Service  Award 
E.  M.  Howard  Medal 

Dr.  C.  C.  Howard:  The  next  two  men 

placed  in  nomination  for  the  E.  M. 
Howard  Medal,  for  meritorious  service  to 
the  people  are  L.  C.  Hafer,  and  E.  Carroll 
Yates. 

First,  Dr.  L.  C.  Hafer,  Covington.  He 
is  a pioneer  pediatrician  in  Northern 
Kentucky.  Worked  throughout  the  state 


for  crippled  children  and  instrumental  in 
establishing  clinics  and  hospitals  for  this 
work  throughout  the  state,  and  the  estab- 
lishment of  the  Crippled  Children  Clinic 
at  St.  Elizabeth  Hospital,  Covington. 

Developed  large  pediatric  service  at  St. 
Elizabeth  Hospital  (64  beds).  For  years 
worked  at  Berea  College  as  physician  on 
voluntary  basis — and  after  retirement 
from  active  practice  three  years  ago,  has 
been  doing  research  at  Berea  on  histo- 
plasmosis. 

The  second  man  is  Dr.  E.  Carroll  Yates 
of  Lexington,  born  in  1898,  Lexington. 
Gradute  of  University  of  Michigan  Medi- 
cal School,  class  of  1922,  has  practiced 
otolaryngology  since  1928. 

He  is  a member  of  the  Fayette  County 
Medical  Society  and  a Past-President  of 
same.  At  present,  he  is  President  of  the 
Staff  at  Good  Samaritan  Hospital  in  Lex- 
ington. 

He  is  a Fellow  of  the  American  College 
of  Surgeons,  the  Academy  of  Otolaryn- 
gologists and  is  certified  by  the  American 
Board  of  Otolaryngology. 

He  has  rendered  outstanding  service  for 
two  years  as  a member  of  the  Education 
Committee  and  a gifted  member  of  its 
Speakers’  Bureau. 

President  Houston:  I will  give  you 

those  names  in  a few  minutes,  after  we 
have  voted  on  the  J.  Watts  Stovall  medal. 

We  have  an  election  for  the  Distin- 
guished Service  Award.  The  vote  was, 
Dr.  Haynes  Barr,  42;  Dr.  Charles  Vance, 
47.  Dr.  Vance  is  elected  for  that  award. 

To  help  us  speed  along,  I will  appoint 
three  more  tellers  for  the  last  nomination, 
if  you  will  allow  me.  Drs.  D.  G.  Miller, 
Morgantown,  A.  P.  Duff,  Hyden  and 
Donald  L.  Graves,  Morganfield. 

For  the  E.  M.  Howard  Award,  there  are 
two  nominations,  Drs.  L.  C.  Hafer,  Cov- 
ington, and  E.  C.  Yates,  Lexington.  I will 
appoint  tellers  for  this  award:  Drs.  George 
C.  McClain,  Benton,  C.  E.  Hatcher,  Ceru- 
lean, and  M.  H.  Moseley,  Eddyville.  We 
will  now  vote  for  the  last  award. 

The  ballots  were  spread. 

President  Houston:  It  seems  that  the 

tally  for  the  second  award  picked  up  a 
few  ballots  for  the  third  award.  Let’s  get 
all  of  the  ballots  in  for  the  second  award, 
and  we  will  destroy  the  third  award  bal- 
lots on  this  group.  That  is,  for  the  Gen- 
eral Practitioner,  Dr.  Jones  and  Dr.  Cash 
and  Dr.  Wheeler.  Please  bring  all  of 
those  in  first.  The  third  voting  is  on  yel- 
low. The  second  award  will  be  on  white 
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paper.  Be  sure  to  vote  for  Dr.  Yates  and 
Dr.  Hafer  on  the  yellow  papers,  please. 

While  the  tellers  are  getting  the  ballots 
for  us,  we’ll  have  Dr.  Underwood  give  us 
the  report  of  the  Secretary. 

Report  of  The  Secretary-Editor 

Dr.  Bruce  Underwood:  The  Secretary 

has  continued  his  efforts  again  this  year 
to  keep  the  membership  informed  con- 
cerning the  activities  of  the  Association. 
As  General  Manager  for  the  Council,  the 
Secretary  has  carried  out  the  directions 
of  the  Council.  As  Secretary,  he  has  car- 
ried out  the  policies  directed  'by  the  House 
of  Delegates.  The  members  of  the  House 
of  Delegates  have  been  furnished  as  much 
information  as  possible  concerning  this 
session  of  the  House  of  Delegates,  the 
business  to  be  transacted,  and  the  officers 
to  be  elected. 

The  work  of  the  Association  and  or- 
ganized medicine  in  general  is  growing 
and  assuming  ever  greater  proportions. 
Every  effort  has  been  made  by  the  Head- 
quarters staff  to  develop  and  maintain  the 
best  possible  services  for  the  members  of 
the  Association.  The  work  of  the  Associa- 
tion is  going  forward  as  a result  of  having 
a sufficient  number  of  personnel  to  do  the 
job.  The  Headquarters  staff  has  been  en- 
larged by  the  appointment  of  Mr.  Joe 
Sanford  as  an  Assistant  Secretary.  At- 
tached hereto  is  a report  of  his  activities. 
Mr.  Sanford  has  been  active  in  the  work 
required  for  the  handling  of  this  Annual 
Meeting.  He  has  been  instrumental  in 
securing  more  technical  exhibits  this  year 
that  we  had  in  any  previous  year.  He  has 
been  exceedingly  valuable  in  carrying  out 
the  established  policies  and  procedures 
which  are  the  responsibility  of  the  Head- 
quarters office.  We  are  indeed  fortunate 
to  have  Mr.  Sanford  with  us. 

The  Secretary  has  been  active  in  secur- 
ing members  for  the  Association.  As  of 
September  1,  1950,  there  were  2323  active 
white  physicians  in  the  state.  Of  this 
number,  1916  or  82  per  cent  were  paid  up 
members  of  the  Association;  1190  or  62 
percent  of  the  members  of  the  State  As- 
sociation were  members  of  the  American 
Medical  Association;  39  of  the  physicians 
in  the  state  are  non-dues  paying  (or 
Emeritus)  members.  A complete  report 
is  attached  hereto. 

The  Secretary  has  presented  all  major 
policy  matters  to  the  Council  of  the  As- 
sociation for  decision.  The  Secretary  has 
had  an  active  part  in  many  different 


committees,  such  as  the  Committee  on  the 
McDowell  Memorial,  the  Committee  to 
study  the  Constitution  and  By-Laws,  the 
Committee  to  study  Redistricting  the 
State,  the  Grievance  Committee,  the 
Pharmacy  Committee,  and  others. 

The  Secretary  was  active  in  the  legisla- 
tive program  of  the  Association  and  will 
make  a report  on  this  subject  in  a sup- 
plemental report  to  be  made  in  the  Execu- 
tive Session  which  is  therefore  introduced 
at  this  time  by  title  only. 

Mr.  President,  at  this  time,  by  the  very 
nature  of  the  report,  I’d  like  to  introduce 
a resolution — there  is  a complete  report  to 
go  with  it,  and  it  will  be  recommended 
that  it  be  referred  to  the  Reference  Com- 
mittee and  it  be  referred  to  this  House  at 
the  Executive  Meeting  on  Wednesday. 

President  Houston:  The  report  will  be 

referred  to  the  Reference  Committee 
Number  One. 

Dr.  Bruce  Underwood:  The  Secretary 

has  been  connected  with  several  other  ac- 
tivities in  which  the  Association  is  in- 
terested, such  as  the  Medical  Research 
Commission,  the  Rural  Kentucky  Medical 
Scholarship  Fund  and  the  Kentucky 
Physicians  Mutual,  Inc.,  and  has  coop- 
erated with  the  Woman’s  Auxiliary  of  the 
Association.  The  Secretary  has  been  the 
Editor  of  the  Journal  of  the  Association 
and  is  proud  of  the  changes  that  have  been 
made  in  the  Journal.  A Board  of  Con- 
sultants on  scientific  articles  has  been  ap- 
pointed for  'the  improvement  of  the  sci- 
entific content.  Attached  hereto  is  a re- 
port of  the  Advisory  Committee  to  the 
Editor  containing  information  about  our 
work  with  the  Journal. 

Mr.  President,  at  the  close  of  my  re- 
port, I would  suggest,  as  you  know,  that 
is  the  committee  that  Dr.  Guy  Aud  is 
Chairman  of.  It  is  the  wish  of  the  Council 
that  he  be  called  on  for  that  report.  It  is 
attached  to  mine  simply  because  it  is  not 
a Committee  of  the  House  of  Delegates, 
but  is  a Committee  of  the  Council,  and  he 
will  make  that  report. 

Attached  hereto  is  a report  of  Mr.  R.  F. 
Dixon,  who,  as  an  Assistant  Secretary  of 
the  Kentucky  State  Medical  Association, 
serves  as  Associate  Editor  of  the  Journal, 
Assistant  Secretary  of  the  Rural  Ken- 
tucky Medical  Scholarship  Fund  and  As- 
sistant Secretary  of  the  Kentucky  Physi- 
cians Mutual,  Inc.  Mr.  Dixon  is  an  in- 
valuable asset  to  the  Association,  and  his 
assistance  has  made  possible  the  work 
which  has  been  done  with  the  Journal, 
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the  Scholarship  Fund,  the  Kentucky 
Physicians  Mutual,  Inc.,  and  in  several 
other  activities  for  the  Association. 

The  Secretary  is  proud  of  having  had 
the  opportunity  to  represent  you  in  the 
House  of  Delegates  of  the  American  Medi- 
cal Association.  Dr.  Clark  Bailey  will 
cover  this  part  in  his  report  for  all  the 
delegates. 

Attached  is  a report  of  Mr.  Bob  Poisall, 
Field  Secretary.  Mr.  Poisall  has  done 
fine  work  in  contacting  physicians  all 
over  Kentucky  and  in  doing  educational 
campaign  work.  All  of  us  have  been  ac- 
tive in  the  fight  to  preserve  the  American 
Way  of  Life.  Socialism,  as  we  all  know, 
is  a very  real  danger  to  democracy  as  we 
understand  it.  Many  citizens  are  be- 
coming aroused,  but  there  are  still  too 
many  who  are  like  the  frog  who  was 
placed  in  cold  water  after  a long  winter 
siege.  The  pan  of  water  was  very  slowly 
heated  and  the  temperature  rose  so  slow- 
ly that  it  was  almost  imperceptible.  He 
didn’t  realize  the  fact  that  he  was  soon  to 
be  paralyzed  by  the  heat  and  that  in  real- 
ity he  was  to  be  destroyed  by  the  very 
thing  he  thought  was  wonderful.  The 
people  of  many  countries  of  the  world, 
and  especially  in  Europe,  have  found  a 
similar  experience  with  respect  to  social- 
ized medicine  and  the  whole  principle  of 
socialism.  Like  the  frog,  they  didn’t 
realize  what  was  really  happening  until 
it  was  too  late. 

A report  on  the  status  of  the  draft  of 
physicians  has  been  sent  to  you  in  the 
Secretary’s  letter. 

The  Secretary  appreciates  the  coopera- 
tion and  the  kindness  which,  in  spite  of 
all  his  shortcomings,  has  been  shown  to 
him  by  the  medical  profession  of  Ken- 
tucky. New  ideas,  and  changes  have  been 
well  received.  Many  difficult  decisions 
have  had  to  be  made.  Much  peace-making 
work  has  been  engaged  in  attempting  to 
smooth  out  differences  of  opinion  which 
might  have  adversely  affrcted  our  asso- 
ciation. Realizing  the  difficulty  of  pleas- 
ing everyone,  it  is  with  a deep  sense  of 
gratitude  that  we  say  words  are  inade- 
quate to  express  our  appreciation  for  your 
tolerance,  your  kindness,  your  helpful  sug- 
gestions, and  your  willing  assistance  and 
cooperation  in  our  work  together.  In 
closing,  I would  like  to  pay  tribute  to  Mr. 
Joe  Sanford,  Mr.  R.  F.  Dixon,  Mr.  Bob 
Poisall,  the  other  members  of  the  Head- 
quarters staff,  the  Chairman  and  the 
members  of  the  Council,  and  the  Presi- 
dent and  other  officers  of  the  Association. 


It  is  pleasant  and  enjoyable  to  work  with 
them  and  with  you  in  carrying  out  the 
purposes  of  the  Kentucky  State  Medical 
Association.  Thank  you  very  much. 

Respectfully  submitted, 

Bruce  Underwood,  Louisville, 
Secretary-Editor 

Attached  hereto  is  a report  of  Mr.  San- 
ford, Mr.  Dixon,  Mr.  Poisall,  a member- 
ship report  giving  complete  status,  a list 
of  membership  since  our  last  meeting,  also 
a list  of  members  who  are  deceased. 
Thank  you  very  much. 

Report  of  J.  P.  Sanford,  Assistant 
Secretary 

As  Assistant  Secretary,  I work  under 
the  direction  and  supervision  of  Bruce 
Underwood,  M.  D.,  Secretary  and  General 
Manager  of  the  Association. 

The  duties  he  has  delegated  to  me  since 
my  employment  February  1,  1950,  have 
been  varied,  numerous  and  interesting. 

The  Headquarters  office  averages  re- 
ceiving 650  pieces  of  all  types  of  mail  a 
month.  The  responsibility  of  handling 
some  of  this  mail  has  been  delegated  to 
me,  and  an  average  of  225  letters  a month 
are  written.  I assist  in  the  preparation  of 
outgoing  general  mail  (form  letters), 
which  averages  nearly  2000  pieces  a 
month. 

The  Secretary  and  General  Manager 
has  asked  me  to  assist  in  the  promot’on 
of  district  councilor  meetings.  I have  had 
a part  in  promoting  13  district  councilor 
meetings  in  ten  of  the  eleven  districts.  In 
every  instance,  every  member  and  non- 
member in  the  district  was  contacted 
once,  and  in  most  cases  twice,  relative  to 
each  councilor  district  meeting.  News  re- 
leases to  all  of  the  newspapers  and  radio 
stat'ons  in  the  district  were  gotten  out 
prior  to  each  meeting.  The  nrinting  of 
urograms  for  each  session  was  handled  by 
the  Headquarters  office  and  in  several 
cases  I assisted  in  making  the  arrange- 
ments for  the  meeting. 

The  Headquarters  office  seeks  to  work 
very  closely  with  the  county  society  of- 
ficers and  render  them  every  service  pos- 
sible. We  have  cooperated  in  the  matter 
of  collecting  dues,  s°nding  information 
and  materials,  and  have  urged  them  to 
submit  reports  of  their  county  meetings 
for  publication  in  the  Journal. 

In  carrying  on  the  administrative  work 
of  the  Association  that  has  been  dele- 
gated to  me,  it  is  necessary  to  see  many 
callers  from  the  membership  of  the  As- 
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sociation  and  from  the  lay  public,  and  oc- 
casionally see  representatives  of  the  press. 
Some  of  my  time  is  occupied  with  the 
supervision  of  the  K.  S.  M.  A.  office  force 
and  includes  working  with  the  Field  Sec- 
retary. 

Under  the  supervision  of  Raymond  F. 
Dixon,  Association  Editor,  I serve  as  Or- 
ganization Editor  of  the  Journal  of  the 
Association.  A considerable  portion  of 
my  time  is  devoted  to  gathering  and  writ- 
ing material  for  our  publication.  Our  As- 
sociation exchanges  journals  with  all  of 
the  other  state  associations  and  many  of 
the  specialty  organizations.  One  time- 
consuming  duty  is  to  scan  through  all  of 
these  journals,  some  of  the  better  ones 
receiving  special  attention,  in  an  effort  to 
get  information  and  new  ideas.  In  addi- 
tion, I assist  the  Secretary  and  General 
Manager  each  month  in  the  preparation 
of  his  “Secretary’s  Letter.”  General  news 
releases  that  are  sent  out  to  all  the  news- 
papers and  radio  stations  in  the  state  are 
prepared  under  Doctor  Underwood’s 
supervision. 

It  is  necessary  to  attend  numerous 
meetings  of  committees  of  the  Association 
and  to  make  calls  on  innumerable  As- 
sociational  officers  and  committee  chair- 
men in  the  prosecution  of  my  duties. 
Some  months  I have  attended  as  many  as 
15  meetings. 

Doctor  Underwood  has  assigned  to  me 
the  duty  of  working  with  the  Board  of 
Consultants  on  Scientific  Articles,  the 
Committee  on  Scientific  Assembly,  Com- 
mittee for  Centennial  Meeting,  Technical 
Exhibits  Committee,  Committee  on  Mc- 
Dowell Memorial,  Legislative  Committee 
of  EENT  Section,  Scientific  Exhibits 
Committee,  Committee  for  Education 
Campaign,  Grievance  Committee,  Com- 
mittee to  Study  Re-Districting  of  State, 
and  the  Woman’s  Auxiliary. 

In  addition  to  making  one  trip  to  Frank- 
fort when  the  legislature  was  in  session, 
our  office  wrote  and  sent  many  letters  to 
the  members  of  the  legislature  in  behalf 
of  K.  S.  M.  A.  sponsored  legislation. 

I have  left  the  state  four  times  on  As- 
sociation business,  twice  to  attend  sec- 
tional meetings  of  the  American  Medical 
Association  in  Chicago,  once  to  St.  Louis 
for  the  Missouri  State  Medical  Associa- 
tion Centennial  Meeting,  and  once  to  In- 
dianapolis. In  addition,  I have  attended 
a number  of  county  society  and  district 
councilor  meetings. 

One  of  my  most  important  and  most 


interesting  assignments  has  been  my  ac- 
tivities directed  toward  the  promotion  of 
this  Convention.  Starting  early  in  April 
with  the  solicitation  of  prospects  for  our 
technical  exhibits,  each  month  has  seen 
an  increasing  amount  of  work  done  in 
this  office  in  preparation  for  the  meeting. 
Aside  from  several  form  letters,  it  has 
been  necessary  to  write  an  average  of  five 
or  six  letters  to  each  one  of  our  55  tech- 
nical exhibitors  in  making  arrangements 
for  his  booth  and  giving  him  service  in 
that  connection.  I have  handled  the  ar- 
rangements for  and  correspondence  in- 
stant to  the  arrangement  of  the  scientific 
exhibits  under  the  direction  of  the  Chair- 
nan  of  the  Scientific  Exhibits  Committee. 
The  Headquarters  office  has  made  the  ar- 
rangements with  the  Columbia  Audito- 
rium and  the  Brown  Hotel  for  the  meet- 
ing, in  addition  to  a number  of  other  less 
important  matters  which  are  too  numer- 
ous to  mention.  I have  made  a concerted 
effort  to  promote  the  attendance  of  this 
meeting  in  all  of  its  phases.  A special 
effort  has  been  made  through  the  mails 
and  through  personal  contact  with  hos- 
pital and  medical  school  executives  to 
have  in  attendance  a large  number  of 
interns,  residents  and  medical  students  at 
this  meeting.  Other  activities  include  the 
securing  and  processing  of  committee  and 
officer  reports,  securing  the  papers  of  the 
essayists,  getting  information  from  and 
giving  service  to  the  guest  speakers,  and 
various  services  to  the  House  of  Dele- 
gates. One  of  the  most  exacting  jobs  has 
been  the  preparation  of  the  program 
booklet  for  this  meeting. 

In  looking  ahead  to  important  tasks  in 
the  immediate  future,  it  should  be  re- 
ported that  we  expect  to  issue  a medical 
directory  by  the  first  of  1951.  Plans  for 
the  first  County  Society  Officers  Confer- 
ence which  will  be  sponsored  by  the  As- 
sociation are  well  under  way.  This  Con- 
ference will  be  held  in  March,  1951, 
and  every  effort  will  be  made  to  have  this 
first  session  establish  the  annual  confer- 
ence as  profitable  and  worthy  of  support. 
Considerable  work  has  been  done  on  the 
preliminary  phases  of  preparing  for  our 
Centennial  in  October,  1951. 

My  work  has  been  most  interesting  and 
absorbing.  In  the  past  eight  months,  I 
have  had  much  to  learn  and  fully  realize 
that  there  is  much  more  to  be  learned. 

I want  to  express  my  sincere  apprecia- 
tion to  Doctor  Underwood  for  his  unfail- 
ing kindness,  his  excellent  direction,  his 
constructive  criticisms  and  his  assistance 
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to  me  in  general.  I certainly  have  en- 
joyed working  with  him  and  the  Asso- 
ciate Editor,  Mr.  Dixon. 

I have  been  most  grateful  for  the 
splendid  cooperation  of  the  officers  and 
members  of  the  Kentucky  State  Medical 
Association  and  component  societies  as  I 
attempted  to  carry  out  my  duties. 

Finally,  I want  to  sincerely  thank  Mr. 
Robert  Poisall,  Field  Secretary,  and  the 
staff  of  the  Headquarters  Office  for  their 
fine  cooperation,  efficient  efforts  and  loy- 
alty to  the  Association. 

Respectfully  submitted, 

J.  P.  Sanford,  Louisville, 
Assistant  Secretary 

Report  of  R..  F.  Dixon,  Assistant  Secretary 

Under  the  supervision  of  and  with  di- 
rection and  guidance  from  the  Secretary 
and  General  Manager  of  the  Association, 
the  undersigned  has  served  in  the  ca- 
pacities of  Associate  Editor  of  the  Journ- 
al, Assistant  Secretary-Treasurer  of  Ken- 
tucky Physicians  Mutual,  Inc.,  and  As- 
sistant Secretary  of  the  Rural  Kentucky 
Medical  Scholarship  Fund,  and  has 
handled  those  matters  in  connection  with 
these  organizations  that  are  the  responsi- 
bility of  the  Secretary’s  office. 

The  Journal  has  received  considerable 
thought  and  effort.  All  changes  that  have 
been  made  to  improve  it  have  been  car- 
ried out  with  the  advice  and  consent  of 
the  Advisory  Committee  to  the  Editor. 
The  front  cover  has  been  modernized  to 
conform  in  style,  appearance,  and  attrac- 
tiveness with  Journals  of  other  State  med- 
ical associations.  A table  of  contents  is 
carried  on  the  front  cover  for  the  con- 
venience of  the  reader.  The  format  of 
the  content  has  been  rearranged  and  sci- 
entific articles  have  been  given  the  place 
of  prominence.  Certain  typographical 
changes  have  been  made  to  facilitate 
readability.  An  attempt  is  being  made 
to  provide  editorials  that  are  of  current 
interest  and  reflect  the  policies  of  the 
Kentucky  State  Medical  Association.  A 
major  effort  is  being  made  to  improve  the 
quality  of  the  scientific  content.  The 
Council  now  permits  inclusion  of  papers 
that  have  not  been  read  before  the  State 
and  County  societies.  All  papers  are  ap- 
proved by  the  Board  of  Consultants  on 
Scientific  Articles  prior  to  publication. 
The  22  physicians  comprising  this  Board 
deserve  the  gratitude  of  the  Association 
for  their  efforts  in  this  regard. 

The  Organization  Section,  edited  by 


Mr.  J.  P.  Sanford,  attempts  to  keep  all 
members  posted  on  the  affairs  of  our  as- 
sociation as  well  as  to  report  important 
and  interesting  activities  of  other  groups. 

The  News  Items  Section,  edited  by  Dr. 
L.  H.  South,  has  been  amplified.  In  these 
columns  we  endeavor  to  print  items  of 
personal  interest  concerning  our  mem- 
bers. 

Comments  and  constructive  criticism 
covering  the  Journal  are  invited  to  the 
end  that  the  Journal  can  be  of  maximum 
service  to  the  membership. 

During  the  past  year,  Kentucky  Physi- 
cians Mutual,  Inc.,  has  been  actively  en- 
gaged in  the  details  of  enrolling  mem- 
bers, paying  cla  ms  and  obtaining  the  co- 
operation of  participating  iphysicians 
thereby  making  the  plan  available  to 
more  and  more  Kentuckians. 

The  Assistant  Secretary-Treasurer  has 
served  in  a liaison  capacity  between  the 
Board  of  Directors  of  Kentucky  Physi- 
cians Mutual,  Inc.,  and  the  Council  and 
between  the  Board  of  Directors  and 
Executive  Committee  and  Community 
Hospital  Service,  Inc.  He  has  arranged 
the  Annual  Members  Meeting;  two  meet- 
ings of  the  Board  of  Directors;  four  meet- 
ings of  the  Executive  Committee,  and  has 
kept  minutes  of  and  carried  out  instruc- 
tions received  at  these  meetings.  He  has 
assisted  in  the  handling  of  doubtful 
claims,  and  has  signed  claim  checks. 

To  list  the  specific  activities  in  connec- 
tion with  Kentucky  Physicians  Mutual, 
Inc.,  would  be  a duplication  of  the  report 
of  the  Board  of  Directors,  to  which  you 
are  referred. 

In  the  capacity  of  Assistant  Secretary 
of  Rural  Kentucky  Medical  Scholarship 
Fund,  the  undersigned  has  received  ap- 
plications for  loans  and  assisted  in  pro- 
cessing them  and  has  handled  correspond- 
ence regarding  the  Fund.  He  has  ar- 
ranged three  meetings  of  the  Board  of 
Trustees;  and  two  meetings  of  the  Execu- 
tive Committee.  To  date  92  loans  have 
been  made  to  51  students.  Five  physi- 
cians who  have  been  aided  by  the  Fund 
are  now  practicing  in  rural  areas  of  Ken- 
tucky and  one  is  ready  to  begin  practice. 
Seven  are  interning  and  34  are  in  medical 
school. 

The  Assistant  Secretary  has  made  a 
study  of  the  availability  of  medical  care 
in  the  counties  of  Kentucky  based  upon 
the  ratio  of  population  per  physician;  the 
age  of  physicians;  available  hospital  facili- 
ties, existing  and  proposed;  density  of 
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population,  and  per  capita  income  of  the 
population  of  the  county.  From  this  study 
32  counties  have  been  approved  by  the 
Executive  Committee  as  locations  for 
physicians  aided  by  the  Fund. 

The  duties  of  this  position  are  interest- 
ing, stimulating,  and  challenging  and  I 
wish  to  express  my  appreciation  for  the 
opportunity  of  being  associated  with  this 
organization.  I also  wish  to  acknowledge 
my  indebtedness  to  Doctor  Underwood 
and  Mr.  Sanford  and  to  the  entire  staff 
for  their  kind  cooperation. 

Respectfully  submitted, 

R.  F.  Dixon,  Louisville, 
Assistant  Secretary 

Report  of  Robert  C.  Poisall 
Field  Secretary 

Reporting  for  duty  March  20,  1950,  the 
Field  Secretary  spent  the  first  month  at 
Headquarters  office,  becoming  acquainted 
with  office  procedure  and  personnel. 

Since  the  initial  field  trip  late  in  April, 
179  towns  have  been  visited  in  117  coun- 
ties. There  are  between  2,400  and  2,500 
physicians  in  the  state,  and  we  have 
talked  personally  with  2,098.  All  Coun- 
cilor Districts  have  been  included. 

Remaining  territory  in  the  state  to  be 
covered  for  the  first  time  includes  all  of 
Jefferson,  Boone  and  Mercer  Counties  and 
parts  of  Boyle  and  Fayette  Counties.  In 
the  latter  two  counties,  there  are  approxi- 
mately 191  practicing  physicians  yet  to  be 
visited. 


An  effort  has  been  made  to  convince 
each  physician  in  the  state  that,  regard- 
less of  his  location,  the  Kentucky  State 
Medical  Association  is  interested  in  his 
support.  The  importance  of  having  the 
K.  S.  M.  A.,  its  membership  and  the  public 
in  general  to  function  as  one,  in  the  in- 
terest of  improved  medical  care,  has  been 
stressed.  Results  in  the  field  of  public 
relations  are  intangible  in  many  cases; 
however,  the  Chairman  of  the  Education 
Committee  has  expressed  satisfaction  in 
our  method  of  approaching  physicians, 
newspaper  editors  and  radio  broadcasters. 

There  is  still  work  to  be  done  in  the 
matter  of  proving  to  the  public  that  the 
medical  profession  is  willing  to  show  that 
its  system  of  medical  care  is  far  superior 
to  the  proposed  compulsory  medical  pro- 
gram of  the  Federal  Government. 

One  of  the  most  effective  efforts  of  this 
office  occurred  during  Kentucky  State 
Fair  week.  Your  Kentucky  State  Medi- 
cal Association  was  represented  by  a 
booth.  With  representatives  of  the  Jef- 
ferson County  Medical  Auxiliary  and  this 
office  on  duty  during  the  seven  days  from 
10:00  A.  M.  to  10:00  P.  M.,  some  50,000 
pieces  of  anti-socialized  medicine  litera- 
ture were  passed  to  the  public  and  many 
personal  discussions  on  the  subject  were 
held  between  the  workers  and  the  public. 

Respectfully  submitted, 

Bob  Poisall,  Louisville, 

Field  Secretary 


MEMBERSHIP  REPORT 


A Report  of  the  Membership  of  the  Kentucky  State  Medical  Association  as  of  September  1, 
1950.  The  Report  does  not  include  Physicians  who  are  ineligible  for  Membership. 


County 

Councilor 

Non- 

Active 

Emeritus 

A.  M.  A. 

District 

Mbrs. 

Members 

Members 

Members 

Adair  

6 

0 

7 

6 

Allen  

3 

l 

4 

3 

Anderson  

6 

0 

5 

1 

Ballard  

1 

0 

4 

1 

Barren  

3 

0 

23 

2 

21 

Bath  

10 

0 

4 

4 

Bell  

11 

5 

27 

1 

18 

Boone  

3 

4 

0 

Bourbon  

10 

1 

13 

6 

Boyd  

7 

36 

0 

Boyle  

3 

20 

14 

Bracken-Pendleton  

8 

3 

9 

4 

Breathitt  

0 

3 

3 

Breckinridge  

4 

0 

4 

3 

Bullitt  

0 

0 

1 

0 

Butler  

0 

0 

0 

Caldwell  

1 

8 

3 
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Calloway  

0 

15 

10 

Campbell-Kenton  

26 

119 

30 

Carlisle  

1 

4 

0 

Carroll-Galiatm-Tnmble  

5 

1 

7 

7 

Carter  

9 

4 

7 

7 

Casey  

7 

1 

2 

2 

Christian  

3 

5 

35 

22 

Clark 

2 

12 

9 

Clay  

11 

3 

3 

3 

Clinton  

7 

0 

5 

5 

Crittenden  

1 

1 

4 

3 

Cumberland  

3 

0 

5 

0 

Daviess  

2 

6 

53 

41 

Estill  

KJ 

0 

6 

0 

Fayette  

10 

21 

154 

2 

129 

Fleming  

8 

1 

7 

1 

0 

Floyd  

9 

18 

15 

8 

Franklin  

5 

1 

18 

18 

Fulton-Hickman  

1 

0 

14 

12 

Garrard  

7 

1 

7 

2 

Grant  

8 

0 

6 

0 

Graves  

1 

3 

15 

13 

Grayson  

4 

2 

5 

3 

Green  

6 

1 

3 

2 

Greenup  

9 

2 

8 

7 

Hancock  

2 

1 

0 

0 

Hardin  

4 

3 

15 

1 

Harlan  

11 

13 

45 

36 

Harrison  

8 

2 

10 

2 

Hart  

4 

0 

6 

6 

Henderson  

2 

1 

20 

12 

Henry  

5 

1 

11 

8 

Hopkins  

2 

3 

24 

14 

Jackson  

11 

3 

2 

2 

Jefferson  

5 

113 

601 

28 

394 

Jessamine  

10 

0 

7 

2 

Johnson  

9 

1 

10 

10 

Knott  

11 

1 

0 

0 

Knox  

11 

2 

8 

5 

Larue  

4 

1 

4 

0 

Laurel  

11 

0 

8 

6 

Lawrence  

9 

5 

6 

0 

Lee  

10 

3 

0 

0 

Leslie  

1 

0 

0 

Letcher  

11 

6 

12 

3 

Lewis  

0 

5 

2 

Lincoln  

7 

1 

5 

3 

Livingston  

3 

3 

0 

Logan  

3 

3 

8 

6 

Lyon  

0 

6 

3 

McCracken  

5 

39 

2 

36 

McCreary  

0 

5 

4 

McLean  

1 

2 

0 

Madison  

2 

28 

23 

Magoffin  

9 

2 

2 

0 

Marion  

3 

8 

8 

Marshall  

1 

0 

7 

4 

Martin  

2 

1 

0 

Mason  

3 

13 

4 
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Meade  4 

Menifee  10 

Mercer  6 

Metcalfe  3 

Monroe  3 

Montgomery  10 

Morgan-Elliott-Wolfe  9-10 

Muhlenberg  2 

Nelson  4 

Nicholas  8 

Ohio  2 

Owen  5 

Owsley  10 

Perry  11 

Pike  9 

Powell  10 

Pulaski  7 

Robertson  8 

Rockcastle  7 

Rowan  10 

Russell  7 

Scott  10 

Shelby-Oldham  5 

Simpson  3 

Spencer  4 

Taylor  6 

Todd  3 

Trigg  1 

Union  2 

Warren-Edmonson  3 

Washington  6 

Wayne  7 

Welbster  2 

Whitley  11 

Woodford  10 


1 

1 

1 

1 

2 

2 

2 

0 

1 

0 

1 

3 

0 

3 

13 

2 

0 

0 

0 

0 

1 

3 

1 

0 

0 

2 

0 

2 

1 

2 

1 

2 

6 

3 

2 


1 

1 

13 

3 
5 
8 
8 
16 

9 

4 
3 

5 

3 
30 
18 

0 

24 

2 

5 

5 

4 
11 
15 

7 

2 

9 

6 

3 
10 
29 

4 

4 

5 

17 

6 


1 

1 


0 

0 

11 

0 

5 

6 

3 
15 

0 

0 

0 

4 
3 

21 

7 

0 

21 

0 

3 

1 

0 

0 

12 

0 

0 

7 

6 

3 
6 

26 

4 
2 
1 
9 
0 


368  1916  39  1190 


NEW  MEMBERS  SINCE  1949  ANNUAL 


MEETING  AS  OF  SEPTEMBER  18,  1950 
Bell 

Alford,  Ralph  J.,  Fonde 
Ausmus,  James  C.,  Colmar 
Edds,  Joe  H..  Cumberland  G.ap,  Tenn. 
Golden,  James  S.  Jr.,  Pineville 
Theiss,  Cheser  B.,  Alva 
Weller,  Fred  B.,  PineVille 
Boyd 

Keeton,  James  M.,  Ashland 
Lambert,  Charles  R.,  Ashland 
Boyle 

Brewster,  Glenn  W.,  Hustonville 
Clay,  John  L.,  Perryville 
Hofbauer,  Rudolph,  Hopkinsville 
Calloway 

Jones,  Conrad  H.,  Murray 
'Quertermous,  John  C.,  Murray 


Campbell-Kenton 

Golder,  Sylvan  A.,  Covington 
Hamm,  Robert  W.,  Bellevue 
Lee,  W.  Vernon,  Covington 
McElhinney,  William  T.,  Covington 
Naber,  John  A.,  Newport 
Robinson,  Paul  A.,  Covington 

Carlisle 

Funke,  Harold  F.,  Bardwell 
Crittenden 

Dombrowsky,  Edward  F.,  Marion 
Fayette 

Borders,  Harold  H.,  Lexington 
Boswell,  Walter  L.,  Lexington 
George,  Donald  I.,  Lexington 
Hewlett,  James  S.,  Lexington 
McClellan,  James  T„  Lexington 
Massie,  William  K.  Jr.,  Lexington 
Quillin,  Ralph  C.,  Lexington 
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Shepard,  Robert  D.,  Lexington 
Straus,  Erwin  W.,  Lexington 
Van  Meter,  Jesse  O.  Jr.,  Lexington 
Floyd 

Bessinger,  Herbert  E„  Weeksbury 
Deal,  D.  L.,  Martin 
Ray,  Hugh  L.,  Catlettsburg 
Hardin 

Rustin,  Edward  I.,  Elizabethtown 
Harlan 

Cawood,  Walter  L.,  Harlan 
Loomis,  Charles  H.,  Benham 
esser,  Alexander  E.,  Harlan 
Moore,  John  C.,  Jr.,  Lynch 
Hart 

Cowherd,  C.  N.,  Munfordsville 
Hickman 

Appleton,  James  C.,  Clinton 
Jackson 

Rypstra,  John  B.,  Annville 
Jefferson 

Barnes,  Asa,  Louisville 
Best,  Maurice  M.,  Jr.,  Louisville 
Cunningham,  Guy  C.,  Louisville 
Davis,  James  W.,  Louisville 
Eller,  C.  Howe,  Louisville 
Flautt,  James  R.,  Jr.,  Louisville 
Gaines,  Frank  M.,  Louisville 
Ganem,  John  F„  Louisville 
Levene,  Nathan,  Louisville 
Lore,  Harry  E.,  Louisville 
Nataro,  Maurice,  Louisville 
Pickar,  Daniel  N.,  Louisvlile 
Polderman,  Hugo,  Waverly  Hills 
Sanneman,  Everett  H.,  Louisville 
Schuhmann,  George  N.,  Louisville 


Unde,  George  I.,  Louisville 
Williams,  Hugh  C.,  Louisville 
Witt,  William  R.,  Louisville 
Johnson 

Hall,  Maurice  M.,  Paintsville 
Letcher 

Morin,  Gerald  L.,  Jenkins 
McCracken 

Myre,  William  W.,  Paducah 
Raymond,  Coles  W.,  Paducah 
Monroe 

Tucker,  Edgar  A.,  Gamaliel 
Morgan 

Gullett,  Ralph  L.,  West  Liberty 
Muhlenberg 

Andreason,  Alfred  W.,  Greenville 
Nicholas 

Morford,  Jack  T.,  Carlisle 
Perry 

Adolph,  Paul  E.,  Hyden 
Duff,  A.  P.,  Hyden 
Pike 

Clarke,  William  F.,  PikeVille 
Sanders,  Roy,  Dorton 
Pulaski 

McLeod,  Robert  N.,  Jr.,  Somerset 
Union 

Williams,  Chas.  E.,  Morganfield 
Warren 

Harris,  Henry  S.,  Bowling  Green 
Whitley 

Peretti,  Alfred  P.,  Corbin 
Smith,  Truman  S.,  Corbin 
Verran,  Jack  W.,  Corbin 


PHYSICIANS  WHO  HAVE 
AS  OF 

DIED  SINCE  1949  ANNUAL 
SEPTEMBER  18,  1950 

MEETING 

NAME 

ADDRESS 

DATE  OF  DEATH 

Anderson,  H.  B. 

S ha  whan 

Oct.  24,  1949 

Ashbrook,  W.  A.  (Member) 

Lacenter 

March  4,  1950 

Barnes,  Chas.  W. 

Louisville 

March  6,  1950 

Barton,  William  R.  (Member) 

Lancaster 

May  11,  1950 

Bassett,  Frank  H.  (Member) 

Hopkinsville 

Aug.  5,  1950 

Board,  Milton  (Member) 

Louisville 

March  29,  1950 

Bond,  Charles  F. 

Prestonburg 

Nov.  14,  1949 

Bush,  E.  R.  (Member) 

Winchester 

Sept.  20,  1949 

Chenoweth,  James  S.  (Member) 

Louisville 

Jan.  10,  1950 

Cornelius,  Albert  F. 

Berea 

June  6,  1950 

Cornwell,  Dallas  L.  (Member) 

Kyrock 

Jan.  26,  1950 

Eads,  Samuel  0. 

Somerset 

Jan.  3,  1950 

Edwards,  Berry  J.  (Member) 

Corbin 

Oct.  21,  1949 

Davis,  E.  E. 

Grand  Rivers 

June,  1950 

Frey,  E.  S.  (Member) 

Louisville 

Dec.  21,  1949 

Frye,  John  H.  (Colored) 

Danville 

Nov.  3,  1949 
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Gilkey,  John  A. 

Paris 

Aug.  15,  1950 

Guttery,  E.  G. 

Danville 

May  1,  1950 

Harned,  H.  S.  (Member) 

Eoston 

March  11,  1950 

Helmus,  F.  W.  (Member) 

Louisville 

March  2,  1950 

Hill,  George  B.  (Member) 

Mt.  Washington 

Jan.  12,  1950 

Hodges,  John  R. 

Baskett 

Jan.  3,  1950 

Ishmael,  R.  B.  S. 

Winchester 

Jan.  5,  1950 

Jackson,  John  M. 

Gulnare 

Oct.,  1949 

Johnson,  Frank  L.  (Member) 

Livermore 

Oct.  8,  1949 

Johnson,  I.  W. 

Ltantor. 

March  14,  1950 

Lasley,  William  W.  (Member) 

Lewisburg 

Feb.  14,  1950 

Limbach,  Harry  M. 

Louisville 

Oct.  5,  1949 

Linn,  Harry  P.  (Member) 

Paducah 

April  9,  1950 

McFadden,  Ralph  H. 

Whitesburg 

Aug.  7,  1950 

McGehee,  Edward  C.  (Member) 

Ashland 

Dec.  24,  1949 

McGuire,  Courtney  (Member) 

Maysville 

Dec.  16,  1949 

McMillen,  G.  W. 

Covington 

Jan.  8,  1950 

Mann,  Harry  F.  (Member) 

Walton 

July  1,  1950 

May,  Rollin  E. 

Mt.  Sterling 

Dec.  17,  1949 

Morris,  William  S.  (Member) 

Fullerton 

Jan.  9,  1950 

Mycr,  Sam  P.  (Member) 

Louisville 

Jan.  29,  1950 

Neill,  Newman  J.  (Member) 

Lebanon  Junction 

Feb.  10,  1950 

Norman,  Lee 

Louisville 

Oct.  9,  1949 

Parker,  James  E.  (Member) 

Corbin 

June  8,  1950 

Parks,  R.  W. 

Sullivan 

Jan.  10,  1950 

Perkins,  T.  W.  (Member) 

Hopkinsville 

March  15,  1950 

Phythian,  J.  L. 

Newport 

April  13,  1950 

Powers,  M.  F. 

Powersburg 

March  15,  1950 

Quigley,  A.  R.  (Member) 

Maysville 

April  16,  1950 

Reynolds,  0.  L.  (Member) 

Covington 

May  30,  1950 

Riffe,  James  C.  (Member) 

Covington 

Dec.  23,  1949 

Roach,  Durward  B. 

Pembroke 

Nov.  22,  1949 

Salmon,  J.  M. 

Ashland 

July  24,  1950 

Sigler,  Edwin  W.  (Member) 

Henderson 

June  25,  1950 

Simpson,  Jesse  H.  (Member) 

Louisville 

June  1,  1950 

Spears,  L.  P.  (Member) 

Louisville 

July  19,  1950 

Stanley,  S.  E. 

Falls  of  Rough 

July,  1950 

Stites,  James  R.  (Member) 

Louisville 

Nov.  5,  1949 

Stroude,  J.  B.  (Member) 

Louisville 

Dec.  17,  1949 

Sutton,  K.  P. 

Lewisburg 

Nov.  19,  1949 

Thornton,  George  G. 

Lebanon 

Oct.  14,  1949 

Turner,  Paul  A.  (Member) 

Louisville 

April  13,  1950 

Wheeler,  J.  P. 

LaGrange 

July  11,  1950 

Yenowine,  George  H. 

Louisville 

Dec.  16,  1949 

Young,  L.  O. 

Dawson  Springs 

June  13,  1950 

Young,  Wade  H. 

Lexington 

June  14,  1950 

President  Houston:  The  chair  now 

recognizes  Dr-.  Aud,  Chairman  of  the  Edi- 
torial Advisory  Committee. 

Dr.  Guy  Aud,  Louisville:  How  many 

Committess  do  you  want  me  to  report  on 
at  the  present  time?  The  Constitution 
and  By-Laws? 

President  Houston:  Just  the  one  on 

the  Journal. 


Report  of  Advisory  Committee  to  the 
Editor 

Dr.  Guy  Aud:  I haven’t  a great  deal 

to  add  to  what’s  been  said  by  the  Secre- 
tary because  of  the  fact  that  the  full  re- 
port has  been  made  and  published  in  the 
Journal,  and  you  also  have  a copy  of  this 
report  in  your  folio.  It  will  take  quite  a 
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long  time  to  read  this,  so  I will  simply 
make  this  statement. 

The  committee  has  been  active  in  giv- 
ing advice  and  counsel  to  the  Editor  of 
the  Journal.  The  master  plan  and  sched- 
ule for  making  the  improvement  in  the 
Journal  has  almost  completely  been  car- 
ried out.  The  typography  and  the  format 
of  the  Journal  has  been  improved.  The 
cover  page  has  been  redesigned.  The  or- 
ganization section  has  been  greatly  ex- 
panded and  all  of  it  has  been  placed  to 
follow  the  scientific  articles.  A Board  of 
Editorial  Consultants  has  been  appointed 
for  the  purpose  of  improving  the  scientific 
content  of  the  Journal.  The  Editor  has 
been  given  the  right  to  consider  the  pub- 
lication of  any  article  that  may  be  sub- 
mitted to  him  and  is  no  longer  bound  by 
the  rule  that  the  article  must  have  been 
read  before  a medical  society  meeting. 
The  Board  of  Editorial  Consultants  will 
have  a meeting  in  a few  weeks  to  deter- 
mine the  policies  to  be  used  in  improving 
the  scientific  content  of  the  Journal.  The 
classified  directory  is  to  be  eliminated  at 
an  early  date. 

The  Committee  wishes  to  express  its 
appreciation  for  the  many  kind  remarks 
that  have  been  made  about  the  improve- 
ments in  the  Journal.  We  especially  ap- 
preciate the  cooperation  of  the  Council 
of  the  Association  which  approved  all  of 
the  recommendations  made  to  it. 
Respectfully  submitted, 

Editorial  Advisory  Committee 
Guy  Aud,  Chairman,  Louisville, 

R.  Haynes  Barr,  Owensboro 
W.  R.  McCormack,  Bowling  Green 

President  Houston:  The  Chair  refers 

the  Secretary’s  report  and  sub-reports  to 
Reference  Committee  No.  1 for  study. 

I now  have  an  election  in  the  Howard 
Award.  Dr.  L.  C.  Hafer  has  31  votes.  Dr. 
E.  C.  Yates  has  58  votes.  Dr.  Yates  is  de- 
clared winner  of  this  award.  (Applause) 

President  Houston:  We  failed  to  have 

a winner  in  the  General  Practitioner 
award.  The  score  is  as  follows:  Dr.  W. 
L.  Cash,  Princeton,  19;  Dr.  C.  H.  Jones, 
Lynn  Grove,  24;  Dr.  W.  H.  Wheeler,  Olive 
Hill,  39.  I must  have  41  votes  for  an 
election,  to  get  two-thirds,  and  I will  ask 
for  the  first  group  of  tellers  to  pass  the 
ballots  for  the  second  voting  on  Dr.  W. 
H.  Wheeler  and  Dr.  C.  H.  Jones  of  Lynn 
Grove. 

Will  you  please  vote  before  we  go  to 
the  next  item  of  business.  I notice  we 


have  a new  ballot  on  blue  paper. 

The  ballots  were  spread. 

President  Houston:  We  will  now  have 
the  report  of  the  Treasurer,  Dr.  W.  B. 
Troutman  of  Louisville.  Is  Dr.  Troutman 
in  the  hall? 

No  response. 

Dr.  Bruce  Underwood:  To  report  for 

the  Treasurer,  I’d  like  to  say  that  an  aud:t 
has  been  completed  by  certified  public 
accountants.  I think  it  is  through  August 
31st,  and  it  is  open  for  your  inspection, 
and  I suppose  this  report  will  be  filed 
with  the  Reference  Committee  for  their 
inspection. 

President  Houston:  The  Treasurer’s 

Report  is  referred  to  Reference  Commit- 
tee Number  One. 

Report  of  Treasurer 

We  have  examined  the  audit  of  the  as- 
sets, receipts,  and  disbursements  of  the 
Kentucky  State  Medical  Association  for 
the  fiscal  year  ended  August  31,  1950, 
made  by  Christen,  Brown,  McCroskey, 
and  Rufer,  and  it  would  appear  from  such 
audit  that  our  financial  structure  is  in  a 
proper  order. 

Respectfully  submitted, 

W.  B.  Troutman,  Louisville, 

Treasurer 

Report  of  Audit,  September  11,  1950 

We  submit  herewith  report  of  our  audit 
of  the  books  and  records  of  your  Secre- 
tary, Dr.  Bruce  Underwood,  and  your 
Treasurer.  Dr.  Woodford  B.  Troutman, 
for  the  fiscal  year  ended  August  31,  1950. 

The  assets  were  vertified  in  the  man- 
ner and  to  the  extent  stated  in  the  sched- 
ules and  comments  in  this  report.  Cash 
receipts  and  disbursements  were  checked 
by  us  to  the  extent  necessary  to  satisfy 
ourselves  as  to  the  accuracy  and  integrity 
of  the  records. 

It  has  been  the  practice  of  the  Associa- 
tion in  prior  years  to  close  its  records  on 
July  31,  in  order  to  allow  sufficient  time 
for  the  audit  to  be  completed  prior  to  the 
annual  meeting.  All  transactions  during 
the  month  of  August,  with  the  exception 
of  salaries  and  certain  other  expenses, 
were  held  over  until  September,  at  which 
time  the  proper  charges  and  credits  were 
made.  In  the  current  year,  all  trans- 
actions through  August  31,  1950,  have 

been  included  in  the  records. 

Subject  to  the  comments  above,  and  in 
the  various  schedules  in  this  report,  we 
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hereby  certify  that  in  our  opinion,  the  at- 
tached statements  and  schedules  fairly 
present  the  assets  of  the  Kentucky  State 
Medical  Association  at  August  31,  1950, 
and  its  receipts  and  disbursements  for  the 


fiscal  year  ended  that  date,  as  reflected 
by  the  records. 

Respectfully  submitted, 

Christen,  Brown,  McCroskey  & Rufer 
Certified  Public  Accountants 


KENTUCKY  STATE  MEDICAL  ASSOCIATION 

STATEMENT  OF  ASSETS 
AUGUST  31,  1950 


CASH: 

Cash  in  Banks,  Checking  Account. . 
Cash  in  Banks,  Savings  Account... 
Petty  Cash  Fund — McDowell  Fund 


4,237.89 

4,951.07 

200.00  $ 9,388.96 


Cash  on  Hand  for  Deposit 77.50 

INVESTMENTS: 

United  States  Government  Bonds  at  present 

redemption  value  31,295.60 

Louisville  Title  Mortgage  Co., 

Common  Stock  - Estimated  Market  Value 840.50  32,163.10 


Accounts  Receivable  - Advertising 839.53 

Less  Advance  Deposits  140.50  699.03 


Advance  - Kentucky  Physicians’  Mutual,  Inc 

McDowell  Property  - at  appraised  value 

McDowell  Home  - Furnishings  at  appraised  value 


25,000.00 

25,000.00 

5,000.00  30,000.00 


Library  470.00 

Office  Equipment  - Depreciated  value 2,160.58  2,630.58 


TOTAL  $99,932.17 


STATEMENT  OF  CASH  RECEIPTS  AND  DISBURSEMENTS 

FISCAL  YEAR  ENDED  AUGUST  31,  1950 


Checking 

Accounts 

Savings 

Accounts 

Total 

Balances  in  Banks 

September  1,  1949 

. . . $ 426.92 

$1,879.28 

$ 2,306.20 

RECEIPTS: 

Association  Dues 

(Schedule  A) 

. . . 29,978.50 

29,978.50 

Journal  of  the  Kentucky  State  Medical  Assn. 
(Schedule  B) 

. . . 21,370.67 

21,370.67 

Proceeds  from  Sales  of  U.  S.  Savings  Bonds 

14,535.00 

14,535.00 

Dividends  and  Interest  on  Investments 

1,049.20 

1,049.20 

Interest  on  Savings  Account  . . 

22.59 

22.59 

AMERICAN  MEDICAL  ASSOCIATION: 
Dues  - See  Disbursements 

. . . 29.737.50 

29,737.50 

Special  Assessment  - See  Disbursements 

875.00 

875.00 

Cash  Transfer  from  Checking  Account 

2,000.00 

2,000.00 

McDowell  Fund  (Schedule  C) 

1,278.00 

1,278.00 

Total  Receipts  

. . . 97,774.67 

3,071.79 

100,846.46 

Total  Receipts  and  Balances  in  Banks 

. . . $98,201.59 

$4,951.07 

$103,152.66 
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DISBURSEMENTS: 

Kentucky  State  Medical  Association 

(Schedule  D)  

. 45,389.27 

45,389.27 

Journal  of  the  Kentucky  State  Medical  Assn. 

(Schedule  E)  

14,634.29 

14,634.29 

McDowell  Fund — 

Repairs  and  Expenses 

127.64 

127.64 

American  Medical  Association 

Dues  

. 29,737.50 

29,737.50 

Special  Assessments  

875.00 

875.00 

Cash  Transfer  to  Savings  Account 

2,000.00 

2,000.00 

Cash  Transfer  to  McDowell  Fund 

1,000.00 

1,000.00 

Total  Disbursements  

. $93,763.70 

$ 93,763.70 

BALANCE  IN  BANKS  AUGUST  31,  1950 

. $ 4,437.89 

$4,951.07 

$ 9,388.96 

Consisting  of: 

Association  and  Journal  Checking  Account 

$2,970.83 

Association  and  Journal  Savings  Account 

4.95L07 

7,921.90 

McDowell  Fund  - Repairs  and  Supplies  Account.  . 

802.53 

McDowell  Fund  - Furniture  Account 

279.00 

McDowell  Fund  - Petty  Cash  Fund 

200.00 

1,281.53 

Book  Fund  

185.53 

TOTAL  

$ 9,388.96 

SCHEDULE  A — Association  Dues: 


Membership 


1949 

1950 

Rate 

Amount 

Regular  Members: 

Current  Year  Dues  

1,884 

$15.00 

$28,260.00 

Current  Year  Dues  

10 

7.50 

75.00 

Current  Year  Dues  

21 

5.00 

105.00 

Current  Year  Dues  

1 

2.50 

2.50 

28,442.50 

1949  Dues  Paid  in  1950  

60 

15.00 

900.00 

1949  Dues  Paid  in  1950  

4 

7.50 

30.00 

1949  Dues  Paid  in  1950  

102 

5.010 

510J00 

1,440.00 

Total  Regular  Membership  . . . 

166 

1,916 

$29,882.50 

Student  Members  

87 

9 

1.00 

96.00 

TOTALS  

253 

1,925 

$29,978.50 

During  the  year  $90.00  was 

paid  by  the 

Association 

for  eighteen 

1949  memberships 

for  serv- 

ice  men. 


SCHEDULE  B — Kentucky  Medical  Journal  Receipts: 


Cooperative  Advertising  $ 9,602.75 

Cooperative  Profit  Distribution  743.67 

Local  Advertising  3,613.11 

Subscriptions  and  Sales  200.00 


14,159.53 


Exhibit  Space: 

Owensboro  Meeting  2,270.00 

Louisville  Meeting  4,640.00  6,910.00 


Miscellaneous 


301.14 


TOTAL 


$21,370.67 


SCHEDULE  C — McDowell  Fund  Receipts: 
Repairs  and  Supplies  Account: 
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Cash  Transfer  From  Association  Account  $1,000.00 

Furniture  Account: 

Contributions  to  McDowell  Fund  278.00 


TOTAL  $1,278.00 


SCHEDULE  D' — Disbursements  Kentucky  State  Medical  Association: 

Secretary’s  Salary  $ 3,000.00 

Secretary’s  Sundry  Expenses  164.98 

Assistant  Secretaries  Salaries  6,541.68 

Assistant  Secretaries  Sundry  Expense  333.76 

Public  Relations  Consultant’s  Salary  2,141.27 

Field  Secretary’s  Salary  2,021.77 

Field  Secretary’s  Sundry  Expense 694.92 

Other  Office  Salaries  11,715.83 

Social  Security  Tax  338.33 

Unremitted  City  Occupational  Taxes  Withheld  from  Employees — 

(Payable  in  October,  1950)  49.20 

Officers,  Councilors,  and  Committee  Expenses 262.08 

Expenses  of  Delegates  to  A.  M.  A.  Meetings 1,078.94 

Medico-Legal  Committee — Fees  300.00 

Auditing  Expense  175.00 

Flags  for  use  at  Conventions  271.87 

Bronze  Tablet  for  McDowell  House  265.00 

Mats  for  Presidents’  Pictures  246.45 

Miscellaneous  Expense  415.97 

Telephone,  Telegraph  and  Express  402.63 

Postage  and  Stationery  2,190.34 

Insurance — Employees  Fidelity  Bond  286.88 

Office  Equipment  and  Furniture  676.38 

Repairs  to  Office  Equipment,  and  Supplies  68.85 

Medical  Scholarship  Fund  Pledge  1,000.00 

Portrait  of  Dr.  P.  E.  Blaekerby  300.00 

Physicians’  Directories  and  Veterans  Fee  Schedules  575.50 

Appropriations  to  County  Societies  for  Dues  of  Men  in  Armed  Services  90.00 

Educational  Campaign  Committee  Expense  1,922.77 

Louisville  Meeting  Expense  151.78 

Owensboro  Meeting  Expense  5,414.86 

McDowell  Home  Expense  2,112.39 

Taxes  Withheld  from  Employees  during  Prior  Year  Disbursed  during  Current  Yr.  278.24 


TOTAL  $ 45,389.27 


SCHEDULE  E — Disbursements  of  Journal  of  the  Kentucky  State  Medical  Association: 

Printing  Expense  $ 12,304.00 

Postage  300.00 

Color  Advertising,  Copper  Halftones,  Etc 1,618.22 

Express  and  Freight  67.10 

Assistant  Editor  Sundry  Expense  74.90 

Telephone  and  Telegraph  52.07 

Envelopes  218.00 


TOTAL 


$ 14,634.29 
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CASH: 


Cash  in  Banks: 

Bullitt  County  Bank,  Shepherdsville 

Balance 
Per  Bank 

Less  Out- 
standing 
Checks 

Balance 
Per  Books 

Treasurer’s  Checking  Account  

Bullitt  County  Bank,  Shepherdsville 

Treasurer’s  Savings  Account  

Lincoln  Bank  & Trust  Co.,  Louisville  

$ 9,576.78 

4,951.07 

187.50 

$ 5,338.89 
187.50 

$ 4,237.89 
4,951.0-7 

Totals  

Petty  Cash  Fund,  McDowell  Fund  

Cash  on  Hand  for  Deposit  

TOTAL  CASH  

$14,715.35 

$ 5,526.39 

$ 9,188.96 
200.00 
77.50 
$ 9.466.46 

Cash  in  bank  subject  to  check  was  reconciled  with  the  balances  reported  to  us  by  the  bank. 
Cash  in  Savings  Account  was  verified  with  the  savings  passbook  and  the  balance  was  also  veri- 
fied by  correspondence  with  the  bank.  Petty  C ash  Fund — McDowell  Fund  was  verified  by  cor- 
respondence with  the  custodian  of  same. 

Undeposited  cash  on  hand,  received  in  August,  1950,  was  counted  on  September  7.  Follow- 
ing consistent  practice  this  cash  will  be  deposited  in  the  Association’s  bank  account  in  Septem- 
ber, 1950,  and  then  transferred  to  the  Treasurer’s  checking  account,  at  which  time  the  respec- 
tive accounts  will  be  credited. 


INVESTMENTS: 


Maturity 

Value 


United  States  Savings  Bonds,  Series  D $ 1,000.00 

United  States  Savings  Bonds,  Series  F 650.00 

United  States  Savings  Bonds,  Series  G 31,000.00 

TOTALS  $32,650.00 


82  Shares  Louisville  Title  Mortgage  Co. 
Common  Stock  Estimated  Market  Value 
TOTAL  INVESTMENTS  


Cost 

$ 775.00 

481.00 
31,000.00 


Present  Re- 
demption or 
Market 
Values 
$ 980.00 

530.60 
29,785.00 


$32,256.00  $31,295.60 


840.50 

$32,136.10 


These  investments  were  held  in  safekeeping  with  the  Bullitt  County  Bank,  Shepherdsville,  and 
were  verified  by  correspondence  with  that  bank.  Present  redemption  and  market  values  were 
checked  by  us. 

During  the  year,  $15,000.00  U.  S.  Savings  Bonds,  Series  “G”  were  redeemed  for  $14,535.00. 
Interest  received  on  government  bonds  amounted  to  $1,000.00  and  dividends  on  the  stock  was 
$49.20. 


Accounts  Receivable — Advertising: 
Cooperative  Medical  Advertising  Bureau 
Other  Advertising  Accounts: 

Irving  Cobb  Resort 

Creditors  Protective  Bureau  

Walter  Dean,  M.  D 

James  Robert  Hendon,  M.  D 

H.  C.  Herrmann,  M.  D 

Norton  Infirmary  

Frank  Pirkey,  M.  D 

Allen  M.  Sakler,  M.  D 

H.  W.  Schien  

W.  D.  Mattingly  

Stokes  Hospital  

H.  B.  Strull,  M.  D 


$670.72 


$18.00 
36.00  (A) 

3.00 

4.50 

6.00 
15.81 
19.50 

3.00 

1.50  (B) 
20.40  (C) 
33.60 

7.50 


168.81 


Total  $839.53 

Deduct: 

Advance  Deposits  on  Other  Advertising  Accounts  (22)  140.50 


TOTAL  $699.03 
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(A)  1946  Advertising 

(B)  1948  Advertising 

(C)  In  dispute,  1949  Advertising. 

The  Co-operative  Medical  Advertising  Bureau  account  represents  the  amount  due  for  adver- 
tising in  August  in  the  Journal  of  the  Kentucky  State  Medical  Association. 

Other  Advertising  accounts  ,are  for  monthly  advertising  in  the  Journal  of  the  Kentucky  State 
Medical  Association. 

The  income  from  these  accounts  will  be  taken  into  income  when  payment  is  received. 
Advance — Kentucky  Physicians  Mutual,  Inc.  $25,000.00 

In  July,  1949,  the  Association  advanced  $25,000.00  to  the  Kentucky  Physicians  Mutual,  Inc., 
to  be  used  as  contributed  surplus  as  provided  by  the  laws  of  the  State  of  Kentucky  governing 
the  organization  of  non-profit  mutual  insurance  corporations.  This  advance  will  be  refunded  in 
full  when  the  financial  condition  of  the  Corporation  warrants  such  repayment.  It  is  subject  to 
the  approval  of  the  Division  of  Insurance,  Commonwealth  of  Kentucky  and  to  the  action  of  the 
Board  of  Directors  of  Kentucky  Physicians  Mutual,  Inc. 

The  Kentucky  Physicians  Mutual,  Inc.  has  received  approval  from  the  Director  of  Division 
of  Insurance  Commonwealth  of  Kentucky  authorizing  the  repayment  of  $15,000.00  of  the  $25,- 


000.00  originally  advanced. 

McDowell  Property  and  Furnishings: 

McDowell  Property — At  Appraised  Value  ....  $25,000.00 

Furnishings  5,000.00 

TOTAL  $30,000.00 


Kentucky  State  Medical  Association  reacquired  the  McDowell  property,  Danville,  Ky.,  from 
the  Commonwealth  of  Kentucky,  Division  of  State  Parks  on  June  C,  1949,  at  no  cost. 

The  McDowell  Home  was  originally  acquired  by  the  Association  in  1935  for  $10,000.00,  and 
an  Apothecary  Shop  in  1939  for  $3,500.00,  total  $13,500.00. 

The  heirs  to  the  McDowell  Home  placed  the  sale  price  of  the  house  at  $15,000.00,  and  re- 
ceived $10,000.00  from  the  Association.  The  additional  $5,000.00  was  considered  a gift  by  the 
heirs  as  a memorial  to  their  father,  Dr.  Weisinger. 

After  the  above  purchase,  the  Association  deeded  the  property  to  the  Commonwealth  of  Ken- 
tucky for  rehabilitation  and  restoration  to  be  used  as  a State  park.  We  were  informed  the  Fed- 
eral Government  provided  $13,500.00  for  this  purpose. 

As  it  became  no  longer  profitable  to  the  State  to  operate  the  property  as  a State  park,  the 
Commonwealth  of  Kentucky  reconveyed  it  to  the  Association  on  June  6,  1949.  We  inspected  the 
recorded  deed.  The  Association  had  the  property  appraised  after  acquisition  in  1949  and  the 
appraisers  valued  it  at  $25,000.00. 

Furnishings  have  been  purchased  for  the  home  by  the  Woman’s  Auxiliary  to  the  Kentucky 
State  Medical  Association.  The  estimated  value  of  the  furnishings  was  $5,000.00. 

No  depreciation  is  being  taken  on  the  McDtowell  property  and  furnishings. 

McDowell  Home  expenses  paid  from  the  Treasurer’s  checking  account  during  the  year  un- 
der review  amounted  to  $2,240.03. 

Fire  and  extended  coverage  insurance  of  $25,000.00  with  90%  coinsurance  clause  is  in  force 
on  the  property,  and  $5,000.00  on  the  furnishings.  We  inspected  the  policies. 

Library  and  Office  Equipment: 


Library: 

Value 

Reserve 

for 

Depr’n 

Depre- 

ciated 

Value 

47  Bound  Volumes  Kentucky  Medical 
nals  — 1903-1949  

Jour- 

$ 470.00 

$ 

$ 470.00 

Office  Equipment  

2,433.78 

273.20 

2,160.58 

TOTALS  

$2,903.78 

$273.20 

$2,630.58 

Library  and  Office  Equipment  were 

verified 

with  purchase 

invoices.  Additions 

during  the 

year  amounted  to  $676.38. 

It  is  the  practice  of  the  Association  to  reduce  the  cost  of  office  equipment  10%  each  year 
for  depreciation.  When  an  item  is  fully  depreciated,  it  is  eliminated  from  the  account  and  car- 
ried on  a list  of  fully  depreciated  equipment. 

No  depreciation  is  taken  on  equipment  in  the  year  of  purchase.  Cost  of  office  equipment  was 
reduced  by  depreciation  of  $175.72  during  the  current  year. 

BLANKET  POSITION  BOND  COVERAGE 

All  employees  (excluding  the  President  and  three  Vice-Presidents) — Each — $10,000.00.  This 
bond  was  inspected  by  us. 
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President  Houston:  We  are  now 

ready  for  the  report  of  the  Councilor  Dis- 
tricts. The  first  District,  Dr.  J.  Vernon 
Pace  of  Paducah. 

No  response. 

President  Houston:  He  has  submitted 

his  report  in  mimeograph,  and  it  will  be 
referred  to  Committee  Number  1. 

Report  of  The  First  Councilor  District 

There  have  been  two  combined  First 
Councilor  District  and  County  Medical 
Society  meetings  this  year.  Fulton  County 
Medical  Society  was  host  for  a combined 
meeting  in  March,  and  Calloway  County 
Medical  Society  was  host  for  a second 
combined  meeting  in  June.  A third  com- 
bined meeting  is  being  planned  for  Sep- 
tember with  McCracken  County  Medical 
Society. 

All  counties  in  the  First  Councilor  Dis- 
trict are  organized  with  officers. 

Calloway  County  is  now  holding  regu- 
lar monthly  meetings. 

McCracken  County  has  had  regular 
monthly  meetings,  except  for  the  three 
summer  months,  with  distinguished  guest 
speakers  from  various  medical  centers. 
Attendance  has  been  well  above  total 
membership  due  to  the  cooperation  of 
doctors  in  the  First  Councilor  District. 
There  are  139  practicing  doctors  in  the 
First  Councilor  District;  122  are  paid 
members  of  the  Kentucky  State  Medical 
Association;  89  are  paid  members  of  the 
American  Medical  Association.  Twelve 
additional  doctors  have  located  in  the 
First  Councilor  District  within  the  past 
year. 

At  the  present  time  there  are  approxi- 
mately 165  registered  nurses  in  the  First 
District.  Of  this  number,  50  are  estimated 
to  be  inactive.  An  additional  19  are  en- 
gaged in  public  health  work,  there  are 
one  or  more  public  health  nurses  in  each 
county. 

There  are  372  acceptable  hospital  beds 
and  51  non-acceptable  beds,  making  a 
total  of  423  available  hospital  beds  in  the 
First  District. 

There  are  246  new  hospital  beds  now 
under  construction  in  the  First  District. 

Clinton  has  under  construction  a new 
22-bed  hospital. 

Princeton  has  a new  38-bed  hospital 
now  under  construction. 

Baptists  in  Paducah  have  under  con- 
struction, and  anticipate  an  early  com- 
pletion of,  a 150-bed  hospital. 


Riverside  Hospital  in  Paducah  is  plan- 
ning an  $800,000  expansion  to  include  a 
new  nurses’  home  and  36  additional  rooms 
for  patients. 

The  First  Councilor  District  has  a 
Cancer  Treatment  Center  approved  by 
the  American  College  of  Surgeons  now 
established  at  Riverside  Hospital,  Pa- 
ducah. This  has  been  in  operation  for 
some  years,  and  is  now  seeing  an  increas- 
ing number  of  indigent  patients.  The 
First  Councilor  District  hopes  to  be  host 
at  the  Fifth  Annual  Cancer  Symposium  in 
1951  and  will  make  every  effort  to  secure 
this  meeting. 

The  First  Councilor  District  has  been 
honored  by  furnishing  the  Kentucky 
State  Medical  Society  with  its  President, 
Dr.  Hugh  L.  Houston,  Murray,  and  the 
Women’s  Auxiliary  of  the  Kentucky 
State  Medical  Association  with  its  Presi- 
dent, Mrs.  E.  W.  Jackson,  Paducah. 

Mrs.  E.  W.  Jackson,  President,  and  the 
members  of  the  Women’s  Auxiliary  of  the 
Kentucky  State  Medical  Society  pur- 
chased a Station  Wagon  for  use  of  the 
Cancer  Clinic  in  Kentucky.  This  was  pre- 
sented with  appropriate  ceremony  in  Pa- 
ducah on  June  15th. 

Respectfully  submitted, 

J.  Vernon  Pace,  Paducah 
Councilor,  First  District 

President  Houston:  The  Second  Dis- 

trict, Dr.  R.  Haynes  Barr,  Owensboro. 

No  response. 

President  Houston:  Dr.  Barr’s  report 

is  here  and  will  be  referred  to  Reference 
Committee  Number  1. 

Report  of  The  Second  Councilor  District 

There  are  149  physicians  in  the  Second 
Councilor  District,  with  133  being  mem- 
bers of  their  County  Societies  and  State 
Association,  representing  89%  of  the  total 
number.  Since  the  last  Annual  Meeting, 
there  have  been  seven  new  doctors  locat- 
ing in  the  district,  four  of  whom  have  be- 
come members  of  their  County  and  State 
organizations.  There  have  been  five 
deaths  of  physicians  in  the  past  year. 

Following  is  the  District  membership 


counties: 

Total 

Members 

Daviess 

56 

53 

Hancock 

1 

0 

Henderson 

21 

20 

Hopkins 

26 

24 

McLean 

3 

2 

Muhlenberg 

16 

16 

Ohio 

4 

3 
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Union  11  10 

Webster  11  5 

Of  the  nine  counties,  five  have  active 
County  Medical  Societies.  One  of  our 
County  Medical  Societies  holds  two  meet- 
ings per  month  iand  three  others  hold 
monthly  meetings. 

There  are  five  members  who  attend 
meetings  in  societies  of  other  counties. 
These  include  two  Ohio  County  doctors 
who  are  members  of  the  Daviess  County 
Society;  one  Daviess  County  resident  who 
is  a member  of  the  Henderson  County 
Society;  one  McLean  County  resident  who 
is  a member  of  the  Hopkins  County  So- 
ciety and  one  Butler  County  (Third  Dis- 
trict) resident  who  is  a member  of  Muh- 
lenberg County  Society. 

Hospital  construction  the  past  year  has 
been  centered  in  Madisonville,  Hopkins 
County,  where  a 100-bed  Tuberculosis 
Sanatorium  has  been  built,  and  in  Owens- 
boro, Daviess  County,  where  a 62-bed 
wing  has  been  added  to  the  Owensboro- 
Daviess  County  Hospital.  Muhlenberg 
County  is  planning  a new  30-bed  hospital 
and  an  architect  has  already  been  em- 
ployed. 

The  District  Hospital  situation: 

Bed  Capacity 


Daviess  164 

Hancock  0 

Henderson  80 

Hopkins  154 

(Including  110-bed  Tuberculosis  Sana- 
torium.) 

McLean  0 

Muhlenberg  59 

Ohio  10 

Union  54 

Webster  11 


The  above  figures  do  not  accurately  re- 
flect the  full  extent  of  hospitalization  in 
our  District  because  all  hospitals  have 
long  been  operating  far  above  their  rated 
capacity.  For  example  the  Owensboro- 
Dav:ess  County  Hospital,  the  largest  Gen- 
eral Hospital  in  the  District,  had,  before 
the  opening  of  its  new  annex  this  month, 
a rated  bed  capacity  of  ninety  beds.  The 
average  daily  census  for  the  past  year  has 
been  112  patients  and  upon  one  occasion 
last  winter  this  hospital  carried  a peak 
load  of  155  patients. 

There  are  274  registered  nurses  in  this 
District.  The  following  list  shows  the 
proportionate  number  of  Public  Health 
Nurses. 


Davies 

Total  Public  Health 
132  6 

Hancock 

1 

1 

Henderson 

51 

4 

Hopkins 

27 

2 

McLean 

7 

1 

Muhlenberg 

27 

2 

Ohio 

10 

1 

Union 

12 

0 

Webster 

7 

1 

Physicians  in 

four  counties, 

Hopkins, 

Muhlenberg,  Henderson  and  Daviess, 
have  signed  agreements  to  be  participants 
in  the  Blue  Shield  Insurance  Plan.  Coun- 
ties in  which  the  doctors  have  been  con- 
tacted in  regard  to  becoming  participat- 
ing physicians  but  who  have  not  yet  sign- 
ed agreements  include  Union,  Webster, 
McLean,  and  Ohio.  Hancock,  with  only 
one  doctor,  is  the  only  county  in  which 
no  action  whatever  has  been  taken  in  re- 
gard to  the  Blue  Shield  Plan. 

A well-planned,  well  organized  and 
widely  advertised  community  enrollment 
of  Blue  Shield-Blue  Cross  was  held  in 
Daviess  County  the  week  of  May  8,  1950. 
Financial  assistance  in  the  cost  of  press 
and  radio  advertising  was  rendered  by 
the  two  hospitals  in  Owensboro.  In  view 
of  the  fact  that  three  adjoining  counties, 
Hancock,  Ohio  and  McLean,  have  little  or 
no  hospital  facilities,  and  since  the  people 
of  these  three  counties  depend  upon  the 
hospital  facilities  of  Daviess  County,  this 
voluntary  enrollment  included  all  four 
counties.  It  is  felt  that  this  concerted  ef- 
fort which  resulted  in  a substantial  num- 
ber of  new  subscribers  was  very  success- 
ful. 

A Second  Councilor  District  Meeting 
was  held  at  the  Soaper  Hotel  in  Hender- 
son, Kentucky,  May  11,  1950.  The  Wom- 
an’s Auxiliary  of  the  Second  Councilor 
District  met  with  us.  There  was  a large 
number  in  attendance  including  the 
President  and  the  Secretary-General 
Manager  of  the  Kentucky  State  Medical 
Association. 

There  are  five  young  men  in  the  Second 
Councilor  District  who  have  taken  ad- 
vantage of  the  Kentucky  State  Medical 
Association  Rural  Scholarship  Fund;  two 
in  Daviess  County,  and  one  each  in  Hen- 
derson, Hopkins  and  McLean  counties. 

The  members  of  the  Woman’s  Auxiliary 
of  the  Second  Councilor  District  under  the 
leadership  of  Mrs.  D.  W.  Anderson  of 
Madisonville,  Kentucky  have  been  very 
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active  during  the  year  and  have  rendered 
invaluable  assistance,  especially  in  the 
field  of  Public  Relations. 

Respectfully  submitted, 

R.  Haynes  Barr,  Owensboro, 
Councilor,  Second  District 

President  Houston:  Third  District,  Dr. 
C.  C.  Howard. 

Dr.  C.  C.  Howard:  The  report  has  been 

filed. 

President  Houston:  The  report  will  be 
referred  to  Reference  Committee  Num- 
ber 1. 

Report  of  The  Third  Councilor  District 

Our  district  has  met  every  three  months 
for  years  and  had  an  excellent  scientific 
program.  The  meetings  have  been  well 
attended.  We  advocate  using  a great 
many  of  the  young  men  in  the  district 
on  the  program,  because  it  is  a benefit  to 
them  and  they  often  have  good  case  re- 
ports. The  hospital  program  is  progress- 
ing very  well  in  the  district  and  I hear 
no  great  complaint  from  the  public  in  re- 
gard to  medical  care.  There  is  one  crying 
need  that  must  be  met.  There  should  be 
more  hospital  and  health  insurance.  This 
we  feel  like  could  be  met  through  the 
Blue  Cross  and  Blue  Shield  and  any  good 
commercial  insurance  company,  but  it 
must  be  stimulated.  Health  units  should  be 
supported  fully. 

Respectfully  submitted, 

C.  C.  Howard,  Glasgow, 
Councilor,  Third  District 

President  Houston:  Fourth  District, 

Dr.  J.  I.  Greenwell,  of  New  Haven.  Dr. 
Greenwell. 

Dr.  J.  I.  Greenwell,  New  Haven:  The 

report  has  been  filed. 

President  Houston:  The  report  will 

be  referred  to  Reference  Committee  Num- 
ber 1. 

Reporl  of  Councilor  of  Fourth  District 

This  is  the  annual  report  from  the 
Councilor  of  the  Fourth  District  for  the 
year  of  1950. 

I think  we  have  had  more  county  meet- 
ings this  year  than  we  did  in  1949.  We 
had  a Councilor  meeting  in  Bardstown  on 
June  8,  1950;  it  was  attended  by  more  than 
fifty  doctors  and  their  wives.  We  had  a 
splendid  program  at  this  meeting.  The 
papers  were  discussed  by  most  of  the 
doctors  in  attendance. 

The  paid-up  membership  for  1950  was 
48  as  compared  with  46  on  August  3,  1949. 


Fourteen  members  paid  their  American 
Medical  Association  dues  to  August  3, 
1950. 

The  Fourth  Councilor  District  is  com- 
posed of  the  following  counties:  Breckin- 
ridge, Bullitt,  Grayson,  Hart,  Hardin, 
Larue,  Meade,  Nelson  and  Spencer. 

Respectfully  submitted, 

J.  I.  Greenwell,  New  Haven 
Councilor,  Fourth  District 

President  Houston:  Fifth  District,  Dr. 

R.  R.  Slucher. 

Dr.  R.  R.  Slucher,  Buechel:  My  report 

has  been  filed. 

President  Houston:  The  report  has 

been  filed  and  we  will  refer  it  to  Refer- 
ence Committee  Number  1. 

Report  of  The  Fifth  Councilor  District 

The  Fifth  Councilor  District  is  com- 
posed of  nine  counties:  Carroll,  Franklin, 
Gallatin,  Henry,  Jefferson,  Oldham, 
Owen,  Shelby  and  Trimble.  There  are 
656  paid  members  of  County  and  State 
Societies  and  442  who  paid  A.  M.  A.  dues, 
the  difference  in  these  figures  being  due 
solely  to  Jefferson  County  Members. 

The  Fifth  District  meeting  was  unusual- 
ly well  attended  this  year  with  189  pres- 
ent, 100  of  which  were  doctors.  The  meet- 
ing was  held  at  Shelbyville,  and  the  host 
was  Shelby-Oldham  County  Medical  So- 
ciety, and  they  certainly  were  wonderful 
hosts.  This  was  a dinner  meeting  fol- 
lowed bv  three  twenty-minute  papers  by 
out-of-district  men. 

Secretaries  and  delegates  have  been 
elected  or  appointed  in  all  counties  so  that 
counties  with  only  one  or  several  mem- 
bers will  be  informed  of  State  affairs  and 
be  represented  at  State  meetings. 

The  Postgraduate  Seminar  held  by  the 
University  of  Louisville  in  Louisville  in 
June  was  well  attended,  and  the  speakers 
were  outstanding  men  throughout  the 
United  States.  Many  class  reunions  were 
held  at  the  same  time  and  the  Kentucky 
Academy  of  General  Practice  had  its  An- 
nual Meeting  the  day  before  the  Seminar. 

The  Jefferson  County  Educational  Com- 
mittee, under  direction  of  Dr.  David  Cox, 
has  been  most  active  during  the  past  year. 
Respectfully  submitted, 

R.  R.  Slucher,  Buechel, 
Councilor,  Fifth  District 

President  Houston:  Sixth  District,  Dr. 

George  McClure. 

No  response. 
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President  Houston:  Dr.  McClure 

handed  in  a report  on  his  district.  His  re- 
port has  been  filed  and  has  been  referred 
to  Committee  Number  1. 


Report  of  The  Sixth  Councilor  District 

The  component  counties  of  the  Sixth 
District  and  associated  data  are  tabulated 
below: 


County 

Non- 

Members  Members  Retired 

Dec’d 

New 

Phys. 

New 

Mbrs. 

Pop. 

Adair 

7 

0 2 

0 

0 

0 

17,608 

Anderson 

5 

0 3 

0 

0 

0 

9,002 

Boyle 

20 

3 0 

2 

4 

3 

20,493 

Green 

3 

1 1 

0 

0 

0 

11,236 

Marion 

8 

3 2 

1 

0 

0 

17,217 

Mercer 

13 

2 0 

1 

0 

0 

14,591 

Taylor 

9 

2 0 

0 

0 

0 

14,368 

Washington 

4 

1 0 

0 

0 

0 

12,768 

Total 

69 

12  8 

4 

4 

3 

117,183 

There  are  i 

eighty-one 

practicing  physi- 

The  other  figures  speak  for  themselves. 

cians  with  a membership  average  of  85%. 

Hospitals  are  distributed  as 

follows: 

The  rate  per 

populatio 

n is  1 to  1446.6. 

Name 

City 

County 

Beds 

Bassinets 

Ephraim  McDowell 

Memorial 

Danville 

Boyle 

76 

24 

Kentucky  State 

Danville 

Boyle 

1415 

(Mental) 

Mary  Immaculate 

Lebanon 

Marion 

50 

20 

Mercer  General 

Harrodsburg 

Mercer 

50 

15 

Rosary 

Campbell  lsville 

Taylor 

33 

12 

General  Hospital  Beds- 

-Total 

209 

71 

the  confidence  of  the  Public.  How  long 
this  can  continue  is  problematical.  As 
elsewhere,  people  complain  of  the  in- 
ability to  procure  a physician  at  night  or 
even  for  ordinary  house  calls.  The  prob- 
lem is  simply  this — we  do  not  have  enough 
Doctors.  We  have  a minimum  rather 
than  a really  adequate  number  to  meet 
the  existing  demands.  With  the  coming 
mobilization  and  the  necessary  loss  of  a 
certain  number  of  men  to  the  Military 
Service,  the  shortage  can  and  will  be 
acute.  This  stiuation  is  general  through- 
out the  nation. 

Organized  medic  ne  with  the  help  of 
Government  should  take  immediate  and 
drastic  steps  to  correct  this  shortage 
which  will  otherwise  last  for  years. 

Respectfully  submitted, 

George  McClure,  Danville 
Councilor,  Sixth  District 

President  Houston:  Seventh  District, 

Dr.  Norfleet. 

Dr.  Carl  Norfleet,  Somerset:  It  has 

been  filed. 

President  Houston:  The  report  will 

be  referred  to  Reference  Committee 
Number  1. 


The  figures  given  for  the  Mary  Im- 
maculate Hospital  are  for  the  new  build- 
ing which  is  almost  completed.  Con- 
tracts have  been  awarded  for  a twenty- 
five  bed  addition  to  the  McDowell  Hos- 
pital in  Danville.  Plans  for  a new  hos- 
pital at  Columbia,  Adair  County,  are  in 
the  formative  stage. 

The  Public  Health  Program  is  being 
extended.  There  is  evidence  of  increased 
interest  both  on  the  part  of  the  Pro- 
fession and  the  Public.  Unfortunately, 
world  affairs  and  an  increasing  lack  of 
personnel  will  undoubtedly  call  a halt  to 
this  desirable  expansion. 

The  Annual  Joint  Meeting  with  the 
Seventh  District  was  held  at  the  Ken- 
tucky State  Hospital,  June  15,  1950.  In 
this  connection  it  might  be  mentioned 
that  the  Administration  and  the  Per- 
sonnel of  the  Kentucky  State  Hospital  are 
most  cooperative  both  with  the  Physicians 
and  the  citizens  of  the  surrounding  com- 
munity. Such  is  not  always  the  case  with 
Public  Institutions. 

In  general  it  may  be  said  that  the 
“State”  of  the  Sixth  District  is  satisfac- 
tory. Public  relations  are  good.  The 
Medical  Profession  has  the  support  and 
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Report  of  The  Seventh  Councilor  District 

There  are  seventy-one  physicians  in  the 
Seventh  District,  sixty-two  of  which  are 
members  of  their  County  Medical  So- 
cieties, or  83  plus  percent. 

Since  our  last  report  two  new  members 
have  been  added  to  our  list,  Drs.  R.  N. 
McLeod  and  Barton  Ramsey,  both  located 
in  Somerset.  Forty-two  have  paid  their 
A.  M.  A.  dues. 

We  are  grieved  to  report  the  fatal  auto- 
mobile accident  that  took  the  lives  of  Dr. 
and  Mrs.  Wm.  Barton,  Lancaster,  Ken- 
tucky, on  May  11,  1950. 

There  is  little  activity  among  the  Coun- 
ty Medical  Societies.  A local  meeting  is 
held  occasionally;  however,  many  mem- 
bers of  the  various  County  Societies  have 
attended  other  County,  District  and  State 
Meetings. 

The  Sixth  and  Seventh  Councilor  Dis- 
tricts held  their  annual  joint  meeting  at 
the  Kentucky  Hospital,  Danville,  Ken- 
tucky, on  June  15,  1950.  The  meeting 
was  well  attended  from  both  Districts  and 
a very  interesting  program  was  presented. 

On  invitation  by  Dr.  Carl  Norfleet, 
Councilor  for  Seventh  District,  it  was 
voted  for  the  next  Annual  Joint  Meeting 
to  be  held  in  his  District  during  the  sum- 
mer of  1951. 

It  is  gratifying  to  report  the  completion 
of  two  new  hospitals,  one  at  Liberty, 
Casey  County  and  one  at  Lancaster,  Gar- 
rard County.  The  Tuberculosis  Hospital 
at  London,  Kentucky,  remains  unoc- 
cupied. 

Due  to  conditions  beyond  our  control 
your  servant  has  been  unable  to  visit  all 
the  County  Societies  in  this  District  dur- 
ing the  past  year,  however,  many  letters 
and  other  communications  have  been  ex- 
changed, encouraging  the  fight  against 
socialized  medicine,  advocating  voluntary 
insurance,  urging  prompt  payment  of 
local,  State  and  A.  M.  A.  dues,  insisting 
upon  arrangement  of  programs  and  hold- 
ing regular  monthly  meetings  of  each 
County  Medical  Society. 

Respectfully  submitted, 

Carl  Norfleet,  Somerset 
Councilor,  Seventh  District 

President  Houston:  Eighth  District, 

Dr.  Mersch. 

Dr.  Edward  B.  Mersch,  Covington:  The 
report  has  been  filed. 

President  Houston:  The  report  has 


been  filed  and  will  be  referred  to  Com- 
mittee Number  1. 

Report  of  The  Eighth  Councilor  District 

The  Eighth  Councilor  District  compris- 
ing ten  counties,  has  a total  of  216  Doctors. 
Eighty-one  percent  of  these  belong  to  the 
Kentucky  State  Medical  Society.  The 
majority  of  those  not  having  paid  their 
dues  are  in  the  aged,  inactive  or  retired 
group.  However,  only  18%  of  the  total 
doctors  in  this  district  have  paid  the 
A.  M.  A.  dues.  This  is  indeed  a poor 
showing.  I’m  sure  that  this  does  not  mean 
the  other  82%  are  in  opposition  to  the 
A.  M.  A.  Rather,  I believe  it  indicates 
a poor  collection  system  by  the  A.  M.  A 
The  Eighth  Councilor  District  is  prac- 
tically 100%  against  socialized  medicine. 

The  doctors  work  well  together,  are 
congenial,  and  serve  the  public  well.  If 
the  doctor-doctor,  and  the  doctor-patient 
relationship  were  as  harmonious  through- 
out the  United  States,  as  it  is  in  this  dis- 
trict, there  would  be  no  excuse  whatever 
for  socialized  medicine. 

The  Eighth  District  needs  additional 
doctors,  especially  in  the  smaller  com- 
munities. We  earnestly  hope  we  will 
remedy  this  situation  in  the  very  near 
future. 

Respectfully  submitted, 

Edward  B.  Mersch,  Covington 
Councilor,  Eighth  District 

President  Houston:  The  Ninth  Dis- 

trict, Dr.  Paul  B.  Hall. 

Dr.  Paul  B.  Hall,  Paintsville:  The  Sec- 
retary has  it. 

President  Houston:  The  report  is  here 
and  has  been  filed  with  Committee 
Number  1. 

Report  of  The  Ninih  Councilor  District 

As  Councilor  of  the  Ninth  District,  I 
wish  to  report  that  the  activities  of  the 
medical  profession  are  about  up  to  par  in 
our  district.  About  the  same  number  of 
doctors  have  joined  the  Association  as  did 
the  previous  year  and  several  have  joined 
the  A.  M.  A.  Glad  to  report  that  every 
practicing  physician  in  my  own  county 
of  Johnson  has  joined  both  the  State  and 
National  societies.  The  welfare  program 
of  the  United  Mine  Workers  is  in  full  op- 
eration to  a somewhat  limited  degree  com- 
pared with  last  year,  and  this  is  quite  a 
boon  to  the  medical  profession  up  in  our 
district.  This  boon  applies  mostly  to  hos- 
pitals and  doctors  associated  with  hos- 
pitals at  this  time.  The  private  practition- 
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er  not  connected  with  a hospital  is  left 
out  in  the  cold  as  far  as  this  program  is 
concerned. 

Our  Annual  Meeting  was  held  at  Pres- 
tonsburg  early  in  the  spring  and  nearly 
seventy  doctors  were  in  attendance  for  a 
good  dinner  and  a fine  program  given  by 
Drs.  Sam  A.  Overstreet  and  Charles 
Edelen  of  Louisville  and  Drs.  Ray  Bobbitt 
and  Francis  Scott  of  Huntington,  West 
Virginia. 

Respectfully  submitted, 

Paul  B.  Hall,  Paintsville 
Councilor,  Ninth  District 

President  Houston:  The  Tenth  Dis- 

trict, Dr.  Van  Meter. 

Dr.  J.  F.  Van  Meter,  Lexington:  The 

report  has  been  filed. 

President  Houston:  The  report  is  filed 
and  will  be  referred  to  Committee  Num- 
ber 1. 

Report  of  The  Tenth  Councilor  District 

As  of  August  3,  1950,  the  Tenth  Coun- 
cilor District,  composed  of  18  counties, 
has  267  doctors  who  are  members  of  the 
State  Association.  Last  year,  the  total 
number  of  paid  members  was  285.  Of  the 
present  267,  188  have  paid  their  A.  M.  A. 
dues. 

Only  one  of  the  above  18  counties  has 
no  1950  County  Society  officers. 

Our  Annual  District  dinner  was  held 
at  the  Lexington  Country  Club  on  July 
19th,  at  which  time  eight  short  papers 
were  presented  by  members  of  the  Fay- 
ette County  Society. 

During  the  past  year  the  Blue  Shield 
Insurance  Policy  has  been  sold  to  a rela- 
tive few  in  this  district.  We  feel  this  is 
an  excellent  form  of  insurance  protection 
for  both  patient  and  physician,  and  we 
hope  this  program  will  be  more  vigorous- 
ly detailed  to  the  public  in  general. 

If  this  House  of  Delegates  adopts  the 
“Report  of  the  Committee  to  Study  Re- 
districting the  State”,  the  Tenth  District 
will  be  reduced  from  18  counties  to  two, 
these  being  Fayette  and  Woodford  and 
the  number  of  doctors  from  282  to  162.  We 
approve  this  committee’s  report. 

The  publicity  work  promoted  by  Dr. 
Underwood’s  staff  has  served  to  keep  the 
doctors  of  this  district,  as  well  as  others, 
informed  regarding  the  over-all  program 
of  the  State  association  and  vital  legisla- 
tion pertaining  to  the  profession. 

Your  Councilor  attended  all  meetings 


of  the  Council  during  the  past  year  and 
served  as  vice  chairman  of  the  Council. 

Respectfully  submitted, 

J.  F.  Van  Meter,  Lexington 
Councilor,  Tenth  District 

President  Houston:  The  Eleventh  Dis- 

trict, Dr.  Charles  Cawood. 

Dr.  Charles  D.  Cawood,  Middlesboro: 
The  report  has  been  filed. 

President  Houston:  The  report  has 

been  filed  and  will  be  referred  to  Ref- 
erence Committee  Number  1. 

Report  of  The  Eleventh  Councilor  District 

The  Eleventh  Councilor  District  is  com- 
posed of  11  counties;  namely,  Bell,  Clay, 
Harlan,  Jackson,  Knott,  Knox,  Laurel, 
Leslie,  Letcher,  Perry  and  Whitley.  These 
counties  are  in  the  Southeastern  Ken- 
tucky section  of  the  State.  Five  (5)  of 
these  counties  have  less  than  ten  physi- 
cians, namely  Clay  6,  Jackson  4,  Knott  2, 
Laurel  8,  and  Leslie  3.  In  other  words, 
these  five  counties  have  a total  of  only 
twenty-three  physicians.  Among  these 
twenty-three  physicians  there  are  only 
thirteen  of  them  members  of  the  Ken- 
tucky State  Medical  Association.  Leslie 
County  has  3 physicians,  and  none  of 
them  are  members  of  the  Kentucky  State 
Medical  Association  either  during  the 
current  .year  or  during  the  past  year. 
Among  these  five  counties  is  Laurel 
County,  and  Laurel  County  has  8 physi- 
cians, all  of  whom  are  members  of  the 
Kentucky  State  Medical  Association. 

I feel  that  in  all  probability  these  physi> 
cians  are  not  members  of  the  Kentucky 
State  Medical  Association  since  there  are 
not  enough  physicians  to  hold  regular 
meetings,  except  in  Laurel  County.  There 
are  a total  of  204  eligible  physicians  for 
membership  in  the  Kentucky  State  Medi- 
cal Association  in  the  Eleventh  Councilor 
District.  There  are  148  paid  members  in 
the  Eleventh  District. 

It  is  realized,  of  course,  that  some  of 
these  physicians  are  inactive  and  retired. 
Some  of  them  are  practicing  medicine 
with  a limited  license  to  practice  under 
the  Kentucky  State  law. 

It  is  my  recommendation  that  during 
the  current  year  that  the  Secretary  of  the 
Kentucky  State  Medical  Association,  or 
his  representative,  send  out  for  the  Elev- 
enth Councilor  District  an  inquiry  as  to 
the  qualifications  of  the  physicians  in 
that  district,  and  why  they  are  not  mem- 
bers of  the  Kentucky  State  Medical  As- 
sociation. I believe  that  in  this  manner 
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we  will  be  able  to  classify  the  eligibility 
of  membership  in  the  Association. 

I realize,  too,  that  some  physicians  have 
moved  from  these  counties  during  the 
year,  and  their  membership  has  lapsed, 
and  some  new  physicians  have  moved  into 
the  counties  during  the  current  year,  and 
as  yet  have  not  been  accepted  into  the 
local  Medical  Society. 

Through  the  splendid  cooperation  of  the 
Secretary  of  the  Kentucky  State  Medical 
Association  and  the  Assistant  Secretary,  a 
District  meeting  was  held  at  the  Clear 
Creek  Springs  near  Pineville,  Kentucky 
during  the  month  of  August.  The  Secre- 
tary of  the  Kentucky  State  Medical  As- 
sociation and  his  assistant  arranged  a 
splendid  program — and  the  doctors  on  this 
program  were  Dr.  Sam  Overstreet  of  Lou- 
isville, Kentucky;  Dr.  Stanley  Parks  of 
Lexington,  Kentucky;  and  Dr.  Richard  J. 
Rust  of  Newport,  Kentucky. 

It  rained  all  day  the  day  of  the  meet- 
ing; but  in  spite  of  this,  we  had  an  at- 
tendance of  forty  physicians  from  the 
Eleventh  District.  The  programs  present- 
ed by  the  guest  speakers  were  excellent, 
and  the  members  in  attendance  thorough- 
ly enjoyed  the  instructive  information 
that  was  presented  to  them. 

I have  enjoyed  the  work  at  the  Elev- 
enth District  this  year.  During  the  coming 
year  I hope  that  we  will  be  able  to  give 
a more  detailed  report  on  the  non-mem- 
bers of  this  district. 

Respectfully  submitted, 

Charles  D.  Cawood,  Middlesboro 
Councilor,  Eleventh  District 

President  Houston:  We  will  now  have 

the  report  of  the  Delegates  to  the  Ameri- 
can Medical  Association.  Dr.  Clark  Bailey. 

Report  of  Delegates  to  The  American 
Medical  Association 

Your  Delegates  to  the  American  Medi- 
cal Association  have  been  unusually  busy 
during  the  past  two  sessions.  The  elec- 
tion of  Dr.  Elmer  Henderson  as  President- 
Elect  last  year  in  Atlantic  City  at  the  an- 
nual session  placed  the  delegation  from 
Kentucky  in  an  enviable  position.  Due  to 
his  election  and  his  influence  your  dele- 
gates were  given  the  opportunity  to  par- 
ticipate in  many  of  the  major  activities  of 
the  A.  M.  A.  House  of  Delegates.  Most  of 
you  probably  heard  the  broadcast  over  a 
national  hook-up  of  both  the  American 
and  Mutual  Broadcasting  Systems  of  Dr. 
Henderson’s  “President’s  Address”  which 
was  widely  acclaimed  and  enthusiastical- 


ly received  at  an  open  meeting  of  the 
House  of  Delegates.  Also  at  this  meeting, 
for  the  first  time  the  oath  of  office  was 
administered  to  the  incoming  president. 
The  ceremony  of  the  installation  of  Dr. 
Henderson  which  was  broadcast  and  re- 
corded for  the  movies  was  indeed  im- 
pressive. 

Dr.  Henderson’s  election  to  the  Presi- 
dency of  the  World  Medical  Association 
brings  an  added  honor  to  himself  as  well 
as  to  our  own  Kentucky  State  Medical 
Association.  The  World  Medical  Asso- 
ciation is  vigorously  supported  by  the 
A.  M.  A.  and  we  are  urged  to  become 
members  of  this  organization  which  sup- 
ports the  practice  of  medicine  as  we 
know  it. 

At  the  interim  session  at  Washington, 
D.  C.  last  December,  Dr.  Clark  Bailey 
served  as  a member  of  the  Resolutions 
Committee  on  Legislation  and  Public  Re- 
lations. At  the  annual  session  in  San 
Francisco  Dr.  Bruce  Underwood,  our  new 
Delegate,  served  on  the  busy  Resolutions 
Committee  of  Executive  Session.  Dr. 
Underwood  introduced  to  the  A.  M.  A. 
House  of  Delegates  the  following  resolu- 
tion on  the  Evaluation  of  Health  Insur- 
ance Policies: 

“Whereas,  The  public  has  no  means  of 
determining  which  health  insurance 
policies  are  of  value  and  which  are  not; 
and  Whereas,  The  American  Medical  As- 
sociation is  in  a position  to  render  a great 
service  in  rating  health  insurance  policies 
in  a fair  and  impartial  manner;  and 
Whereas,  the  Council  of  the  Kentucky 
State  Medical  Association  urges  the  adop- 
tion of  this  resolution;  now,  therefore  be 
it  Resolved,  That  the  American  Medical 
Association  through  one  of  its  councils 
take  the  necessary  steps  to  determine  the 
value  of  all  health  insurance  policies 
which  may  be  submitted  to  it  and  to  in- 
dicate this  information  in  such  a manner 
that  the  public  may  have  some  reasonable 
idea  of  the  value  of  the  individual  poli- 
cies.” 

This  resolution  of  Dr.  Underwood’s  was 
referred  to  the  reference  committee  on 
Insurance  and  Medical  Service  where 
considerable  discussion  took  place. 

Our  Kentucky  State  Medical  Associa- 
tion received  further  recognition  when  at 
the  San  Francisco  session  last  June  Dr. 
J.  B.  Lukins  was  appointed  to  the  mem- 
bership of  the  Judicial  Council.  The  Judi- 
cial Council  is  one  of  the  most  important 
standing  committees  of  the  A.  M.  A.  and 
Dr.  Lukins’  appointment  to  this  commit- 
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tee  brings  honor  not  only  to  himself  but 
to  our  own  organization.  His  service  on 
this  committee  will  add  to  the  stature  of 
the  Kentucky  delegation. 

The  San  Francisco  meeting  held  last 
June  26-30  was  one  of  the  most  successful 
in  the  history  of  the  American  Medical 
Association.  More  than  25,000  persons  in- 
cluding more  than  10,000  doctors  were  in 
San  Francisco  for  the  convention.  Some  of 
the  more  important  actions  taken  by  the 
House  of  Delegates  were:  Adoption  of  a 
report  on  displaced  persons,  authorization 
of  a student  American  Medical  Associa- 
tion, the  Board  of  Trustees  to  initiate  the 
organization  of  such  a body,  adoption  of 
reports  on  medical  education  and  medical 
practice  in  England,  adoption  of  a modi- 
fied report  of  the  Committee  on  Hospitals 
and  the  practice  of  Medicine  which  de- 
nounces systems  whereby  hospitals  hire 
salaried  physicians  for  medical  care  and 
bills  the  patients  for  this  care;  refusal  to 
support  the  Association  of  Interns  and 
Medical  Students  as  presently  constituted, 
support  of  the  World  Medical  Association, 
criticism  of  some  hospitals  which  make 
membership  in  specialty  Boards  a re- 
quisite for  appointment  or  advancement, 
and  approval  of  continuation  of  the  Na- 
tional Education  Campaign  during  1951, 
with  the  firm  of  Whitaker  and  Baxter  as 
directors  of  the  campaign.  The  House  of 
Delegates  also  voted  to  include  subscrip- 
tion to  the  A.  M.  A.  Journal  in  member- 
ship dues  and  to  set  the  dues  for  1951  at 
$25.00,  the  rate  for  1950. 

New  York  City  was  chosen  as  the  site  of 
the  1953  convention.  Some  idea  of  the  ac- 
tivities of  the  198  members  of  the  House 
of  Delegates  can  be  gained  from  the  fact 
that  in  one  day  the  House  transacted  74 
pieces  of  business. 

The  scientific  meetings  contained 
papers  of  national  and  international  sig- 
nificance. More  than  300  papers  were 
presented  and  157  scientific  exhibits  of- 
fered to  those  interested  in  all  phases  of 
medical  practice.  The  1492  authors  and 
participants  provided  a total  of  4700  hours 
of  lectures  and  demonstrations,  truly  an 
intensive  postgraduate  course  for  every- 
one. The  304  technical  exhibits  and  150 
scientific  exhibits  covered  more  than 
100,000  square  feet.  Many  radio  broad- 
casts, television  programs,  and  numerous 
other  activities  contributed  to  the  success 
of  the  meeting. 

Because  of  the  difficulties  arising  in 
Denver,  Colorado,  the  next  meeting  of  the 


Interim  Session  was  changed  by  the 
Board  of  Trustees  to  Cleveland,  Ohio, 
December  5-8. 

You  can  readily  see  that  the  American 
Medical  Association  is  intensively  en- 
gaged in  the  encouraging  of  its  memlbers 
to  improve  themselves  in  all  phases  of 
medical  practice  so  that  the  people  we 
serve  may  continue  to  receive  the  very 
best  medical  care  the  world  has  ever 
known.  One  of  the  tricks  of  both  the 
Totalitarian  and  Socialist  enthusiasts  is  to 
smear  and  cast  shadows  of  doubt  on  any 
individual  or  organization  which  is  mark- 
ed for  destruction.  Gentlemen,  the  smear 
campaign  against  the  American  Medical 
Association  has  been  under  way  for  a long 
time.  Many  of  our  own  members  have 
been  confused  in  their  thinking  by  those 
who  would  destroy  us  and  use  our  great 
profession  in  a campaign  of  aggrandize- 
ment. One  of  the  members  of  the  Board 
of  Trustees  of  the  A.  M.  A.  who  spent 
some  time  in  England  studying  the  situa- 
tion in  that  country  told  the  House  of 
Delegates  at  the  San  Francisco  session 
that  the  only  way  that  socialized  medi- 
cine was  accomplished  in  England  was 
through  the  division  of  the  medical  pro- 
fession itself  by  the  government  bureau- 
cracies. That  same  procedure  is  at  work 
in  this  country.  Let  us  recognize  the 
symptoms  and  signs  of  danger  and  give 
to  the  American  Medical  Association  our 
fullest  support  in  protecting  those  ideals 
which  will  allow  our  profession  to  grow 
in  a spirit  of  Freedom  and  Liberty.  (Ap- 
plause) 

Respectfully  submitted, 

Delegates  from  Kentucky  to  the 
American  Medical  Association 
J.  B.  Lukins,  Louisville 
Bruce  Underwood,  Louisville 
W.  Clark  Bailey,  Harlan 
President  Houston:  Thank  you,  Dr. 

Bailey.  The  report  of  the  Delegates  will 
be  referred  to  Reference  Committee 
Number  One. 

I also  want  to  call  your  attention  to 
Reference  Committee  Number  One,  its 
personnel,  who  will  study  the  reports 
given. 

E.  M.  Howard,  Chairman,  Harlan 
Clyde  L.  Sparks,  Vice-Chairman,  Ash- 
land 

William  H.  Pennington,  Lexington 
Thomas  Z.  Gudex,  Louisville 
Robert  L.  Reeves,  Paducah 
I have  an  election  in  the  General  Prac- 
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titioner  award.  Dr.  Jones,  Vine  Grove, 
got  35.  Dr.  Wheeler  has  54.  Dr.  Wheeler 
is  our  award  winner. 

Reports  of  Standing  Committees 

President  Houston:  We  now  have  the 

reports  of  the  Standing  Committees.  The 
first  report  is  the  Committee  on  Scientific 
Assembly,  Dr.  Sam  Overstreet,  Louisville, 
Chairman.  It  has  been  referred  to  Ref- 
erence Committee  Number  2 for  study. 

Report  of  Committee  on  Scientific 
Assembly 

Attached  is  a copy  of  the  program  for 
the  1950  Session  of  the  Kentucky  State 
Medical  Association  which  constitutes  the 
chief  responsibility  of  your  committee.  In 
submitting  this  program,  we  wish  to  ex- 
press our  appreciation  to  all  concerned 
for  the  wholehearted  cooperation  in  its 
preparation  and  trust  that  the  member- 
ship of  the  Association  will  be  benefited 
by  its  presentation  at  the  annual  meet- 
ing. 

Respectfully  submitted, 
Committee  on  Scientific  Assembly 
Sam  A.  Overstreet,  Louisville, 
Chairman 

Morris  Flexner,  Louisville 
J.  Duffy  Hancock,  Louisville 
G.  L.  Simpson,  Greenville 
Bruce  Underwood,  Louisville 


SCIENTIFIC  PROGRAM 

Theodore  N.  Wise  Memorial  Meeting 
Kentucky  State  Medical  Association 

Tuesday,  September  26,  1950 
Morning  Session 

9:00  Opening  of  1950  Scientific  Session 
9:30  Tendonitis  and  Bursitis  of  the 
Subacromial  Bursa 
K.  Armand  Fischer,  Louisville 
Discussion  opened  by  Ernest 
Myers,  Lexington,  and  O.  B.  Mur- 
phy, Lexington 

10:00  X-ray  Examination  of  the  Spine 
Alfred  O.  Miller,  Louisville 
Discussion  opened  by  Garnett  J. 
Sweeney,  Liberty,  and  Richard  G. 
Jackson,  Danville 
10:30  Industrial  Medicine 

Edward  C.  Holmblad,  Chicago,  Il- 
linois 

11:00  Visit  the  Exhibits 
11:30  Abdominal  Trauma 

R.  W.  Robertson,  Paducah 


Discussion  opened  by  L.  E.  Hurt, 
Lexington,  and  G.  L.  Simpson, 
Greenville 

12:00  Oration  in  Medicine 

Horace  Harrison,  Owensboro 
Afternoon  Session 

2:00  Cutaneous  Blastomycosis 
Ralph  L.  Cash,  Princeton 
Discussion  opened  by  E.  S.  Green- 
wood Waters,  Louisville,  and  Rob- 
ert L.  Kelley,  Louisville 
2:30  Urinary  Tract  Calculi 

George  A.  Sehlinger,  Louisville 
Discussion  opened  by  John  M. 
Townsend,  Louisville,  and  Lytle 
Atherton,  Louisville 

3:00  Practical  Aspects  of  Treatment  of 
Prostatitis 

Douglas  E.  Scott,  Lexington 
Discussion  opened  by  W.  V. 
Pierce,  Covington,  and  H.  E.  Mar- 
tin, Ashland 
3:30  Visit  the  Exhibits 
4:00  Diagnostic  Aspect  and  Treatment 
of  Tumors  of  the  Mediastinum 
Osier  A.  Abbott,  Emory  Univer- 
sity, Georgia 

4:50  Spinal  Nerve  Root  Syndrome,  a 
Help  in  General  Diagnosis 
H.  Lester  Reed,  Louisville 
Discussion  opened  by  Harvey 
Chenault,  Lexington,  and  Howell 
J.  Davis,  Owensboro 

Wednesday,  September  27,  1950 
Morning  Session 

9:00  Post  Menopausal  Bleeding  from 
Benign  Lesions  of  the  Genital 
Organs 

Arthur  B.  Barrett,  Lexington 
Discussion  opened  by  William  E. 
Oldham,  Louisville,  and  James  B. 
Stith,  Lexington 

9:30  A Four  Year  Review  of  Caesarian 
Sections  in  a Small  Hospital 
Sam  H.  Flowers,  Middlesboro 
Discussion  opened  by  Kenneth  L. 
Barnes,  Princeton,  and  E.  S.  Dun- 
ham, Edmonton 
10:00  Glomerulonephritis 

Leslie  H.  Winans,  Ashland 
Discussion  opened  by  John  W. 
Scott,  Lexington,  and  H.  Bennett 
McWhorter,  Greenup 
10:30  Visit  the  Exhibits 
11:00  Endometriosis 

Joe  Vincent  Meigs,  Vincent  Me- 
morial Hospital,  Boston,  Massa- 
chusetts 
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12:00  Value  to  the  Surgeon  of  a Scout 
Film  of  the  Abdomen — Oration 
in  Surgery 

C.  Melvin  Bernhard,  Louisville 
Afternoon  Session 

2:00  House  of  Delegates  Meeting  in  Sci- 
entific Assembly  Room 
Visiting  Scientific  and  Technical 
Exhibits 
Recreation 

Thursday,  September  28,  1950 
Morning  Session 

9:00  Hemangiomata  of  the  Ileum  with 
Intussusception 

Richard  Hunt  Weddle,  Somerset 
Discussion  opened  by  John  B. 
Floyd,  Jr.,  Lexington,  and  Robert 
E.  Pennington,  London 
9:30  Amebiasis 

Ryle  A.  Radke,  Lt.  Col.  (MC) 
USA,  Fort  Knox 

Discussion  opened  by  J.  Murray 
Kinsman,  Louisville,  and  C.  N. 
Kavanaugh,  Lexington 
10:09  Differential  Diagnosis  of  Jaundice 
Stanley  T.  Simmons,  Louisville 
Discusion  opened  by  Thornton 
Scott,  Lexington,  and  E.  W.  Jack- 
son,  Paducah 
10:30  Visit  the  Exhibits 
11:00  Therapy  of  Peptic  Ulcer 

Walter  L.  Palmer,  University  of 
Chicago,  Chicago,  Illinois 
11:50  An  Approach  to  the  Problem  of 
Gastric  Ulcer  and  Gastric  Can- 
cer 

James  E.  Hix,  Owensboro 
Discussion  opened  by  Jack  Webb, 
Lexington,  and  Arnold  Griswold, 
Louisville 

Thursday,  September  28,  1950 
Afternoon  Session 

1:30  Bronchiectasis  in  Childhood 
William  J.  Temple,  Covington 
Discussion  opened  by  Marc  J. 
Reardon,  Cincinnati,  Ohio,  and  O. 
O.  Miller,  Louisville 

2:00  Some  Uses  and  Abuses  of  the 
Clinical  Laboratory 
Matthew  C.  Darnell,  Lexington 
Discussion  opened  by  Lon  C.  Hall, 
Paintsville,  and  Malcolm  Barnes, 
Louisville 

2:30  Treatment  of  Coronary  Occlusion 
with  Myocardial  Infarction 
J.  T.  Gilbert,  Jr.,  and  F.  H.  Moore, 
Bowling  Green 


Discussion  opened  by  George 
Pedigo,  Louisville,  and  Lewis  Dick- 
inson, Glasgow 
3:00  Chronic  Otitis  Media 

Gordon  L.  Green,  Louisville 
Discussion  opened  by  Alvin  C. 
Poweleit,  Covington,  and  George  I. 
Uhde,  Louisville 

President  Houston:  The  next  is  the 

Committee  on  Arrangements  by  Dr.  J.  A. 
Bowen,  of  Louisville.  It  will  be  referred 
to  Reference  Committee  Number  2. 

Report  of  The  Committee  on 
Arrangements 

The  Annual  Meeting  of  our  Association 
is  being  held  for  the  first  time  in  history 
here  at  the  Columbia  Auditorium.  The 
Council  approved  the  suggestion  of  hold- 
ing the  Convention  here  because  the 
building  offered  more  space,  was  better 
adapted  to  our  use  and  made  possible  the 
improvement  of  many  features  of  our 
meeting  and  the  inclusion  of  new  fea- 
tures. 

All  of  the  scientific  sessions  of  the  As- 
sociation, all  meetings  of  the  House  of 
Delegates  and  Reference  Committee  meet- 
ings, the  scientific  exhibits,  technical  ex- 
hibits, scientific  movies  and  numerous 
other  meetings  are  being  held  here. 

The  General  Public  Meeting  is  being 
held  in  the  Crystal  Ballroom  at  the  Brown 
Hotel  on  Tuesday  evening,  September  26. 
The  Annual  Subscription  Dinner  will  be 
held  in  the  Crystal  Ballroom  on  Wednes- 
day evening,  September  27. 

The  Jefferson  County  Medical  Society 
will  entertain  the  visiting  members  on 
two  occasions,  Wednesday.  At  5:30  P.  M., 
it  will  be  host  at  a cocktail  party  at  the 
Brown  Hotel.  Following  the  address  at 
the  dinner  meeting,  the  Jefferson  County 
Society  will  entertain  in  the  Ballroom. 

The  women  physicians  of  the  state  will 
be  the  guests  of  the  Jefferson  County 
Medical  Society  at  a luncheon  at  the  Pen- 
dennis  Club  Wednesday,  September  27. 

The  Golf  Committee  has  made  arrange- 
ments with  the  Big  Springs  Country  Club 
for  the  Annual  Kentucky  State  Medical 
Association  golf  tournament  to  be  held 
there.  The  Association  has  purchased 
suitable  prizes  for  the  low  scorers. 

The  Woman’s  Auxiliary  will  hold  its  an- 
nual State  Meeting  at  the  Brown  Hotel, 
and  has  made  its  own  arrangements  for 
its  annual  session. 

After  considerable  effort,  arrangements 
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have  been  made  with  the  Louisville  Rail- 
way Company  and  approved  toy  the  City 
to  have  a special  temporary  bus  stop  for 
both  in  and  out  bound  passengers  in  front 
of  the  Auditorium  for  the  convenience  of 
the  attendants  of  the  meeting. 

Special  arrangements  have  also  been 
made  with  the  Telephone  Company  and 
Auditorium  to  have  a number  assigned  to 
this  Convention  for  incoming  calls  only, 
at  the  Registration  desk,  the  special  num- 
ber has  been  broadly  advertised. 

We  want  to  express  our  appreciation  to 
all  of  the  committees  who  have  cooperated 
and  contributed  in  such  a,  fine  way  to  the 
success  of  this  meeting. 

Respectfully  submitted, 
Committee  on  Arrangements 

J.  Andrew  Bowen,  Louisville, 
Chairman 

Hugh  L.  Houston,  Murray 
Sam  A.  Overstreet,  Louisville 

President  Houston:  Next,  the  Com- 

mittee on  Public  Relations.  I have  the 
report.  It  will  be  referred  to  Reference 
Committee  Number  2. 

Report  of  Committee  on  Public  Relations 

This  Committee  wishes  here  to  report 
that  we  feel  that  the  doctor’s  public  rela- 
tions have  improved  during  the  past  year 
not  only  in  Kentucky  but  throughout 
America. 

The  nationally  improved  public  rela- 
tions are  due  first,  to  the  efforts  of  the 
individual  doctors  working  with  their  peo- 
ple at  the  “grass  roots.”  They  have  led  to 
a better  understanding  of  the  medical 
problems  and  the  day  to  day  routine  man- 
agement of  many  difficult  medical  situa- 
tions. It  has,  secondly,  been  influenced 
by  the  American  Medical  Association’s 
program  to  combat  compulsory  health  in- 
surance and  to  encourage  prepayment  in- 
surance plans  in  America. 

In  Kentucky,  your  Association  has  been 
reorganized  and  headquarters  offices  have 
been  rearranged  by  your  Secretary  and 
General  Manager.  This  attention  to  the 
affairs  of  your  Association  will  in  time 
bring  great  results  in  the  field  of  public 
relations.  The  employment  of  Mr.  Joe 
Sanford,  an  insurance  man  of  many  years 
standing,  will  aid  us  as  he  is  familiar  with 
our  problems.  Mr.  Poisall  is  a journalist 
and  can  aid  our  profession  to  bring  to  the 
people  our  message  in  a way  that  they 
will  understand.  The  sub-committee  on 
education  ably  led  by  Dr.  Haynes  Barr 


has  done  a magnificent  job  throughout 
1949-50.  We  have  asked  them  to  give  a 
separate  report  to  the  House  of  Delegates 
because  their  work  has  been  mainly  in 
the  realm  of  public  relations. 

The  manner  in  which  the  State  Board 
of  Health  and  the  Kentucky  State  Medi- 
cal Association  have  worked  together 
must  be  noted  and  this  perfect  coopera- 
tion will  lead  to  better  public  relations 
for  both  the  private  doctor  and  the  health 
units.  It  is  true  that  both  of  us  must  try 
to  elevate  the  health  standards  of  our  peo- 
ple. We  are  not  in  competition  with  each 
other  but  form  units  that  are  essential  to 
the  welfare  of  our  Commonwealth. 

Respectfully  submitted, 

Hugh  L.  Houston,  Murray, 
Chairman 
Haynes  Barr,  Owensboro 
Oscar  O.  Miller,  Louisville 
Charles  B.  Stacy,  Pineville 
Bruce  Underwood,  Louisville 

President  Houston:  The  next  one,  we 

will  have  the  report  of  Dr.  Barr,  the  re- 
port of  the  Education  Campaign. 

Dr.  Bruce  Underwood:  Dr.  Barr’s  re- 

port has  been  rendered. 

President  Houston:  You  have  the  re- 

port. It  has  been  referred  to  Reference 
Committee  Number  2 for  study. 

Report  of  Education  Campaign  Sub- 
Committee  of  the  Public  Relations 
Committee 

The  Education  Committee  takes  this 
customary  means  of  rendering  a report  of 
its  activities  covering  the  twelve  months 
period  ending  September  1,  1950. 

Working  directly  under  the  supervision 
of  the  Council  and  within  the  broad 
policies  defined  by  the  House  of  Dele- 
gates, your  Committee,  with  essentially 
the  same  personnel,  has  striven  with  ever 
increasing  tempo,  to  achieve  those  objec- 
tives in  the  plan  of  the  Education  Com- 
mittee for  1950. 

Due  to  the  very  close  relationship  be- 
tween the  Educational  Campaign  against 
Socialized  Medicine,  Public  Relations  and 
legislative  matters,  there  has  been  an  in- 
evitable and  wholly  desirable  overlapping 
of  the  work  of  this  and  other  Commit- 
tees. In  consequence,  the  Education 
Committee,  at  the  direction  of  the  Of- 
ficers and  Council,  has  spent  a consider- 
able portion  of  its  efforts  toward  influenc- 
ing legislation  in  Frankfort  as  well  as  in 
Washington.  On  many  occasions  during 
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the  past  year  County  Medical  Societies 
and  their  local  Woman’s  Auxiliaries  have 
been  alerted  to  impending  legislative 
crises  in  both  our  National  and  State 
Capitols  and  each  time  have  responded 
with  increasing  numbers  of  telegrams, 
phone  calls,  and  letters.  It  is  believed  that 
Kentucky  can  claim  a share  of  the  credit 
for  the  defeat  of  Reorganization  Plan  No. 
27  by  the  lower  House  of  Congress  as  well 
as  favorable  action  on  several  so-called 
‘fringe  bills’  by  House  and  Senate  Com- 
mittees. 

The  Education  Committee  was  given 
the  responsibility  of  arousing  the  physi- 
cians of  Kentucky  in  behalf  of  the  Con- 
stitutional Amendment  to  remove  the 
$5,000  salary  limitation  and  also  to  throw 
the  influence  of  the  medical  profession  of 
Kentucky  behind  several  pieces  of  health 
legislation  before  the  Kentucky  General 
Assembly.  It  is  hardly  necessary  to  re- 
mind you  of  the  favorable  outcome  of 
these  ventures  or  to  point  out  the  im-* 
portant  part  played  by  individual  mem- 
bers of  our  Association. 

In  November,  1949,  your  Chairman  at- 
tended a National  Public  Relations  meet- 
ing sponsored  by  the  A.  M.  A.  and  held  at 
their  headquarters  in  Chicago.  This  meet- 
ing afforded  an  excellent  opportunity  for 
the  interchange  of  ideas  which  have  been 
very  effectively  employed  in  our  work  in 
Kentucky.  On  February  12,  1950,  the 
A.  M.  A.  National  Campaign  Committee 
held  its  Second  Annual  Meeting  in  Chi- 
cago. Your  Chairman  was  accompanied 
to  this  meeting  by  Mr.  Joseph  P.  Sanford, 
Assistant  Secretary  of  the  State  Associa- 
tion and  Mr.  Robert  C.  Poisall,  the  Field 
Secretary  of  our  Association,  for  whom 
this  meeting  served  as  an  excellent  early 
indoctrination  course.  The  Coordinating 
Committee  of  A.  M.  A.  and  their  Cam- 
paign directors,  Whitaker  and  Baxter  out- 
lined in  detail  the  campaign  plans  for 
1950-51  and  also  gave  a full  and  interest- 
ing report  of  the  accomplishments  during 
the  past  year. 

One  week  later  a meeting  of  the  entire 
Education  Committee  was  held  at  the 
headquarters  of  the  State  Medical  Asso- 
ciation in  Louisville,  at  which  time  all  of 
the  information  obtained  at  the  A.  M.  A. 
meeting  was  given  to  our  Committee  for 
dissemination  to  County  Medical  So- 
cieties, their  Woman’s  Auxiliaries  and  in- 
dividual physicians  within  their  respec- 
tive districts.  Work  packets  of  material 
prepared  by  Whitaker  and  Baxter  were 
distributed  to  those  present  and  mailed 


to  absent  members,  as  well  as  key  auxil- 
iary women.  Following  the  usual  custom 
representatives  of  the  Woman’s  Auxiliary 
were  present  at  this  meeting. 

During  the  past  year  both  medical  so- 
cieties and  auxiliaries  throughout  the 
State  have  increased  the  size  of  trained 
speakers’  bureaus  and  every  call  from  or- 
ganizations of  any  size  for  a speaker  on 
Socialized  Medicine  has  been  promptly 
filled  by  well-informed  speakers.  The 
number  of  Resolutions  opposing  Compul- 
sory Health  Insurance  which  have  been 
obtained  from  all  kinds  of  civic,  fraternal, 
veterans,  church  and  farm  organizations 
increased  from  56  one  year  ago  to  more 
than  250  at  the  present  time.  Hundreds 
of  thousands  of  pieces  of  factual  litera- 
ture have  been  distributed  in  every  town 
and  every  county  in  Kentucky.  In  many 
parts  of  the  State  essay  contests  have 
been  sponsored  among  school  children  by 
County  Medical  Societies  and  Auxiliaries 
and  worthwhile  prizes  given.  Libraries 
of  schools  and  colleges  have  been  fur- 
nished packets  of  informative  literature 
and  thousands  of  copies  of  “The  Road 
Ahead”  by  John  T.  Flynn  have  been 
passed  out  from  one  end  of  Kentucky  to 
the  other. 

An  ever  increasing  amount  of  radio  and 
press  publicity  and  advertising  has  been 
used.  Much  of  this  has  been  donated  by 
newspapers  and  radio  stations  and  some 
paid  for  by  local  medical  societies.  A novel 
advertising  scheme  was  used  for  the  first 
time  during  the  week  of  the  1949  Annual 
Session  of  the  State  Medical  Association 
when  four  large  billboards  in  the  host  city 
and  an  equal  number  in  Louisville  car- 
ried the  Fildes  picture  ‘The  Doctor’  in 
twenty  sheet  size  for  one  month.  These 
attracted  considerable  favorable  comment 
from  the  general  public. 

In  May  1950,  the  Education  Committee 
sponsored  a meeting  in  Louisville  which 
was  attended  by  Officers  and  members  of 
the  Kentucky  Press  Association  and  the 
Kentucky  Broadcasters  Association  where 
plans  were  laid  for  a code  of  cooperation 
between  the  press,  radio  and  medical  as- 
sociation. The  idea  was  accepted  with 
enthusiasm  by  newspaper  and  radio  rep- 
resentatives present.  At  the  August  3rd 
meeting  of  the  Council,  your  Committee 
was  instructed  to  proceed  in  drawing  up 
such  a code  of  cooperation,  to  be  presented 
to  the  press  and  radio  associations. 

One  of  the  most  far  reaching  steps  in 
the  creation  of  good  public  relations  was 
taken  by  the  Council  at  its  December  1949 
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meeting  when  it  adopted  a recommenda- 
tion of  the  Education  Committee  and  set 
up  a Grievance  Committee  on  a State 
level.  This  Grievance  Committee  com- 
posed of  the  five  most  recent  past-presi- 
dents of  the  Association  has  done  a mag- 
nificent job  in  convincing  the  people  of 
Kentucky  that  the  physicians  are  willing 
and  anxious  to  clear  up  any  misunder- 
standing between  them  and  their  patients 
and  to  correct  any  defects  that  may  arise 
within  our  own  ranks. 

Your  Education  Committee  has  urged 
every  County  Medical  Society  to  inaugu- 
rate a local  plan  whereby  certain  physi- 
cians will  be  available  for  twenty-four 
hour  call  service  as  well  as  Sundays  and 
holidays,  in  order  to  combat  the  complaint 
of  the  people  that  they  never  can  get  a 
doctor  at  night  or  on  Sundays  or  holidays. 
It  has  also  been  urged  that  the  widest  pos- 
sible publicity  through  local  press  and 
radio  be  given  to  such  a plan  when  it  has 
been  set  up.  Several  county  societies 
have  adopted  such  a plan,  which  has  im- 
measurably improved  public  sentiment  in 
favor  of  the  local  medical  group.  The 
Educational  Campaign  and  the  Public  Re- 
lations program  generally  took  a long 
step  forward  when  the  Council  authorized 
the  employment  in  March  1950  of  a full- 
time Field  Secretary.  Mr.  Robert  C. 
Poisall,  with  a background  of  twenty- 
seven  years  newspaper  experience,  was 
employed  in  this  capacity.  In  the  last 
five  months,  Mr.  Poisall  has  called  upon 
practically  every  physician  in  the  State 
of  Kentucky  and  has  been  greeted  by  hun- 
dreds of  them  with  the  statement,  “This 
is  the  first  time  I have  ever  been  called 
upon  by  a representative  of  the  State 
Medical  Association.”  Most  of  the  phy- 
sicians called  upon  have  had  many 
problems  and  questions  which,  if  not 
capable  of  answer  by  the  Field  Secre- 
tary, are  referred  to  Dr.  Underwood, 
who  has  the  proper  member  of  his 
staff  furnish  the  physician  with  the 
information  desired.  In  addition,  Mr. 
Poisall  carries  with  him  and  distributes 
at  all  times,  generous  quantities  of  liter- 
ature on  our  campaign  against  socialized 
medicine.  While  in  each  town  he  calls  on 
druggists,  newspaper  editors  and  broad- 
casting stations,  as  well  as  making  an  oc- 
casional talk  at  a civic  club.  Such  a full 
time  executive  carries  the  message  of  our 
State  Medical  Association  and  its  point  of 
view  into  the  office  of  every  physician, 
member  or  non-member,  makes  a great 
many  friends  for  organized  medicine  and 


has  been  instrumental  in  acquiring  sev- 
eral dozen  new  members  for  their  county, 
state  and  American  Medical  Association, 
who  otherwise  would  never  have  sought 
membership  or  paid  their  dues.  Your 
Committee  strongly  recommends  that  this 
means  of  improving  good  public  relations 
among  the  physicians  themselves  be  con- 
tinuously maintained  and  strengthened 
as  time  goes  on. 

The  Woman’s  Auxiliary,  long  recog- 
nized as  a most  potent  force  in  our  Edu- 
cational Campaign  and  a strong  factor  in 
Public  Relations  generally  has  again  this 
year  rendered  splendid  assistance.  Their 
officers,  committee  chairmen  and  key  per- 
sonnel have  received  the  same  materials 
and  directives  as  members  of  our  State 
Education  Committee.  Through  these 
same  channels  they  have  been  alerted  to 
every  legislative  crisis  and  have  respond- 
ed promptly  with  hundreds  of  telegrams, 
telephone  calls  and  letters  to  Senators, 
Congressmen  and  members  of  the  Gen- 
eral Assembly.  They  have  not  failed  to 
send  representatives  to  every  meeting  of 
the  Education  Committee.  The  Co- 
Chairman  of  Public  Relations  for  the  Aux- 
iliary attended  both  the  A.  M.  A.  Public 
Relations  meeting  in  Chicago  last  Novem- 
ber and  the  Education  Campaign  Second 
Annual  Meeting  in  Chicago  in  February, 
as  well  as  the  A.  M.  A.  in  San  Francisco 
and  personally  paid  her  own  expenses  to 
these  meetings.  The  number  of  Resolu- 
tions which  came  from  counties  having 
Woman’s  Auxiliaries  far  exceeded  the 
number  coming  from  counties  having  no 
Auxiliaries.  The  Education  Committee 
salutes  the  Woman’s  Auxiliary  for  a 
splendid  job,  well  done.  The  women  are 
vitally  interested  in  this  fight  of  ours, 
have  more  time  than  the  busy  doctors  and 
only  ask  to  be  counted  in  and  given  as- 
signments by  their  parent  medical  so- 
cieties. 

Your  Chairman  and  several  members  of 
the  State  Education  Committee  who  at- 
tended the  annual  session  of  A.  M.  A.  in 
San  Francisco  on  June  25-29  picked  up  a 
great  deal  of  valuable  information  at  the 
Grass  Roots  Conference  which  is  held  an- 
nually on  the  day  preceding  the  opening 
of  the  annual  session. 

The  Blue  Cross  Hospital  Plan  and  our 
own  Blue  Shield  Plan,  Kentucky  Physi- 
cians’ Mutual,  Inc.,  have  been  given 
every  assistance  by  the  Education  Com- 
mittee. Several  communities  during  the 
past  year  have  staged  well  planned, 
well  advertised  Community  Enrollments. 
County  Medical  Societies  have  in  most 
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cases  assisted  financially  in  the  press  and 
radio  advertising.  While  these  voluntary 
plans  are  admittedly  young  in  Kentucky 
and  while  the  coverage  afforded  is  not  as 
full  as  the  plans  of  some  other  States,  it 
is  felt  that  medicine’s  cause  in  Kentucky 
could  be  materially  improved  by  a far 
wider  distribution  and  much  greater  cov- 
erage of  our  State,  particularly  in  the 
rural  areas.  While  most  physicians  agree 
that  a wide  coverage  of  the  people  of  their 
own  county  is  highly  desirable,  many 
county  medical  societies  are  giving  this 
valuable  weapon  against  Socialized  Medi- 
cine nothing  more  than  lip-service.  Your 
Committee  sincerely  hopes  that  local 
medical  groups  will  do  everything  pos- 
sible to  increase  the  use  of  these  Volun- 
tary plans  within  their  respective  com- 
munities. 

During  the  week  of  October  8,  1950,  the 

A.  M.  A.  Educational  Committee  plans  to 
spend  about  One  and  One-Half  Million 
Dollars  through  press  and  radio  advertis- 
ing to  carry  to  the  people  of  America  the 
desirability  of  free  non-government  con- 
trolled medicine.  Your  Committee  has 
been  urging  County  Medical  Societies, 
pharmaceutical  associations,  dental  asso- 
ciations and  insurance  companies  to  join 
in  similar  advertising  during  this  same 
period  of  time. 

The  Education  Committee  has  repeated- 
ly urged  Kentucky  physicians  and  their 
families  to  become  more  interested  in 
politics  and  better  government  on  all 
levels,  county,  state  and  national.  It  has 
urged  County  Medical  Societies  to  assume 
the  responsibility  for  having  all  of  their 
members  registered  and  legally  qualified 
to  vote — and  then  see  that  everyone  votes. 
It  has  encouraged  County  Medical  So- 
cieties to  obtain  the  view  of  candidates  for 
office  on  matters  pertaining  to  health  and 
medical  care  and  then  for  their  members 
as  private  citizens  to  talk  to  their  friends 
and  patients,  pointing  out  the  better  qual- 
ified candidates.  Your  Committee  has 
likewise  urged  all  physicians  in  Kentucky 
to  assume  a position  of  greater  responsi- 
bility in  their  own  community,  to  support 
their  Board  of  Trade  or  Chamber  of  Com- 
merce, to  take  a greater  interest  and  more 
active  part  in  their  Boards  of  Education, 
their  civic  organizations  and  to  accept  of- 
fices and  committee  appointments. 

Your  Committee  sincerely  believes  that 
good  PUBLIC  RELATIONS  is  nothing 
more  than  good  CITIZENSHIP. 

Respectfully  submitted, 

R.  Haynes  Barr,  Owensboro, 
Chairman 


Delmas  M.  Clardy,  Hopkinsville 
Ralph  W.  Allen,  Pikeville 
Donald  W.  Anderson,  Madisonville 
Irvin  Abell,  Jr.,  Louisville 
Clark  Bailey,  Harlan 
Kenneth  L.  Barnes,  Princeton 

B.  B.  Baughman,  Frankfort 
W.  H.  Barnard,  Elizabethtown 
Glen  F.  Bushart.  Fulton 

A.  L.  Cooper,  Somerset 
G.  Ward  Disbrow,  Owensboro 
Paul  Hall,  Paintsville 

C.  C.  Howard,  Glasgow 

E.  M.  Howard,  Harlan 
Clarence  F.  Haley,  Brooksville 
J.  Murray  Kinsman,  Louisville 
W.  R.  McCormack,  Bowling  Green 
George  McClure,  Danville 

Tom  Meredith,  Harrodsburg 
George  F.  Dwyer,  Louisville 
Vinson  Pierce,  Covington 
R.  J.  Rust,  Newport 
Richard  R.  Slucher,  Buechel 
Charles  B.  Stacy,  Pineville 
Clyde  C.  Sparks,  Ashland 
J.  Watts  Stovall,  Grayson 

F.  Hays  Threlkel,  Owensboro 
George  H.  Wilson,  Lexington 

E.  C.  Yates,  Lexington 

J.  Duffy  Hancock,  Louisville 

F.  Guy  Aud,  Louisville 
M.  J.  Henry,  Louisville 
W.  O.  Johnson,  Louisville 
Oscar  O.  Miller,  Louisville 
J.  Leland  Tanner,  Henderson 
Arthur  C.  McCarty,  Louisville 
Dexter  Meyer,  Jr.,  Falmouth 

President  Houston:  Next  we  have  the 

Committee  on  Medical  Economics.  Dr. 
Howard  of  Glasgow,  Chairman. 

Dr.  C.  C.  Howard,  Glasgow:  The  re- 

port has  been  filed. 

President  Houston:  We  have  the  re- 

port. It  has  been  referred  to  Reference 
Committee  Number  2 for  study. 

Report  of  Committee  on  Medical 
Economics 

This  Committee  has  functioned  during 
the  last  year  in  conjunction  with  the  pub- 
licity and  legislative  programs  of  the 
State  Medical.  We  have  done  everything 
possible  to  assist  the  undertakings  of 
these  other  committees.  We  feel  like  the 
legislative  program  was  very  successful. 
Of  course  there  is  always  some  part  of  the 
program  that  we  would  like  to  see  im- 
proved but  that  is  natural.  We  are  sug- 
gesting that  the  Economic  Committee  take 
up  with  the  Blue  Cross  and  Blue  Shield 
the  serious  problem  of  distribution  of 
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health  insurance,  as  this  has  not  been  ac- 
complished over  rural  Kentucky. 

Respectfully  submitted, 

C.  C.  Howard,  Glasgow,  Chairman 
G.  L.  Simpson,  Greenville 
J.  Robert  Hendon,  Louisville 
Clark  Bailey,  Harlan 
Carl  Norfleet,  Somerset 
Raymond  B.  Culley,  Ashland 

President  Houston:  Next,  the  Medico- 
Legal  Committee.  Dr.  J.  B.  Lukins  of 
Louisville. 

Dr.  J.  B.  Lukins,  Louisville:  The  re- 

port is  filed. 

President  Houston:  The  report  is  here 
and  is  being  given  to  Reference  Commit- 
tee Number  2. 

Report  of  Medico-Legal  Committee 

The  work  of  the  Medico-Legal  Com- 
mittee during  the  past  year  has  been  very 
strenuous. 

We  have  had  many  apparently  serious 
suits  and  many  more  based  on  flimsy 
charges. 

We  have  not  lost  a single  case  by  trial 
in  court. 

We  have  won  five  cases  by  court  trial. 

Five  cases  have  been  dismissed  on  mo- 
tion of  the  plaintiffs  lawyer  just  as  we 
were  about  to  enter  trial. 

Six  cases  have  been  settled  by  compro- 
mise. 

The  amount  of  settlement  in  all  of  these 
cases  but  one  was  very  small. 

The  sixth  case  was  only  a moderate 
amount. 

At  the  present  time  there  are  ten  law 
suits  pending.  There  are  twenty-five 
pending  claims. 

The  claims  pending  range  all  the  way 
from  claiming  gangrene  of  the  foot  from 
a gall  bladder  operation  to  a patient  fall- 
ing off  the  table  and  fracturing  a hip  at 
the  doctor’s  office. 

There  is  one  suit  against  seven  doctors 
which  appears  rather  involved  and  com- 
plicated, but  our  attorneys  tell  us  there 
is  no  basis  of  fact. 

Regardless  of  more  or  less  scare  head- 
lines and  the  excitement  created  by  the 
filing  of  a suit  for  a large  amount,  it  is 
important  to  remember  that  only  a small 
percentage  of  these  cases  ever  come  to 
trial,  and  I have  never  known  of  a case 
in  which  the  amount  recovered,  equaled 
or  approached  the  amount  asked  for  in 
the  petition. 


Many  of  the  cases  are  ridiculous  and 
only  a very  few  possess  any  merit. 

In  previous  years,  I have  emphasized 
the  importance  of  co-operation  of  neigh- 
boring physicians,  and  I believe  that  this 
fact  has  been  more  clearly  demonstrated 
this  year  in  at  least  three  cases  than  ever 
before. 

This  procedure  which  involves  contact- 
ing doctors  and  searching  for  the  truth  of 
the  charges  requires  time  and  effort,  and 
the  results  are  well  worth  what  we  put 
into  it. 

Without  medical  evidence  no  case  can 
stand  up  in  the  courts. 

Respectfully  submitted, 
Medico-Legal  Committee 
J.  B.  Lukins,  Louisville,  Chairman 
W.  B.  Troutman,  Louisville,  Ex-Officio 
Bruce  Underwood,  Louisville,  ExOfficio 
Clark  Bailey,  Harlan,  Consultant 
Lanier  Lukins,  Louisville,  Consultant 
President  Houston:  Next,  the  Commit- 
teen  on  Medical  Education.  Herbert  Clay, 
Louisville. 

Dr.  Herbert  L.  Clay,  Louisville:  You 

have  the  report. 

President  Houston:  We  have  the  re- 

port and  it  will  be  referred  to  Reference 
Committee  Number  2. 

Report  of  Committee  on  Medical 
Education 

The  Kentucky  State  Medical  Associa- 
tion’s Committee  on  Medical  Education 
submits  its  annual  report  as  follows: 

The  Kentucky  State  Medical  Associa- 
tion, in  cooperation  with  the  University  of 
Louisville  School  of  Medicine,  conducted 
a 20-hour  course  in  Electrocardiography 
in  Bowling  Green,  Kentucky,  during 
April,  May  and  June,  1949;  a Medical 
Seminar  in  Louisville,  Kentucky,  on  June 
13th  and  14th,  1949;  a 20-hour  course  in 
Electrocardiology  in  Lexington,  Ken- 
tucky, during  September,  October,  and 
November,  1949;  a 20-hour  course  in  Elec- 
trocardiography in  Louisville,  Kentucky, 
during  December,  1949;  a Refresher 
Course  in  Medicine,  Surgery,  Obstetrics, 
Gynecology,  and  Pediatrics  in  Owensboro, 
Kentucky,  on  October  4th  and  5th,  1949; 
and  a course  in  Radiological  Techniques 
for  Rural  Physicians  in  Bowling  Green, 
Kentucky,  during  December,  1949. 

Four  2-hour  courses  in  Roentgen  Diag- 
nosis of  Heart  Disease  were  conducted  in 
Lexington,  Kentucky,  on  January  5th, 
12th,  19th,  and  26th,  1950;  a 20-hour  course 
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in  Hematology  was  given  in  Louisville, 
Kentucky,  during  February,  March  and 
April,  1950;  and  a Medical  Seminar  was 
held  in  Louisville,  Kentucky,  on  June  12th 
and  13th,  1950.  There  has  also  been  given 
an  intensive  2-day  course  in  Poliomyelitis 
in  Louisville,  Kentucky,  on  June  14th  and 
15th,  1950. 

An  intensive  postgraduate  course  in 
Urology  will  be  conducted  in  Louisville, 
Kentucky,  on  October  9th,  10th,  11th,  12th 
and  13th,  1950,  and  a Refresher  Course  is 
tentatively  scheduled  for  September  25th, 
1950.  It  is  also  anticipated  that  other 
courses  will  be  scheduled  throughout  the 
state  in  such  subjects  as  Electrocardio- 
graphy, Hematology,  Radiology,  and  Pe- 
diatrics. 

Respectfully  submitted, 
Committee  on  Medical  Education 
Herbert  Clay,  Louisville,  Chairman 
James  C.  Hart,  Murray 
Clyde  C.  Sparks,  Ashland 

President  Houston:  Next  is  the  report 

of  the  Centennial  Committee.  Dr.  Sam 
Overstreet. 

Dr.  Sam  A.  Overstreet,  Louisville:  The 
report  has  been  filed. 

President  Houston:  It  has  been  filed. 

It  will  be  referred  to  Reference  Commit- 
tee Number  3 for  study.  May  I call  your 
attention  to  the  personnel  of  Reference 
Committee  Number  2,  just  past:  W.  Vin- 
cent Pierce,  Covington;  E.  C.  Yates,  Lex- 
ington; Branham  B.  Baughman,  Frank- 
fort; Herbert  L.  Clay,  Jr.,  Louisville;  Del- 
mas  M.  Clardy,  Hopkinsville. 

Report  of  Committee  for  Centennial 
Meeting 

Much  of  the  work  in  preparation  for 
this  committee  was  carried  on  by  Mr.  Joe 
Sanford  with  the  advice  and  counsel  of 
the  Secretary  and  General  Manager  of 
the  State  Medical  Association.  The  com- 
mittee in  full  met  on  August  3,  at  which 
various  proposals  for  the  1951  meeting 
were  discussed.  Enclosed  is  a copy  of  the 
minutes  of  that  meeting  outlining  in  gen- 
eral our  initial  policies.  The  next  meet- 
ing of  the  committee  is  planned  for  Mon- 
day afternoon,  September  25. 

Respectfully  submitted, 

Sam  A.  Overstreet,  Louisvile, 
Chairman 

Richard  R.  Slucher,  Buechel 

Clark  Bailey,  Harlan 

Wm.  R.  McCormack,  Bowling  Green 

Duffy  Hancock,  Louisville 

Paul  York,  Glasgow 


Digest  of  Proceedings 
Centennial  Committee 
August  5,  1950. 

The  Centennial  Committee  met  in  the 
offices  of  the  Association  at  620  South 
Third  Street,  Louisville.  The  meeting 
was  called  to  order  by  Sam  A.  Overstreet, 
M.  D..  Chairman. 

Those  present:  Sam  A.  Overstreet,  M. 
D.,  Chairman,  Louisville;  W.  Clark  Bailey, 
M.  D.,  Harlan;  J.  Duffy  Hancock,  M.  D., 
Louisville;  William  R.  McCormack,  M.  D., 
Bowling  Green. 

Those  absent:  Richard  R.  Slucher,  M. 
D.,  Buechel;  Paul  S.  York,  M.  D.,  Glasgow. 

Those  invited:  Bruce  Underwood,  M.  D., 
Louisville;  Mr.  Joseph  P.  Sanford,  Louis- 
ville. 

Dr.  Overstreet  stated  that  he  felt  the 
function  of  this  committee  should  first  foe 
determined.  He  said  that  since  it  was  im- 
possible for  this  committee  to  do  all  of 
the  work  that  it  might  be  well  to  have  a 
number  of  subcommittees,  assigned  to 
special  tasks.  In  effect,  this  committee 
would  actually  be  a steering  committee. 
After  discussion,  this  position  was  taken 
as  the  unanimous  view  of  the  committee. 

Dr.  Overstreet,  in  talking  about  the 
Centennial  in  general,  said  that  he  felt 
that  every  effort  should  be  made  to  have 
the  best  possible  scientific  program,  and 
further  embellish  the  meeting  with  a few 
well-executed  features.  The  committee 
expressed  its  approval  of  Dr.  Overstreet’s 
statement. 

Dr.  Overstreet  then  directed  the  com- 
mittee’s attention  to  a list  of  suggested 
features  for  the  Centennial  Meeting. 

(1)  The  first  of  these  suggestions  was 
that  a scientific  program  be  presented  at 
the  Centennial  Meeting  by  physicians  who 
had  achieved  eminence  who  were  either 
Kentucky  born  or  who  had  received  their 
medical  education  in  a medical  school  in 
Kentucky.  It  was  pointed  out  that  in  the 
August  3 meeting  of  the  Council  that  the 
Council  had  given  permission  to  the  com- 
mittee to  operate  under  such  a plan.  There 
was  some  discussion  as  to  ways  of  locat- 
ing men  who  would  make  outstanding 
contributions  to  the  program.  It  was  felt 
that  the  talent  necessary  could  be  sug- 
gested by  members  of  the  committee  and 
officers  and  Council  of  the  Association. 
The  committee  voted  to  have  the  all-Ken- 
tucky program. 

(2)  The  Committee  considered  the  mat- 
ter of  issuing  a special  history  covering 
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the  one  hundred  years  of  K.  S.  M.  A. 
activities.  Similar  histories  prepared  for 
the  Centennial  of  the  Indiana  Medical  As- 
sociation and  the  Missouri  Medical  Asso- 
ciation were  reviewed  by  the  members. 
The  Committee  felt  that  Emmet  F. 
Horine,  M.  D.,  Brooks,  Kentucky,  would 
be  an  excellent  choice  for  preparing  such 
a history.  The  committee  voted  to  have 
a history  similar  to  the  one  used  by  the 
Missouri  Association. 

(3)  The  suggestion  that  a special  pro- 
gram for  the  Centennial  dinner  meeting, 
which  included  cutting  the  cake  bearing 
100  candles  and  having  as  a feature  of 
the  dinner  the  well-known  radio  program 
“This  is  Your  Life”  was  discussed.  Dr. 
Bailey  gave  a detailed  description  of 
“This  Is  Your  Life”  and  said  it  was  one  of 
the  most  impressive  things  he  had  seen. 
It  was  felt  that  Elmer  Henderson,  M.  D., 
current  A.  M.  A.  President  and  friend  of 
Mr.  W.  F.  Greenwald,  of  the  Philip  Morris 
people,  would  very  likely  be  able  to  ar- 
range for  the  program. 

(4)  The  matter  of  issuing  a special  Cen- 
tennial issue  of  the  Journal  of  the  K.  S. 
M.  A.  was  presented  and  briefly  discussed. 
It  was  felt  this  should  be  done. 

(5)  The  suggestion  that  a special  edi- 
tion of  the  Louisville  Courier-Journal  and 
Times  be  made,  was  discussed.  A digest 
of  items  appearing  in  the  special  editions 
covering  the  Centennials  of  several  dif- 
ferent Medical  Societies  was  considered. 

(6)  The  Committee  was  acquainted 
with  the  Armour  and  Company  exhibit 
which  depicts  one  hundred  years  of  medi- 
cal progress  and  which  requires  a space 
100  feet  long.  While  the  committee  felt 
it  was  generous  of  the  Armour  people  to 
let  us  have  the  exhibit,  it  was  decided 
that,  in  view  of  the  inability  to  provide 
the  necessary  space  and  because  of  other 
considerations,  we  should  decline  the  of- 
fer of  the  Armour  people.  Dr.  Overstreet 
said  that  he,  Dr.  Hancock  and  Dr.  Slucher 
had  seen  a picture  of  this  exhibit. 

(7)  The  committee  considered  a sugges- 
tion that  the  various  allied  professions, 
such  as  the  Kentucky  State  Dental  As- 
sociation, the  Kentucky  State  Pharma- 
ceutical Association,  the  Kentucky  State 
Nurses  Association,  and  the  Kentucky 
Hospital  Association,  be  asked  to  set  up 
exhibits  at  the  meeting,  which  would  il- 
lustrate the  progress  each  organization 
had  made.  Dr.  Overstreet  suggested  that 
items  (6)  and  (7)  might  well  be  com- 
bined; that  the  K.  S.  M.  A.  might  have 


its  own  exhibit  depicting  the  100  years  of 
progress,  on  a smaller  scale  than  the  Ar- 
mour Exhibit.  Practically  every  member 
of  the  committee  expressed  himself  as 
being  in  favor  of  this  combination. 

(8)  The  next  item  of  consideration  was 
in  regard  to  what  former  member  of  the 
Association  to  memorialize.  The  names 
of  Ephraim  McDowell  and  Irvin  Abell 
were  proposed.  After  considerable  dis- 
cussion, it  was  decided  it  might  be  bet- 
ter to  memorialize  Dr.  McDowell. 

(9)  The  next  suggestion  considered  was 
the  matter  of  using  television  in  both 
technical  and  non-technical  ways.  Vari- 
ous ideas  were  proposed  and  it  was  sug- 
gested by  Dr.  J.  Duffy  Hancock  that  if  a 
special  subcommittee  were  formed  to  de- 
velop this  idea,  Mr.  Victor  A.  Scholas, 
and  Miss  Dorcas  Ruthenburg  of  WHAS-TV 
and  Mr.  Nathan  Lord  of  WAVE-TV,  be 
placed  on  the  committee.  Dr.  Bailey  felt 
that  the  use  of  television  would  enchance 
the  publicity  value. 

(10)  Dr.  McCormack  suggested  that  it 
would  be  well  to  feature  the  oldest  prac- 
titioner and  the  youngest  practitioner. 
This  suggestion  was  discussed  at  some 
length  and  it  was  decided  that  it  might  be 
well  to  have  a committee  to  select  care- 
fully some  outstanding  physician  who  had 
practiced  fifty  years,  and  the  outstanding 
youngest  doctor  in  practice. 

(11)  Dr.  Clark  Bailey  told  of  a very 
impressive  exhibit  sponsored  by  Petroga- 
lar  (Division  of  Wyeth  and  Company) 
which  he  had  seen,  and  recommended  it 
highly  as  a possible  historical  feature  for 
the  meeting.  By  common  consent,  it  was 
accepted  that  this  should  be  investigated. 

The  committee  was  in  complete  agree- 
ment that  all  of  the  above  items  except 
the  sixth  (which  had  to  do  with  the  100 
foot  Armour  exhibit)  deserved  serious 
consideration  and  felt  that  they  would  be 
appropriate  as  a part  of  the  Centennial 
celebration. 

Dr.  Overstreet  stated  that,  despite  the 
traditional  prejudice  that  exists  almost 
universally  in  this  section  of  the  country, 
he  felt  it  would  be  correct  and  proper  to 
admit  physicians  of  the  Negro  race  to  the 
scientific  programs  of  the  meeting.  He  ex- 
plained that  he  felt  it  would  not  be  ex- 
pedient to  admit  them  to  the  social  func- 
tions of  the  Association  but  he  felt  they 
should  be  allowed  to  sit  at  the  intellectu- 
al table  if  this  could  be  arranged.  Dr. 
Underwood  stated  that  the  By-Laws 
would  permit  colored  physicians  to  at- 
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tend  the  scientific  sessions.  Dr.  Hancock, 
Dr.  Bailey  and  Dr.  McCormack  all  con- 
curred in  the  view  that  the  colored  doc- 
tors should  be  allowed  to  sit  in  on  the 
scientific  sessions. 

Dr.  McCormack  suggested  that  it  might 
be  a good  idea  to  have  a small  brass  token 
as  a souvenir  of  the  meeting,  the  souvenir 
to  be  something  in  the  nature  or  shape 
of  a coin,  with  some  word  as  to  the  one 
hundredth  anniversary  on  one  side  of  the 
medal  and  some  mention  of  the  K.  S.  M.  A. 
on  the  other  side  of  it. 

Dr.  Overstreet  stated  that  he  would  like 
to  have  another  meeting  of  this  commit- 
tee at  an  early  date.  It  was  decided  that 
the  next  meeting  would  be  held  on  Mon- 
day afternoon  at  1:30  or  2:00,  in  the  As- 
sociation’s offices.  It  was  agreed  that  the 
members  of  the  committee  would  be  noti- 
fied as  to  the  exact  time  and  place  of  the 
meeting  in  time  to  make  suitable  arrange- 
ments. 

Dr.  Overstreet  stated  that  he  wanted  to 
give  serious  consideration  to  the  matter 
of  appointment  of  the  subcommittees  that 
would  handle  various  features  which 
would  be  subsequently  decided  upon,  and 
that  he  would  announce  the  personnel  of 
these  committees  at  a later  date. 

Dr.  Overstreet  expressed  his  apprecia- 
tion to  the  committee  members  for  their 
attendance,  and  stated  that  he  felt  that  it 
was  a very  profitable  meeting. 

President  Houston:  We  will  now  have 
the  report  of  the  Committee  on  the  Con- 
trol of  Sale  and  Distribution  of  Barbitu- 
rates. Dr.  Yates. 

Dr.  E.  C.  Yates,  Lexington:  The  report 

has  been  filed. 

President  Houston:  You  have  the  re- 

port. It  has  been  referred  to  Committee 
Number  3 for  study. 

Report  of  Committee  on  Control  of  Sale 
and  Distribution  of  Barbiturates 

The  Committee  which  was  appointed 
two  years  ago,  designated  as  a Commit- 
tee on  Control  of  Sale  and  Distribution  of 
Barbiturates,  made  an  effort  in  the  1948 
Legislature  to  have  a bill  passed  for  con- 
trol of  distribution  and  sale  of  barbitu- 
rates. This  was  unsuccessful  due  to  the 
opposition  which  arose  on  the  last  day  of 
the  meeting  of  the  Legislature.  There- 
fore, it  was  postponed  until  1950. 

By  this  time,  considerable  ground  work 
had  been  laid  by  the  committee  in  com- 
bination with  the  Board  of  Pharmacy  in 


the  state  and  the  pharmaceutical  houses 
as  well.  The  coalition  between  the  vari- 
ous groups  finally  brought  out  a bill 
which  was  apparently  satisfactory  and 
would  not  meet  with  a great  deal  of  op- 
position. It  was  finally  passed  without 
considerable  effort  in  the  last  legislative 
meeting  and  is  now  in  effect. 

According  to  the  reports  which  we  can 
obtain  in  such  a short  period  of  time,  it 
is  working  fairly  satisfactorily.  We  do 
feel  that  the  law  has  many  loopholes,  and 
perhaps  future  additions  can  be  made 
without  considerable  amount  of  opposi- 
tion. A great  many  of  these  bills  are  op- 
posed at  the  beginning  because  of  the  ap- 
parent additional  burden  to  be  put  on  the 
individual  and  is  resented  by  them.  After 
the  bill  has  been  in  effect  for  some  period 
of  time  and  most  of  the  men  feel  that  it 
is  working  satisfactorily  and  that  we  are 
better  able  to  control  the  sale  and  dis- 
tribution of  barbiturates  in  the  state  of 
Kentucky  we  will  be  able  to  get  their 
true  cooperation  for  further  tightening  of 
the  law. 

I certainly  wish  to  express  my  appre- 
ciation for  the  kind  cooperation  of  all  the 
members  of  the  Committee  and  also  Mr. 
Josey  of  the  State  Pharmaceutical  Board 
in  Frankfort  for  their  kind  consideration 
in  helping  to  pass  this  bill. 

Respectfully  submitted, 

E.  C.  Yates,  Lexington,  Chairman 
B.  B.  Baughman,  Frankfort 
T.  O.  Meredith,  Harrodsburg 
William  K.  Keller,  Louisville 

President  Houston:  Next,  the  report 

of  the  Committee  on  Emergency  Medical 
Service,  Dr.  Griswold. 

Dr.  R.  Arnold  Griswold,  Louisville: 
That  report  is  in. 

President  Houston:  The  report  has 

been  filed  and  has  been  referred  to  Ref- 
erence Committee  Number  3 for  study. 

Report  of  Committee  on  Emergency 
Medical  Service 

There  has  been  no  definite  action  by 
this  committee  during  the  year.  We  have 
been  in  receipt  of  a good  deal  of  mimeo- 
graphed material  from  the  Chicago  of- 
fice of  the  American  Medical  Association. 
Mr.  Joe  Sanford,  of  the  State  Medical  As- 
sociation, attended  a meeting  on  this  sub- 
ject in  Chicago. 

It  is  the  opinion  of  the  committee  that 
nothing  along  this  line  can  be  done  by  this 
committee,  as  such,  at  the  present  time. 
Any  action  depends  upon  a state-wide  set- 
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up  under  General  Murray,  who,  I under- 
stand has  been  appointed  State  Director 
of  Civil  Defense. 

It  is  our  opinion  that  a liaison  commit- 
tee should  be  set  up  for  the  State,  under 
the  directorship  of  the  appropriate  State 
authorities,  to  include  representatives 
from  the  Armed  Services,  the  Hospital 
Association,  the  American  Red  Cross,  the 
State  and  Local  Police  Authorities,  and  all 
others  who  would  be  involved  in  neces- 
sary action  in  case  of  a catastrophic 
emergency  within  the  State.  Separate 
action  by  the  Kentucky  State  Medical  As- 
sociation would  mean  nothing  without 
complete  cooperation  and  integration  of 
these  other  groups. 

The  Council  of  the  Kentucky  State 
Medical  Association  presented  to  this 
committee,  in  August  of  this  year,  the  pro- 
posed resolution  of  the  Kentucky  Veteran 
Physicians  Association.  It  was  felt  by  the 
members  of  the  committee  that  this  reso- 
lution was  not  appropriate  for  action  by 
this  particular  committee,  so  that  it  was 
returned  to  the  Council  with  the  recom- 
mendation that  another  committee  be  set 
up  to  deal  with  the  procurement  of  physi- 
cians in  Kentucky  for  the  Armed  Serv- 
ices. 

Respectfully  submitted, 

R.  Arnold  Griswold,  Louisville 

J.  E.  Johnson,  Stone 

Guthrie  Y.  Graves,  Bowling  Green 

Orion  L.  Higdon,  Paducah 

Pat  R.  Imes,  Louisville 

President  Houston:  Next  we  will  have 
the  report  of  the  Grievance  Committee. 
Dr.  Vance  of  Lexington. 

Dr.  Charles  A.  Vance,  Lexington:  The 

report  is  on  file  and  has  been  made. 

President  Houston:  The  report  has 

been  filed  and  has  been  referred  to  Ref- 
erence Committee  Number  3 for  study. 

Report  of  the  Grievance  Committee 

The  Grievance  Committee  of  the  Ken- 
tucky State  Medical  Association  reports 
that  it  has  been  functioning  since  its  or- 
ganization last  year  and  has  enjoyed  some 
success. 

The  Committee  is  composed,  as  set  up 
by  the  Council,  of  the  last  five  ex-presi- 
dents with  the  most  recent  one  as  the 
Chairman  and  his  secretary  is  the  secre- 
tary of  the  Committee,  and  all  records  are 
kept  in  the  office  of  the  Chairman  so  the 
administration  of  the  Kentucky  State 
Medical  Association  has  no  records  of  the 


transactions  of  the  committee.  The  meet- 
ings have  been  held  in  the  office  of  the 
Secretary  of  the  Association,  and  general- 
ly Mr.  Joseph  P.  Sanford  has  been  pres- 
ent with  a secretary  to  take  the  minutes 
of  the  meetings.  The  procedure  and  op- 
eration of  the  Committee  is  as  follows: 
Any  member  of  the  committee  may  re- 
ceive complaints  and  after  receiving  a 
complaint  the  member  answers  the  let- 
ters himself  saying  that  he  will  send  the 
complaint  to  the  Chairman,  which  he  does. 
Then  the  Chairman  writes  to  the  physi- 
cian and  the  one  making  the  complaint 
asking  that  they  get  together  in  the  mat- 
ter to  see  if  they  cannot  come  to  some 
agreement  and  both  are  asked  to  report 
to  the  Chairman  within  ten  days.  If  they 
can  get  together  all  well  and  good  and 
the  matter  is  settled.  If  they  cannot,  the 
case  is  brought  before  a meeting  of  the 
committee  and  it  is  discussed  thoroughly 
and  'the  findings  are  written  again  to  the 
complainant  and  the  physician.  If  that 
does  not  settle  the  case  the  complainant 
and  the  physician  may  appear  before 
the  committee  and  state  their  side  of 
the  case,  separately  but  not  together, 
and  then  the  committee  will  talk  things 
over  and  give  a decision.  If  neither 
party  will  accept  the  recommendation  of 
the  committee  the  matter  may  then  be  re- 
ported to  the  local  county  society  and  to 
the  proper  committee  of  the  Kentucky 
State  Medical  Association.  The  decision 
and  recommendations  of  the  committee 
are  not  mandatory  as  the  committee  has 
no  judicial  authority  and  no  authority  to 
carry  out  its  decisions. 

Copies  of  all  correspondence  are  saved 
and  filed  in  folders  and  referred  to  when 
necessary.  Thus  the  committee  has  an 
exact  copy  of  everything  that  is  written 
to  the  physician  and  the  complainant. 

The  members  of  the  committee  feel 
that  the  name  “Grievance  Committee”  is 
a poor  name  for  such  important  work  and 
suggest  that  it  should  be  called  an  Ad- 
visory Committee,  Board  of  Supervisors 
or  Judical  Committee  or  some  such  ap- 
propriate name.  We  have  had  twelve 
complaints  and  have  settled  several  of 
them  and  a number  have  not  followed  up 
their  original  letters,  but  we  have  copies 
of  all  that  have  been  brought  before  the 
committee. 

In  July  1950  issue  of  the  Journal  is  a 
printed  report  of  the  committee  to  that 
time.  With  your  permission  I am  quoting 
that  report  as  it  was  sent  in  to  the  Jour- 
nal. There  is  much  in  it  that  I would  re- 
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peat  in  a report  to  the  House  of  Delegates 
so  I think  the  quotation  is  pertinent  so  it 
is  embodied  in  this  report  of  the  com- 
mittee. 

Your  Grievance  Committee  is  pleased 
to  report  that  it  is  functioning  and  has  en- 
joyed a substantial  degree  of  success.  It 
operates  autonomously  and  confidentially 
with  respect  to  subject  matter  and  the  in- 
dividuals involved. 

While  the  Committee  is  relatively  young 
and  we  are  pleased  that  we  have  not  had 
many  cases  submitted  to  us  we  do  feel 
justified  at  this  time  in  making  some 
suggestions  to  the  members  of  our  Ken- 
tucky State  Medical  Association.  These 
suggestions  are  being  made  in  a construc- 
tive spirit  and  are  based  on  first-hand  ob- 
servation in  the  processing  of  these  cases. 

A substantial  percentage  of  the  strained 
relations  between  the  physician  and  pa- 
tient grows  out  of  the  lack  of  understand- 
ing on  the  part  of  the  patient  as  to  what 
he  is  paying  for.  For  example,  one  pa- 
tient complained  bitterly  about  the 
amount  of  the  bill  and  the  time  the  doctor 
actually  spent  with  the  patient.  When 
the  doctor  explained  to  the  patient  the 
amount  of  time  he  had  spent  in  studying 
the  X-ray  and  laboratory  findings,  doing 
personal  research,  talking  over  the  case 
with  other  doctors,  reading  charts  and 
giving  orders,  the  misunderstanding  was 
cleared  up.  While  the  committee  feels 
that  this  is  a somewhat  tedious  and  time 
consuming  procedure,  the  patient  has 
every  right  to  all  the  information  that 
the  physician  can  give  and  that  the  physi- 
cian who  refuses  to  do  this  is  negligent 
in  his  duties  to  the  patient.  We  feel,  too, 
that  if  the  physician  will  talk  with  his  pa- 
tients, in  a courteous  manner,  this  will 
save  much  time  and  foe  productive  of  a 
much  warmer  relationship  between  the 
public  and  the  profession. 

While  some  patients  insist  that  they 
should  have  an  itemized  statement  we  do 
not  believe  that  this  is  necessary  but  the 
patient  should  understand  about  the 
charges  and  the  reason  for  them.  In 
making  charges  for  services  rendered,  es- 
pecially in  surgical  cases  where  more  or 
less  fixed  fees  are  made,  the  patient 
should  understand  the  charge  and  be  con- 
sulted as  to  whether  he  thinks  it  is  a rea- 
sonable fee  for  him,  and  whether  he  can 
pay  it  or  not. 

Another  source  of  misunderstanding  is 
alleged  discourtesy  of  the  physician  to  the 
patient.  It  is  well  known  that  a physi- 


cian may  refuse  to  see  or  accept  any  pa- 
tient as  he  wishes,  but  this  should  be  done 
diplomatically  and  with  courtesy  so  the 
patient  will  not  be  offended  by  his  re- 
fusal. Occasionally  physicians  do  not 
show  courtesy  and  consideration  for  the 
patient  he  is  treating.  Your  committee 
knows  from  personal  experience  the  de- 
gree to  which  our  patience  is  burdened 
by  seemingly  unreasonable  patients,  yet 
it  is  our  obligation  to  the  patient  and  pro- 
fession to  exercise  the  utmost  tact  and 
diplomacy. 

Generally  speaking,  the  committee  has 
been  quite  pleased  with  the  attitude  of 
both  patients  and  physicians  toward  our 
efforts  and  we  have  had  letters  from  both 
commending  us.  As  Chairman  of  the  com- 
mittee, I would  like  to  compliment  the 
fine  spirit  of  the  other  committee  mem- 
bers and  their  attitude  toward  their  re- 
sponsibility. As  evidence  of  this,  we  had 
100  percent  attendance  at  our  last  meet- 
ing and  three  of  the  members  travelled 
a distance  of  1050  miles  to  attend.  Our 
committee  members  have  a genuine  de- 
sire to  serve  the  people  of  Kentucky  and 
our  profession. 

We  recommend  that  the  committee  be 
continued  as  planned  by  the  Council  and 
that  its  operating  procedure  be  con- 
tinued. 

Respectfully  submitted, 

Charles  A.  Vance,  Lexington, 
Chairman 

Guy  Aud,  Louisville 
E.  W.  Jackson,  Paducah 
J.  Watts  Stovall,  Grayson 
Oscar  O.  Miller,  Louisville 

President  Houston:  We  will  have  the 

Report  of  the  Committee  on  Hospitals. 
Dr.  S.  H.  Flowers,  Middlesboro.  Dr.  Flow- 
ers cannot  arrive  until  tomorrow,  I un- 
derstand, but  his  report  is  in  and  has  been 
referred  to  Reference  Committee  Number 
3 for  study. 

Report  of  Committee  on  Hospitals 

Your  Committee  on  Hospitals  wishes  to 
make  the  following  report,  realizing  full 
well  that  it  will  appear  that  little  has 
been  done  by  this  committee  during  the 
past  12  months. 

The  work  of  this  Committee  during  the 
year  1949  and  1950  has  been  concerned 
chiefly  with  an  effort  to  elevate  the  stand- 
ards of  hospitals,  especially  the  smaller 
hospitals  over  the  state.  In  cooperation 
with  the  State  Board  of  Health,  and  the 
officials  of  the  Kentucky  State  Medical 
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Association,  a concerted  effort  was  made 
by  your  Committee  to  formulate  a bill 
setting  forth  minimal  hospital  standards, 
using  as  models  the  similar  legislation  on 
the  books  of  the  various  states  of  the 
country. 

This  bill  was  publicized  to  the  best  of 
our  ability  to  every  doctor  in  the  State 
of  Kentucky,  and  to  all  other  agencies 
concerned  with  health  and  health  educa- 
tion. At  the  last  session  of  the  Kentucky 
Legislature,  January  and  February,  1950, 
this  bill,  which  appears  to  your  commit- 
tee to  have  been  well  thought  out,  was 
presented  and  its  passage  was  urged  upon 
the  two  Houses  of  the  Legislature.  As  you 
will  probably  remember,  the  bill  was 
passed  in  the  Senate,  but  when  it  came 
before  the  Committee  in  the  legislature, 
it  was  rejected  by  that  Committee,  chief- 
ly through  the  efforts  of  the  lobbyists  of 
one  of  the  cults  which  is  attempting  to 
get  a foothold  in  medical  affairs  in  the 
State  of  Kentucky. 

Your  Committee  wishes  to  sound  an 
urgent  note  of  alarm  with  regard  to  the 
influence  which  this  lobbyist  carried  in 
the  last  session  of  the  Kentucky  State 
Legislature.  Your  Committee  also  wish- 
es to  urge  upon  every  member  of  the 
Kentucky  State  Medical  Association  the 
necessity  for  using  his  own  influence  to 
promote  the  passage  of  such  legislation 
when  it  shall  again  be  presented  to  the 
legislature. 

Respectfully  submitted, 

Sam  H.  Flowers,  Middlesboro, 
Chairman 

Joseph  C.  Bell,  Louisville 
Howell  J.  Davis,  Owensboro 
Walter  J.  O’Nan,  Henderson 
Shelby  G.  Carr,  Richmond 

President  Houston:  We  will  have  the 
report  of  the  Committee  on  the  McDowell 
Memorial.  Dr.  Vance. 

Dr.  C.  A.  Vance:  The  Committee  report 
is  filed. 

President  Houston:  The  report  is  being 
referred  to  Reference  Committee  Num- 
ber 3. 

Report  of  Committee  on  McDowell 
Memorial 

As  I stated  to  you  in  the  report  made 
at  the  meeting  in  Owensboro  in  1949,  after 
the  Commissioner  of  Conservation  and 
Commissioner  of  Parks  decided  not  to 
carry  the  McDowell  Memorial  any  fur- 
ther and  turned  it  back  to  the  State  Medi- 


cal Association,  the  deed  being  transferred 
late  in  1949,  and  the  insurance  being 
placed  on  the  house  and  contents  by  the 
State  Medical  Association,  the  Woman’s 
Auxiliary  accepted  the  responsibility  of 
furnishing  the  McDowell  Memorial  and 
keeping  it  open  for  visitors.  This  com- 
mittee has  worked  long  and  faithfully  in 
the  raising  of  funds  and  furnishing  the 
Home.  Several  members  are  added  to 
this  Auxiliary  Committee  and  another 
committee  was  appointed  on  furniture, 
local  research  and  overall  research.  All 
of  these  committees  have  been  active  in 
their  assignments.  The  Woman’s  Aux- 
iliary Committee  is  composed  of  Mrs. 
Walker  Owens,  Mt.  Vernon,  Chairman; 
Mrs.  E.  L.  Henderson,  Louisville;  Mrs.  P. 
E.  Blackerby,  Louisville;  Mrs.  George 
McClure,  Danville;  and  Mrs.  Irving  Gail, 
Lexington. 

The  Woman’s  Auxiliary  Committee  has 
met  several  times  with  your  committee 
and  everything  has  been  discussed  in 
full.  It  has  been  planned  to  publish  a 
new  folder  about  the  Memorial  and  Dr. 
Horine  is  at  the  present  time  working  on 
that.  A letter  has  also  been  prepared  to 
send  first  to  the  members  of  the  Ken- 
tucky State  Medical  Association  telling 
them  about  the  needs  in  furnishing  the 
Home  and  asking  for  donations  for  that, 
and  after  these  letters  and  folders  have 
been  sent  to  the  Kentucky  physicians 
they  will  be  sent  over  the  country  to  se- 
lected physicians.  In  this  way  we  hope 
to  get  enough  money  to  furnish  the  Home 
and  also  to  repay  in  some  measure  the 
Kentucky  State  Medical  Association 
which  has  kept  the  Home  up  and  paid  the 
expenses  of  the  committee.  Your  com- 
mittee and  the  Woman’s  Auxiliary  Com- 
mittee, with  the  Furniture  Committee 
has  estimated  that  it  will  cost  from 
$5,000.00  to  $8,000.00  to  furnish  the  Home. 
The  State  Medical  Association  has  paid 
all  the  bills  to  date  for  repairs  and  the 
keeping  of  the  home  and  the  necessary 
expenses  attached  to  running  it.  If  we  are 
successful  in  getting  a fairly  large  amount 
of  money  we  may  be  able  to  have  a regu- 
lar custodian  who  would  see  that  the 
Home  is  kept  up. 

At  the  present  time  the  Danville  Ladies’ 
Committee  who  are  interested  in  this 
project  are  keeping  it  open  every  day  for 
several  hours.  An  admission  fee  'to  the 
Home  was  charged  last  year  and  we  col- 
lected some  money  with  that  but  after 
some  discussion  the  committee  felt  that  if 
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we  charged  an  admission  fee  we  would 
have  to  pay  tax  on  that  and  keep  books 
on  it  so  it  was  decided  to  keep  the  Home 
open  and  accept  any  donation  that  was 
given,  so  this  year  we  have  collected  not 
much  money  in  doing  that. 

The  bronze  plaque  which  was  decided 
on  for  the  names  of  all  the  one  hundred 
dollar  donations  on  it  was  made  and  paid 
for  by  the  State  Medical  Association  and 
will  be  placed  in  'the  Home  in  a suitable 
place.  _ 

The  garden  has  been  cleaned  up  and  is 
now  very  beautiful  and  your  committee 
would  suggest  that  all  who  can  make  the 
trip  to  Danville  should  see  the  place  as 
it  is  now. 

Another  matter  came  before  the  com- 
mittee, that  of  the  Apothecary  Shop  which 
is  next  door  to  the  North  of  the  Home. 
Much  consideration  and  discussion  was 
given  to  this.  It  was  probably  built  after 
the  back  part  of  the  house  was  (built  and 
at  the  present  time  it  is  nothing  but  four 
walls  and  a front  and  back  door.  The 
floor  is  falling  in  and  the  roof  is  leaking 
and  altogether  it  is  a very  dirty  and 
dilapidated  building.  We  had  some  bids 
on  fixing  it  up  and  restoring  it  and  the 
lowest  bid  was  $2,307.84.  Some  others 
were  a great  deal  more  and  it  seemed  to 
the  committee  that  as  we  did  not  have  the 
money  it  was  too  much  to  ask  the  State 
Medical  Association  to  put  up  for  that 
purpose,  so  for  the  reasons  of  safety  to 
the  Home  in  the  matter  of  fire  preven- 


tion and  the  looks  of  it  generally  the  com- 
mittee decided  to  have  it  torn  down. 
There  have  been  some  objections  to  this 
and  there  has  been  a great  deal  of  talk 
about  it  so  your  committee  has  not  done 
anything  about  it.  We  thought  that  the 
wall  around  the  property  could  be  ex- 
tended around  that  and  the  garden  could 
be  continued  around  that  side  of  the  build- 
ing and  the  building  would  stand  out  well 
and  would  make  much  more  of  a show 
than  it  does  now.  We  have  also  planned 
some  signs  which  will  point  out  the 
Home  better  than  it  is  now. 

The  committee  has  planned  to  make 
this  project  a foundation  called  the  Mc- 
Dowell Memorial  Foundation,  incorporate 
it  and  sell  memberships  to  physicians  and 
any  other  interested  persons  generally, 
and  we  have  fixed  the  membership  rates 
for  one  year  at  $2.00,  15  years  at  $25.00, 
and  life  for  $100.00.  We  are  now  busy  in 
getting  out  these  certificates  of  memtber- 
ship  and  the  pamphlet  about  the  Home  to 
which  I have  referred  above,  and  we  hope 
that  by  sending  these  out  to  doctors  ev- 
erywhere that  we  will  stimulate  a na- 
tional interest  in  this  project  and  that 
there  will  be  contributed  enough  money 
for  its  completion. 

Mrs.  Owens  will  give  you  a detailed  re- 
port of  receipts  and  disbursements  with 
the  list  of  furnishings  which  has  been 
purchased  and  which  the  committee  has 
purchased.  I would  summarize  her  report 
as  follows: 


Oct.  1,  1947,  to  Sept.  30,  1948 — Furniture  purchased 

Oct.  1,  1948,  to  Sept.  30,  1949 — Furniture  purchased 

Oct.  1,  1948,  to  Sept.  30,  1949 — Furniture  donated 

Oct.  1,  1949,  to  Aug.  1,  1950 — Furniture  purchased 

Oct.  1,  1949,  to  Aug.  1,  1950 — Furniture  donated 

Total  purchases  and  donations 

Oct.  1,  1947,  furniture  on  hand,  estimated  value 

Oct.  1,  1947,  Furniture  in  the  operating  room  estimated  value.  . . 


June  1,  1950,  Furniture  added 

August  1,  1950  

Cash  donation:  Oct.  1,  1949  to  Aug.  1,  1950.  . . 
Furniture  donated  Oct.  1,  1949,  to  Aug.  1,  1950 


$1,505.00 

2,620.00 

600.00 

1.968.00)  Current  year 

1.840.00) 


$8,533.00 

3,059.00 

1,000.00 

Old  furnishings  by 
the  Colonial 
Dames 

190.00 

1,190.00 

Property  of  the 
Colonial  Dames 

898.00 

1,840.00 

$2,738.00 

Current  year 
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The  Council  at  its  last  meeting  voted 
besides  its  previous  expenses  of  keeping 
up  the  Home,  to  set  aside  $1,000.00  for  re- 
pairs, utilities,  etc.  Instead  of  having 
money  in  a number  of  local  and  county 
Auxiliary  Committees,  this  committee 
has  requested  them  to  send  all  the  cash 
they  have  to  the  Central  Treasurer  who 
is  Miss  Violet  Stilz  who  is  a bookkeeper 
in  the  State  Medical  Association.  Many  of 
them  have  done  that,  and  some  have  not, 
wishing  to  use  their  money  for  such  fur- 
nishings they  wished  to  purchase.  We  be- 
lieve that  an  all  over  plan  of  selection  of 
furniture  by  the  Furniture  Committee  and 
by  working  with  the  Woman’s  Auxiliary 
Committee  and  paying  for  all  of  them  out 
of  the  Central  Treasury  is  the  better 
method. 

The  committee  believes  that  eventually 
the  McDowell  Memorial  will  become  a 
paying  proposition  and  will  foe  self-sup- 
porting and  that  we  might  have  a custo- 
dian and  guides.  We  hope  very  much 
that  the  Woman’s  Auxiliary  Committee 
will  continue  in  their  work  and  we  would 
ask  with  the  approval  of  the  Auxiliary 
that  this  committee  be  made  a permanent 
one,  or  at  least  until  the  McDowell  Me- 
morial is  furnished  completely  and  is  in 
running  order.  We  believe  that  this  com- 
mittee has  done  a fine  job  and  we  cannot 
compliment  them  and  thank  them  enough 
for  what  they  have  done.  The  following 
is  the  policy  of  the  McDowell  Memorial 
which  was  adopted  after  its  acquisition  by 
the  State  Medical  Association  and  this 
policy  has  been  approved  by  the  Mc- 
Dowell Committee  of  the  Woman’s  Aux- 
iliary and  by  the  McDowell  Committee  of 
the  State  Medical  Association.  We  be- 
lieve it  should  be  embodied  in  this  re- 
port: 

The  Policy  of  the  McDowell  Memorial 
Acquisition. 

I.  Principles 

The  shrine  dedicated  to  the  memory  of 
Dr.  Ephraim  McDowell  can  foe  no  better 
than  the  laws  governing  the  acquisition  of 
the  furnishings  and  equipment  through 
research  and  education.  Therefore  it 
should  be  our  primary  policy  to  accept 
objects  pertaining  to  Kentucky  and  Ken- 
tuckians. 

II.  Definitions. 

It  should  be  our  policy  to  maintain  pri- 
marily: 

(Period  1771-1830) 

1.  Medical  History  Collection 


2.  History  Collection. 

3.  Art  Collection. 

4.  Science  Collection. 

The  Medical  History  Collection  should 
contain  books,  instruments  and  equipment 
of  rural  doctors. 

In  the  History  Collection,  material 
should  show  the  every-day  life  and  cul- 
ture of  the  people,  their  means  of  shelter, 
their  articles  of  clothing,  and  utensils  of 
cooking,  their  skill  as  craftsmen,  whether 
in  pottery,  in  weaving,  or  in  copper  or 
other  metals;  their  use  of  symbolism  and 
ornament  and  their  sense  of  beauty.  An 
object  need  not  have  been  used  by  or 
otherwise  associated  with  a celebrity  or 
have  played  a part  in  some  notable  event 
to  be  of  historic  interest  and  value.  His- 
tory is  represented  by  humble  objects  of 
daily  use. 

In  the  Art  Collections,  materials  should 
show  sculpture  and  the  graphic  arts 
(paintings  and  drawings).  Materials 
should  be  original  and  appropriate  to  the 
setting  and  also  objects  of  beauty.  Family 
portraits  would  be  valuable  assets. 

In  the  Science  Collection,  the  collection 
should  follow  the  lines  of  a specialty  in 
order  not  to  be  superficial  and  relatively 
useless.  An  object  that  has  played  a 
unique  part  in  the  early  practice  of  Ken- 
tucky medicine,  a scientific  type  speci- 
men or  an  original  and  fine  painting,  are 
examples. 

III.  Suggested  Policies. 

A.  Conditions. 

1.  We  should  avoid  awkward  conditions 
attached  to  gifts  that  are  accepted.  (To 
keep  some  objects  out  is  more  important 
than  to  get  others.) 

2.  It  should  be  our  policy  to  refer  all 
gifts  to  the  committee  who  are  authorities 
on  correct  period  of  furnishings. 

(Period  1771-1830) 

We  feel  that  this  may  be  too  long  a re- 
port but  the  McDowell  Memorial  is  the 
property  and  responsibility  of  the  Ken- 
tucky State  Medical  Association  and  this 
House  of  Delegates  and  the  membership 
should  know  what  your  committee  has 
been  doing  and  what  they  have  planned 
for  the  future.  Of  course,  we  are  very 
anxious  to  have  the  interest  and  support 
of  the  House  of  Delegates  and  all  the 
membership. 

Respectfully  submitted, 

Charles  A.  Vance,  Lexington, 
Chairman 

George  McClure,  Louisville 
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Laman  A.  Gray,  Louisville 
Emil  Novak,  Baltimore,  Md. 
Thomas  O.  Meredith,  Harrodsburg 
Russell  R.  Starr,  Glasgow 
J.  Rice  Cowan,  Danville 
A.  J.  Whitehouse,  Lexington 

President  Houston:  We  will  have  the 

report  of  the  Committee  on  Nurse  Train- 
ing. Dr.  Stacy. 

Dr.  Charles  B.  Stacy,  Pineville:  You 
have  the  report. 

President  Houston:  We  have  the  re- 

port. It  will  be  referred  to  Reference 
Committee  Number  3. 

Report  of  Committee  on  Nurse  Training 

During  the  1950  Legislation  the  follow- 
ing bills  were  passed: 

1.  The  registered  nurses  bill  was  spon- 
sored by  the  Kentucky  Registered  Nurses 
Association  and  was  assisted  in  every  pos- 
sible way  by  members  of  the  Kentucky 
State  Medical  Association.  In  essence, 
the  bill: 

(a)  Changed  the  Board  from  five 
members  to  seven. 

(b)  Added  the  requirement  of  two 
years  of  college  for  members  of  the 
Nurses’  Examining  Board. 

(c)  Method  of  rotating  the  Board 
membership  so  as  always  to  have  an 
older  experienced  member  on  the 
Board. 

2.  Practical  nurses  act.  This  act  is  purely 
permissive  and  is  not  mandatory.  It  is  to 
be  administered  by  the  Registered  Nurses 
Board  of  Examiners.  There  has  been 
much  haggling  over  the  administration  of 
this  act.  There  were  no  funds  made 
available  by  the  Legislature.  At  first,  the 
Attorney  General’s  office  gave  an  opinion 
that  the  money  from  the  Registered 
Nurses  Association  could  not  be  used  for 
putting  this  act  into  force.  A later  opin- 
ion was  that  the  Registered  Nurses  Asso- 
ciation could  allot  funds  for  the  adminis- 
tration of  the  act.  At  the  present  time, 
no  schools  have  been  established  in  the 
State  of  Kentucky  for  the  practical  nurse. 
Considering  the  fact  that  this  act  is  to  be 
administrated  by  the  Registered  Nurses 
Board  of  Examiners,  it  is  very  doubtful 
that  this  act  will  ever  be  complied  with. 
Sincerely  I do  not  think  the  graduate 
nurses  wanted  this  act  passed  and  to  put 
this  act  under  the  administration  of  the 
Registered  Nurses  means  that  it  will  not 
become  active. 

Unless  some  more  active  Legislation  is 
passed  and  put  into  force  it  is  expected 


that  the  Practical  Nuises  Act  will  become 
a dead  issue  in  a very  short  time.  In  gen- 
eral, our  schools  of  nursing  have  had  far 
more  applicants  for  the  past  year.  All  of 
these  schools  are  having  the  classes  well 
filled  and  there  has  been  some  difficulty 
in  getting  students  admitted  to  the  nurs- 
ing schools.  Most  hospitals  claim  lack  of 
facilities,  especially  housing  for  the  stu- 
dent nurse.  This  has  been  the  reason  a 
number  have  been  rejected.  I think  the 
doctors  all  over  the  State  of  Kentucky  are 
doing  their  best  to  encourage  as  many 
girls  as  possible  to  become  nurses. 

During  the  past  legislature,  the  Ken- 
tucky Nursing  Association  was  well  rep- 
resented by  very  competent  leadership 
and  the  physicians  of  the  State  could  well 
take  a lesson  from  them.  The  American 
Nurses  Association  is  looking  forward  to 
a program  when  nursing  service  will  be 
included  in  our  present  pre-payment  hos- 
pital and  medical  service  plans  and  they 
are  requesting  the  American  Medical  As- 
sociation to  give  this  due  consideration. 

Respectfully  submitted, 

Chas.  B.  Stacy,  Pinveille, 
Chairman 

D.  G.  Miller,  Jr.,  Morgantown 
Kenneth  L.  Barnes,  Princeton 

President  Houston:  The  next  one  is 

the  report  of  the  K.  S.  M.  A.  Pharmacy 
Committee.  It  has  been  referred  to  Ref- 
erence Committee  Number  3 for  study. 

Report  of  the  K.  S.  M.  A.  Pharmacy 
Committee 

Committee  Membership — 

Kentucky  State  Medical  Association: 
Hugh  L.  Houston,  Chairman 
Gabe  A.  Payne,  Hopkinsville 
Richard  R.  Slucher,  Buechel 

Committee  Membership — 

Kentucky  Pharmaceutical  Association: 
Robert  Cole,  Lancaster 
Sidney  Passamaneck,  Louisville 
Kenneth  Wood,  Hopkinsville 

At  the  1949  meeting  of  the  Kentucky 
State  Medical  Association  a committee 
from  the  Kentucky  Pharmaceutical  Asso- 
ciation asked  audience  with  the  Council 
for  the  purpose  of  objecting  to  the  estab- 
lishment of  pharmacies  by  Clinics  or  the 
operation  of  drug  rooms  by  physicians. 
The  discussion  at  Owensboro  was  rather 
heated  and  no  conclusions  or  recommen- 
dations could  be  decided  upon.  For  this 
reason,  the  chairman  of  the  Council,  Dr. 
C.  C.  Howard,  appointed  the  above  three 
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physicians  to  meet  with  the  committee 
from  the  Pharmaceutical  Association  for 
further  study  of  problems  confronting 
both  professions.  On  July  19,  1950,  the 
pharmaceutical  committee  and  Dr.  Hugh 
L.  Houston  met  in  the  offices  of  the  Ken- 
tucky State  Medical  Association  with  Mr. 
E.  M.  Josey  and  Dr.  Bruce  Underwood  in 
attendance.  After  a prolonged  and  friend- 
ly discussion  of  the  problems  confronting 
both  professions,  the  committee  decided 
to  recommend  to  both  associations  that 
they  have  a standing  committee  to  meet 
each  year  and  gradually  work  out  the 
differences  that  now  exist  between  our 
professions.  Many  errors  were  discussed 
which  are  today  being  made  by  both  pro- 
fessions in  the  bringing  of  medical  and 
pharmaceutical  service  to  the  people.  It 
was  generally  agreed  that  both  profes- 
sions have  their  true  prerogative  of  serv- 
ice and  that  same  could  be  developed  into 
a working  team  for  the  bringing  of  bet- 
ter service  to  our  people. 

It  is  here  recommended  that  our  Presi- 
dent or  Chairman  of  the  Council  appoint 
a committee  to  meet  yearly  with  the 
pharmacists. 

Respectfully  submitted, 

Hugh  L.  Houston,  Chairman 

Gabe  A.  Payne,  Hopkinsville 

Richard  R.  Slucher,  Buechel 

President  Houston:  Next,  the  Com- 

mittee to  Study  Re-districting  of  the 
State.  It  has  been  called  to  the  Chair’s 
attention  that  this  committee  report,  the 
supplementary  report,  has  been  published 
in  the  Journal  and  you  delegates  have 
had  a chance  to  study  it,  also,  as  it  has 
been  mailed  to  each  County  society,  and 
each  County  society  has  had  a chance  to 
study  it.  It  is  important  that  that  matter 
be  settled  tonight  if  possible,  so  that  we 
will  know  how  to  handle  the  nominating 
committee  for  the  Councilors,  for  the  in- 
creased number  of  districts,  if  it  is  so  or- 
dered by  this  House.  Therefore,  I will 
ask  Dr.  Aud  to  please  read  the  report  of 
the  Committee  for  Study  of  Re-District- 
ing the  State.  Dr.  Guy  Aud,  of  Louisville. 

Dr.  Aud:  Mr.  President,  I have  prac- 

tically nothing  to  add  to  what  you  have 
said,  because  of  the  fact  that  you  have 
called  their  attention  to  the  alternate  “A” 
plan.  This  of  course  is  in  with  the  other 
papers  that  you  have  here,  and  the  Com- 
mittee feels  that  it  is  necessary  that  this 
matter  be  voted  upon  tonight,  and  we 


hope  that  you  will  accept  the  plan  as  of- 
fered by  the  Committee. 

President  Houston:  May  I call  your 

attention  to  the  Alternate  “A”  Plan  at  the 
bottom  of  the  folder.  You  will  find  it  in 
the  folder  if  you  care  to  look  at  it. 

Attached  hereto  is  a copy  of  a report 
that  the  Committee  which  has  been  of- 
ficially sent  to  the  Secretary  of  each 
County  Medical  Society,  and  which  has 
been  published  in  the  Journal  of  the  As- 
sociation. 

Also  attached  is  a copy  of  a proposed 
revision  known  as  Alternate  “A”.  A copy 
of  this  proposed  change  has  been  sent  of- 
ficially to  the  Secretary  of  each  County 
Medical  Society  which  would  be  affected. 
We  recommend  the  adoption  of  the  pro- 
posed revision  as  amended  by  Alternate 
“A”  Plan. 

Report  of  the  Committee  to  Study 
Redistricting  the  State 

We  wish  to  make  the  following  state- 
ments: 

1.  This  report  is  being  made  by  the  Com- 
mittee which  was  appointed  in  re- 
sponse to  the  official  request  of  the 
House  of  Delegates  for  such  a study. 

2.  The  report  is  being  published  in  the 
Journal  so  that  every  member  may 
have  an  opportunity  to  study  it. 

3.  The  report  covers  a study  of  the  entire 
state.  It  includes  a recommendation 
for  the  addition  of  four  new  Councilor 
districts  as  well  as  a rearrangement  of 
existing  districts.  Please  refer  to  the 
maps  which  outline  the  present  and 
the  proposed  councilor  districts. 

4.  The  recommended  revision  is  made 
with  a view  to  equalizing  the  councilor 
districts.  The  following  factors  were 
considered: 

a)  The  number  of  members  of  the  Ken- 
tucky State  Medical  Association 
living  in  the  district. 

b)  The  geographical  area  of  the  dis- 
trict. 

c)  The  number  of  county  medical  so- 
cieties in  the  district. 

d)  That  no  county  should  have  more 
than  one  councilor. 

e)  The  facilities  for  transportation  and 
travel  within  the  district. 

f)  The  presence  of  trading  areas  and 
medical  centers. 

g)  The  rural  or  urban  nature  of  the 
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counties,  avoiding  extremities  in  the 
same  district  as  much  as  possible. 

5.  The  recommendation  stems  from  the 
thoughts: 

a)  There  are  approximately  2,000  mem- 
bers of  the  Kentucky  State  Medical 
Association. 

b)  There  are  approximately  600  mem- 
bers of  the  Association  located  in 
Jefferson  County.  Therefore,  Jef- 
ferson County  would  be  entitled  to 
at  least  one  councilor. 

c)  There  would  then  be  approximately 
1,400  members  in  the  rest  of  the 
state  that  would  allow  one  councilor 
to  each  100  members  thus  calling  for 
a total  of  15  councilors. 

d)  The  Fayette  County  Medical  Society 
and  the  Campbell-Kenton  County 
Medical  Societies  have  more  than 
100  members  each  and  would  thus 
be  entitled  to  one  councilor  each. 

e)  The  remaining  districts  were  then 
outlined  on  the  proposed  plan  on  the 
basis  as  described  above. 

6.  It  was  the  opinion  of  the  Committee 
that  15  is  not  too  large  a number  for  a 
policy  body  that  is  as  important  as  the 
Council.  It  was  felt  that  15  would  be 
required  in  order  to  secure  the  repre- 
sentation that  is  needed  in  a state  with 
so  many  different  areas  and  problems. 
It  was  the  further  opinion  of  the  Com- 
mittee that  the  districts  should  be  small 
enough  for  the  councilor  to  cover  them 
effectively. 

A reprint  of  this  report  will  be  sent  to 
the  Secretary  of  every  county  medical  so- 
ciety. We  urge  the  careful  study  and  con- 
sideration of  the  report  by  each  society. 
We  hope  that  the  delegate  or  delegates 
from  each  society  will  be  prepared  to  dis- 
cuss the  report  at  the  meeting  of  the 
House  of  Delegates.  Each  county  society 
can  thus  be  represented  and  action  can  be 
taken  according  to  the  best  interest  of  our 
entire  association.  The  Committee  will 
appreciate  receiving  any  comments  or 
constructive  criticisms  that  any  member 
of  the  association  or  any  county  medical 
society  may  wish  to  make.  We  appreci- 
ate the  privilege  of  serving  you  in  this 
capacity. 

Respectfully  submitted, 

Guy  Aud,  Louisville,  Chairman 
Branham  B.  Baughman,  Frankfort 
Robert  W.  Robertson,  Paducah 
R.  J.  Rust,  Newport 
Bruce  Underwood,  Louisville 


President  Houston:  We  have  a rec- 

ommendation from  Dr.  Guy  Aud  that  this 
plan  be  accepted.  Do  I take  that  to  be 
a motion? 

Dr.  Guy  Aud:  Yes. 

President  Houston:  We  have  a mo- 

tion. Do  we  have  a second? 

The  motion  was  regularly  seconded. 
The  question  was  put  to  vote  and  carried. 

President  Houston:  The  re-districting 

of  the  state  carries  with  two  opposing 
votes.  We  now  come  to  the  report  of  the 
Committee  that  has  been  going  on  for  two 
or  three  years  to  study  the  revision  of  the 
Constitution  and  By-Laws.  Due  to  the 
fact  that  the  plan  must  go  on  concerning 
the  election  of  a speaker  and  a vice- 
speaker it  is  important  if  the  House  so  de- 
sires to  vote  on  the  changes  in  the  Con- 
stitution at  this  time.  For  that  reason,  I 
will  ask  Dr.  Aud,  who  is  also  Chairman 
of  this  Committee,  to  give  us  his  report. 
Dr.  Aud. 

Dr.  Guy  Aud:  Mr.  President,  the  re- 

port is  filed,  the  same  as  the  others.  It 
is  perfectly  constitutional  to  vote  upon 
■this  matter  tonight  because  of  the  fact 
that  these  are  carry-overs  from  last  year, 
and  they  should  be  voted  on  at  this  par- 
ticular meeting  of  the  House  of  Delegates 
in  order  to  set  up  the  Constitution  and 
By-Laws  in  such  a manner  as  to  take  care 
of  the  new  distribution  of  the  delegates 
for  the  State.  Therefore,  the  Committee 
is  asking  that  you  not  carry  this  matter 
over  to  the  Wednesday  meeting,  but  that 
this  be  voted  on  tonight,  in  order  that 
what  action  you  could  take  Wednesday 
would  be  constitutional.  These  changes 
in  the  By-Laws  have  carried  over  for  one 
year,  and  are  perfectly  constitutional,  so 
you  can  vote  on  them  tonight,  settle  the 
matter,  and  what  you  do  Wednesday  will 
be  constitutional. 

So,  it’s  the  wish  of  the  Committee  that 
the  matter  be  discussed  tonight,  and  we 
hope  that  you  will  accept  the  report  of 
the  Committee  favorably. 

Report  of  the  Committee  to  Study 
Revision  of  the  Constitution  and 
By-Laws 

We  respectfully  submit  the  attached 
second  report  of  recommended  changes  in 
the  Constitution  and  By-Laws  of  the  As- 
sociation. All  of  these  changes  were  in- 
troduced in  the  House  of  Delegates  at  the 
1949  session  in  Owensboro,  Kentucky. 
The  changes  in  the  Constitution  have  now 
laid  over  for  one  year  as  required  by  the 
Constitution. 
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A copy  of  the  proposed  changes  has 
been  officially  sent  to  the  Secretary  of 
every  County  Medical  Society,  and  has 
been  published  in  the  Journal  of  the  As- 
sociation. The  changes  in  the  By-Laws 
are  those  which  were  recommended,  but 
which  could  not  be  adopted  until  the 
changes  in  the  Constitution  were  made. 
We  recommended  the  adoption  of  these 
changes  in  the  Constitution  and  By-Laws. 

Respectfully  submitted, 

Guy  Aud,  Louisville,  Chairman 
R.  Haynes  Barr,  Owensboro 
Charles  B.  Stacy,  Pineville 
Hugh  L.  Houston,  Murray 
Bruce  Underwood,  Louisville 

SECOND  REPORT  OF  THE  COMMITTEE  TO 
STUDY  REVISION  OF  THE  CONSTITUTION 
AND  BY-LAWS 

We  respectfully  submit  this  second  report 
and  recommendations  for  completing  the  chang- 
es in  the  Constitution  and  By-Laws  of  the  Ken- 
tucky State  Medical  Association  as  presented 
at  the  1949  meeting  of  the  House  of  Delegates 
in  Owensboro,  Kentucky.  The  changes  in  the 
Constitution  have  been  introduced  and  await 
action  at  the  1950  meeting  of  the  House  of  Dele- 
gates as  presented.  The  changes  in  the  By- 
Laws,  which  could  not  be  made  at  the  1949 
meeting  because  of  a conflict  with  the  Consti- 
tution, are  also  listed  and  await  the  action  at 
the  1950  session  of  the  House  of  Delegates. 

We  urge  every  member  of  the  association  and 
every  component  county  society  to  study  this 
report.  The  House  of  Delegates  will  take  ac- 
tion on  these  proposals  in  accordance  with  the 
views  of  the  members  and  the  societies  which 
they  represent.  We  would  welcome  any  com- 
ments, constructive  criticism  or  suggestions 
that  anyone  may  care  to  make  concerning  this 
second  report. 

Respectfully  submitted, 

Guy  Aud,  Louisville,  Chairman 
R.  Haynes  Barr,  Owensboro,  Member 
Charles  B.  Stacy,  Pineville,  Member 
Hugh  L.  Houston,  Murray,  Member 
Bruce  Underwood,  Louisville,  Member 

CONSTITUTION  AND  BY-LAWS  OF  THE 
KENTUCKY  STATE  MEDICAL  ASSOCIA- 
TION ADOPTED  AT  PADUCAH  IN  1902 
AS  AMENDED  CONSTITUTION 


CONSTITUTION 

Article  I.  Name  of  the  Association 

The  name  and  title  of  this  organization  shall 
be  the  Kentucky  State  Medical  Association. 


Article  II.  Purpose  of  the  Association 

The  purpose  of  the  Association  shall  be  to 
federate  and  bring  into  compact  organization 
the  entire  medical  profession  of  the  State  of 
Kentucky  and  to  unite  with  similar  .associa- 
tions in  other  states  to  form  the  American 
Medical  Association,  with  a view  to  the  ex- 
tension of  medical  knowledge,  and  to  the  ad- 
vancement of  medical  science,  to  the  elevation 
of  the  standard  of  medical  education  and  to 
the  enactment  and  enforcement  of  just  medi- 
cal laws;  to  the  promotion  of  friendly  inter- 
course among  physicians  and  to  the  guarding 
and  fostering  of  their  material  interest  and  to 
the  enlightenment  and  direction  of  public  opin- 
ion in  regard  to  the  great  problem  of  state 
medicine  so  that  the  profession  shall  become 
more  capable  and  honorable  within  itself  and 
more  useful  to  the  public  in  the  prevention  and 
cure  of  disease  and  in  prolonging  and  adding 
comfort  to  life. 

Article  III.  Component  Societies 

Component  societies  shall  consist  of  those 
county  medical  societies  which  hold  charters 
from  this  Association. 

Article  IV.  Composition  of  the  Association 

Section  1.  This  Association  shall  consist  of 
Members,  Delegates  and  Guests. 

Section  2.  Members.  The  members  of  this 
Association  shall  be  the  members  of  the  com- 
ponent county  medical  societies. 

Section  3.  Delegates.  Delegates  shall  be 
those  members  who  are  elected  in  accordance 
with  this  Constitution  and  By-Laws  to  repre- 
sent their  respective  component  county  so- 
cieties in  the  House  of  Delegates  of  this  As- 
sociation. 

Section  4.  Guests.  Any  distinguished  physi- 
cian not  a resident  of  this  State  may  become  a 
guest  during  any  Annual  Session  upon  invita- 
tion of  the  Association  or  its  Council,  and  shall 
be  accorded  the  privilege  of  participating  in  all 
of  the  scientific  work  of  that  session. 

Article  V.  House  of  Delegates 

The  House  of  Delegates  shall  be  the  legisla- 
tive and  business  body  of  the  Association,  and 
shall  consist  of  (1)  Delegates  elected  by  the 
component  county  societies,  (2)  ex-officio,  the 
officers  of  the  association  as  defined  in  Article 
VIII,  Section  1,  of  this  Constitution  and  (3)  the 
five  immediate  past  presidents. 

Article  VI.  Sections  and  District  Societies 

The  House  of  Delegates  may  provide  for  a 
division  of  the  scientific  work  of  the  Associa- 
tion into  appropriate  Sections  and  for  the  or- 
ganization of  such  Councilor  District  Societies 
as  will  promote  the  best  interest  of  the  pro- 
fession, such  societies  to  be  composed  exclu- 
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sively  of  members  of  component  county  so- 
cieties. 

Article  VII.  Sessions  and  Meetings 

Section  1.  The  Association  shall  hold  an  An- 
nual Session,  during  which  there  shall  be  held 
daily  not  less  than  two  General  Meetings, 
which  shall  be  open  to  all  registered  members, 
delegates  and  guests. 

Section  2.  The  time  and  place  for  holding 
each  annual  session  shall  be  fixed  by  the  House 
of  Delegates. 

Article  VIII.  Officers 

Section  1.  The  officers  of  this  Association 
shall  be  a President,  President-Elect,  three 
Vice-Presidents,  a Secretary,  a Treasurer,  and 
eleven  Councilors. 

Section  2.  The  President-Elect  and  the  Vice 
Presidents  shall  be  elected  for  a term  of  one 
year.  The  Secretary,  Treasurer  and  Councilors 
shall  be  elected  for  terms  of  five  years  each; 
the  Councilors  being  divided  into  classes  so 
that  two  shall  be  elected  each  year  except  for 
each  fifth  year  when  three  shall  be  elected.  All 
these  officers  shall  serve  until  their  successors 
have  been  elected  and  installed. 

Section  3.  The  officers  of  the  Association 
shall  be  elected  by  the  House  of  Delegates  on 
the  last  day  of  the  Annual  Session  but  no  Dele- 
gates shall  be  eligible  to  any  office  named  in 
the  preceding  section,  except  that  of  Councilor 
and  no  person  shall  be  elected  to  any  such  of- 
fice who  is  not  in  attendance  upon  the  Annual 
Session,  and  who  has  not  been  a member  of 
the  Association  for  the  past  two  years. 

Article  IX.  Funds  and  Expenses 

Funds  for  meeting  the  expenses  of  the  As- 
sociation shall  be  arranged  for  by  the  House  of 
Delegates  by  an  equal  per  capita  assessment 
upon  each  county  society  to  be  fixed  by  the 
House  of  Delegates  by  voluntary  contribution 
and  from  the  profits  of  its  publication.  Funds 
may  be  appropriated  by  the  House  of  Dele- 
gates to  defray  the  expenses  of  the  Annual 
Session,  for  publication  and  for  such  other  pur- 
poses as  will  promote  the  welfare  of  the  Asso- 
ciation and  profession. 

Article  X.  Referendum 

The  General  Meeting  of  the  Association  may, 
by  a two-thirds  vote,  order  a general  referen- 
dum upon  any  question  pending  before  the 
House  of  Delegates,  and  the  House  of  Dele- 
gates may,  by  similar  vote  of  its  own  members 
or  after  a like  vote  of  the  General  Meeting, 
submit  any  such  question  to  the  membership 
of  the  Association  for  a final  vote;  and  if  the 
persons  voting  shall  comprise  a majority  of  all 


the  members,  a majority  of  such  vote  shall  de- 
termine the  question  and  be  binding  upon  the 
House  of  Delegates. 

Article  XI.  The  Seal 

The  Association  shall  have  a common  Seal 
with  power  to  break,  change  or  renew  the 
same  at  pleasure. 

Article  XII.  Amendments 

The  House  of  Delegates  may  amend  any 
article  of  this  Constitution  by  a two-thirds  vote 
of  the  delegates  registered  at  that  Annual  Ses- 
sion, provided  that  such  amendment  shall  have 
been  presented  in  open  meeting  at  the  previous 
Annual  Session,  .and  that  it  shall  have  been 
sent  officially  to  each  component  county  society 
at  least  two  months  before  the  session  at  which 
final  action  is  to  be  taken. 

PROPOSED  CHANGES  IN  THE 
CONSTITUTION 

The  following  proposed  changes  were  intro- 
duced in  open  meeting  at  the  1949  Session  of 
the  House  of  Delegates.  They  will  require  a 
two-thirds  vote  at  the  1950  session  for  adoption. 

1.  Delete  Article  IV  of  the  present  consti- 
tution and  substitute  the  following:  The  asso- 
ciation shall  consist  of  the  members  of  the  com- 
ponent societies  as  defined  in  the  By-Laws. 

(Explanation:  We  feel  the  classifications  and  qualifications 
of  the  various  types  of  members  should  be  provided  in  the 
By-Laws  of  the  association.) 

2.  Delete  Article  V of  the  present  constitu- 
tion and  substitute  the  following: 

Section  1.  The  House  of  Delegates  shall  be 
the  legislative  and  business  body  of  the  associ- 
ation. 

Section  2.  Delegates  shall  be  members  of  and 
elected  by  Component  societies  in  accordance 
with  the  By-Laws.  Officers  of  the  association 
and  Delegates  to  the  American  Medical  Asso- 
ciation and  the  five  immediate  Past-Presidents 
shall  be  ex-officio  members  of  the  House  of 
Delegates  and  entitled  to  a vote. 

Section  3.  The  Speaker  or  Vice-Speaker  shall 
preside  during  the  meetings  of  the  House  of 
Delegates.  The  Presiding  Officer  shall  not  be 
entitled  to  a vote  except  in  the  event  of  a tie 
vote. 

Section  4.  The  House  of  Delegates  shall  be 
the  final  judge  as  to  the  qualification  of  its 
members. 

(Explanation:  The  presiding  officer  of  the  House  of  De’t- 
gates  should  be  a Speaker  or  Vice-Speaker  in  line  with  cus- 
tomary procedure.  The  President  of  the  association  should 
not  be  expected  to  serve  in  this  capacity.) 

3.  Delete  Article  VII  of  the  present  consti- 
tution and  substitute  the  following: 

The  association  shall  hold  an  annual  session 
and  such  special  sessions  as  may  be  desirable 
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in  accordance  with  the  By-Laws  of  the  associ- 
ation. 

(Explanation:  We  feel  the  By-Laws  can  specify  the  details 
pertaining  to  this  Section.) 

4.  Delete  Article  VIII  of  the  present  consti- 
tution and  substitute  the  following: 

Section  1.  The  Officers  of  this  association 
shall  be  a President,  a President-Elect,  three 
Vice-Presidents,  a Secretary,  a Treasurer,  a 
Speaker  and  Vice-Speaker  of  the  House  of  Dele- 
gates, and  a Councilor  from  each  Councilor 
District  that  may  be  established  and  such  other 
Officers  as  provided  for  in  the  By-Laws. 

(Explanation:  We  feel  there  is  a definite  need  for  a Speak- 
er and  a Vice-Speaker  of  the  House  of  Delegates.  We  do  not 
feel  the  constitution  should  set  the  exact  number  of  Coun- 
cilors. ) 

Section  2.  The  Officers  of  the  association 
shall  serve  for  the  term  of  office  and  subject 
to  provisions  as  specified  in  the  By-Laws. 

Section  3.  All  Officers  shall  serve  until  their 
successors  have  been  elected  and  installed. 

Section  4.  The  Officers  of  the  Association 
shall  be  elected  at  the  last  session  of  the  House 
of  Delegates  at  the  annual  session  of  the  Asso- 
ciation and  shall  take  office  on  that  day  unless 
otherwise  specified. 

(Explanation:  We  feel  that  portions  of  Section  3 of  the 
old  constitution  should  he  deleted  as  not  only  unnecessary, 
hut  definitely  undesirable.  We.  feel  that  Delegates  should 
he  eligible  to  offices  in  the  Kentucky  State  Medical  Asso- 
ciation. ) 


THE  PRESENT  BY-LAWS 
Chapter  I.  Membership 

Section  1.  A member  of  this  association  must 
be  a member  of  one  of  the  component  societies 
and  when  certified  to  the  Secretary  of  the  as- 
sociation as  a member  of  a component  society, 
properly  classified  as  to  type  of  membership, 
and  when  the  dues  pertaining  to  his  member- 
ship classification  have  been  received  by  the 
Secretary  of  the  association  the  name  of  the 
member  shall  be  included  in  the  official  roster 
of  the  association  and  the  member  shall  be  en- 
titled to  all  the  privileges  of  his  class  of  mem- 
bership. 

Section  2.  Active  White  Members.  Active 
white  members  shall  comprise  the  active  mem- 
bers of  the  component  medical  societies.  To  be 
eligible  for  active  membership  in  any  compo- 
nent county  society  the  applicant  must  be: 

A.  A doctor  of  medicine  who  is  licensed  to 
practice  medicine  in  the  State  of  Kentucky  and 
who  is  of  good  moral  and  professional  standing. 

B.  A medical  officer  of  the  United  States 
Army,  Navy,  Air  Force,  Veterans  Administra- 
tion, Public  Health  Service,  or  other  govern- 
mental service  while  on  duty  in  the  State. 

C.  Any  doctor  of  medicine  engaged  in  scien- 
tific or  professional  pursuits  whose  principles 


and  ethics  are  consonant  with  those  of  the 
State  Association. 

Section  3.  Associate  Members.  Component 
medical  societies  may  elect  as  an  associate 
member: 

A.  A doctor  of  medicine  who  is  a resident  of 
Kentucky  for  the  period  of  time  he  is  in  active 
military  service  of  the  United  States. 

B.  An  active  member  by  transfer  for  the 
period  of  time  he  is  temporarily  out  of  practice 
on  account  of  protracted  illness  or  other  rea- 
sons. 

C.  An  intern,  resident  or  teaching  Fellow 
who  is  a doctor  of  medicine,  but  is  not  licensed 
to  practice  in  the  State. 

D'.  Any  person  not  a member  of  the  profes- 
soin  but  engaged  in  scientific  or  professional 
pursuits  whose  principles  and  ethics  are  con- 
sonant with  those  of  the  State  Association. 

E.  Any  student  in  an  accredited  medical 
school  in  Kentucky  or  any  resident  of  Kentuc- 
ky who  is  a student  in  any  accredited  medical 
school  in  the  United  States. 

F.  Any  member  who  is  certified  by  a com- 
ponent society  as  having  retired  from  active 
practice  who  has  previously  maintained  active 
membership  in  good  standing  in  his  society. 

G.  Component  societies  may  elect  as  an  as- 
sociate member  any  doctor  of  medicine  resid- 
ing and  practicing  outside  of  the  area  covered 
by  the  component  society. 

Associate  members  shall  not  have  the  right 
to  vote  nor  to  hold  office  in  either  the  compo- 
nent or  State  Society.  The  Council  from  time 
to  time  shall  determine  the  amount  of  dues  to 
be  charged  for  each  class  of  associate  member- 
ship including  the  charge  for  receiving  the 
Journal.  Associate  members  shall  be  certified 
to  the  American  Medical  Association  as  mem- 
bers of  the  State  Association  in  accordance 
with  the  provisions  of  the  Constitution  and  By- 
Laws  of  the  American  Medical  Association. 

Section  4.  Honorary  Members.  Any  physician 
possessed  of  scientific  attainments  who  is  a 
member  of  a constituent  State  Medical  Associ- 
ation and  who  has  participated  in  the  program 
of  the  Scientific  Session  and  who  is  not  a citi- 
zen of  Kentucky  may  by  unanimous  vote  of 
the  House  of  Delegates  be  elected  to  honorary 
membership.  Honorary  members  shall  be  en- 
titled to  the  privilege  on  the  floor  in  all  scien- 
tific sessions. 

Section  5.  Guests  of  Honor.  Any  distin- 
guished physician  not  a resident  of  this  State 
may  become  a guest  of  honor  during  any  an- 
nual session  upon  invitation  of  the  Association 
or  its  Council  and  shall  be  accorded  the  privi- 
lege of  participating  in  .all  of  the  scientific 
work  of  that  session. 
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Section  6.  The  name  of  a physician  upon  the 
properly  certified  roster  of  members  or  list  of 
delegates,  of  a chartered  county  society  which 
has  paid  its  annual  assessment,  shall  be  prima 
facie  evidence  of  his  right  to  register  at  the 
Annual  Session  in  the  respective  bodies  of  this 
Association. 

Section  7.  No  persons  who  are  under  sen- 
tence of  suspension  or  expulsion  from  any  com- 
ponent society  of  this  Association,  or  whose 
name  has  been  dropped  from  its  rolls  of  mem- 
bership shall  be  entitled  to  any  of  the  rights 
or  benefits  of  this  Association,  nor  its  proceed- 
ings until  such  time  as  he  has  been  relieved  of 
such  liability. 

Section  8.  Each  member  in  attendance  at  the 
Annual  Session  shall  enter  his  name  on  the 
registration  book  indicating  the  component 
society  of  which  he  is  a member.  When  his 
right  to  membership  has  been  verified  by  ref- 
erence to  the  roster  of  the  society,  he  shall  re- 
ceive a badge  which  shall  be  evidence  of  his 
right  to  all  the  privileges  of  membership  at  that 
session.  No  member  or  delegate  shall  take  part 
in  any  of  the  proceedings  of  an  annual  session 
until  he  has  complied  with  the  provision  of 
this  section. 

Chapter  II.  Annual  and  Special  Sessions  of 
The  Association 

The  Association  shall  hold  an  annual  session 
and  such  special  sessions  at  such  time  and  place 
as  may  be  determined  by  the  House  of  Dele- 
gates. 

Chapter  III.  General  Meeting 

The  General  Meeting  shall  include  all  reg- 
istered active  members,  associate  members,  and 
guests.  Associate  members  and  guests  shall  not 
have  the  right  to  vote  on  pending  questions, 
but  shall  have  equal  rights  with  active  mem- 
bers to  participate  in  the  proceedings  and  dis- 
cussions. Each  General  Meeting  shall  be  pre- 
sided over  by  the  President  or  in  his  absence 
or  disability  or  upon  his  request,  by  one  of  the 
Vice-Presidents.  Before  it,  at  such  time  and 
place  as  may  have  been  arranged,  shall  be  de- 
livered the  annual  address  of  the  President,  and 
the  annual  orations  and  the  entire  time  of  the 
sessions  as  far  as  may  be,  shall  be  devoted  to 
papers  and  discussions  relating  to  scientific 
medicine. 

Chapter  IV.  House  of  Delegates 

Section  1.  The  House  of  Delegates  shall 
meet  annually  at  the  time  and  place  of  the 
Annual  Session  of  the  Association  and  shall  so 
fix  its  hours  of  meeting  as  not  to  conflict  with 
the  first  General  Meeting  of  the  Association, 
or  with  the  meeting  held  for  the  address  of 
the  President  and  the  annual  orations  so  as  to 


give  delegates  an  opportunity  to  attend  the 
other  scientific  proceedings  and  discussions  so 
far  as  is  consistent  with  their  duties.  But  if 
tne  business  interest  of  the  association  .and  pro- 
fession require,  it  may  meet  in  advance  or  re- 
main in  session  after  the  final  adjournment  of 
the  General  Meeting.  The  House  of  Delegates 
may  be  called  into  special  session  by  the  Presi- 
dent with  the  approval  of  the  Council  and  a 
special  session  of  the  House  of  Delegates  shall 
be  called  by  the  President  on  a written  request 
of  the  delegates  representing  fifty  or  more  com- 
ponent county  societies.  When  such  special 
session  is  called  the  Secretary  shall  mail  a 
notice  of  the  time  and  place  and  purpose  of 
such  meeting  to  the  last  known  .address  of  each 
member  of  the  House  of  Delegates  at  least  ten 
days  before  such  special  session. 

Section  2.  In  the  event  there  is  no  duly  au- 
thorized delegate  in  attendance  at  the  regular 
meeting  of  the  House  of  Delegates  the  Presi- 
dent shall  consult  any  duly  elected  officer  of 
the  component  society  who  is  in  .attendance  and 
with  the  approval  of  the  Credentials  Commit- 
tee may  appoint  any  .active  member  of  the  com- 
ponent society  in  attendance  at  the  meeting  as 
the  delegate.  In  the  event  there  is  no  duly 
elected  officer  of  the  component  society  in  at- 
tendance, the  President  may  make  the  said  ap- 
pointment with  the  approval  of  the  Credentials 
Committee.  All  appointments  made  shall  also 
be  with  the  approval  of  the  House  of  Dele- 
gates. 

Section  3.  A majority  of  the  registered  dele- 
gates shall  constitute  a quorum  and  all  of  the 
meetings  of  the  House  of  Delegates  shall  be 
open  to  members  of  the  Association.  The 
House  of  Delegates  shall  have  the  right  to  go 
into  executive  session  whenever  such  action  is 
indicated  in  the  judgment  of  the  House  of  Dele- 
gates, except  that  active  members  of  the  As- 
sociation shall  have  the  right  to  attend  all  ex- 
ecutive sessions. 

Section  4.  From  among  the  members  of  the 
House  of  Delegates  the  President  shall  .appoint 
a Nominating  Committee,  a Committee  on  Cre- 
dentials, Rules  .and  Order  of  Business,  Report 
of  Officers  and  the  Council,  Report  of  Stand- 
ing Committees,  Report  of  Special  Committees, 
Report  of  Advisory  Committees,  Resolutions, 
Miscellaneous  Business,  Revision  of  By-Laws 
and  Constitution,  and  such  other  committees 
as  he  may  deem  necessary,  .as  well  as  Tellers 
and  Sergeant-At-Arms.  All  appointments  by 
the  President  are  subject  to  .approval  by  the 
House  of  Delegates. 

Section  5.  Each  Resolution  introduced  into 
the  House  of  Delegates  shall  be  in  writing  and 
presented  to  the  Secretary.  Immediately  after 
the  Delegate  has  introduced  the  Resolution  it 
shall  be  referred  to  the  proper  Reference  Com- 
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mittee  before  action  thereon  is  taken. 

Section  6.  No  new  business  shall  be  intro- 
duced in  the  last  meeting  of  the  House  of  Dele- 
gates without  unanimous  consent  of  the  Dele- 
gates except  when  presented  by  the  Council. 
All  new  business  so  presented  shall  require 
three-fourths  affirmative  vote  for  adoption. 

Section  7.  It  shall,  through  its  officers,  Ad- 
visory Council,  and  otherwise,  give  diligent  at- 
tention to  and  foster  the  scientific  work  and 
spirit  of  the  Association,  and  shall  constantly 
study  and  strive  to  make  each  Annual  Session 
a stepping  stone  to  further  ones  of  higher 
interest. 

Section  8.  It  shall  consider  and  advise  as 
to  material  interest  of  the  profession,  and  of 
the  public  in  those  important  matters  wherein 
it  is  dependent  upon  the  profession,  and  shall 
use  its  influence  to  secure  and  enforce  all 
proper  medical  and  public  health  legislation 
and  to  diffuse  popular  information  in  relation 
thereto. 

Section  9.  It  shall  m.ake  careful  inquiry  into 
the  condition  of  the  profession  of  each  county 
in  the  State,  and  shall  have  authority  to  adopt 
such  methods  as  may  be  deemed  most  efficient 
for  building  up  and  increasing  the  interest  in 
such  county  societies  as  already  exist  and  for 
organizing  the  profession  in  counties  where 
societies  do  not  exist.  It  shall  especially  and 
systematically  endeavor  to  promote  friendly 
intercourse  between  physicians  of  the  same 
locality  and  shall  continue  these  efforts  until 
every  physician  in  every  county  of  the  State 
who  can  be  made  reputable,  has  been  brought 
under  medical  society  influence. 

Section  10.  It  shall  encourage  postgraduate 
work  in  medical  centers  as  well  as  home  study 
and  research  and  shall  endeavor  to  have  the 
results  of  the  same  utilized  and  intelligently 
discussed  in  the  county  societies. 

Section  11.  It  shall  elect  representatives  to 
the  House  of  Delegates  of  the  American  Medi- 
cal Association  in  accordance  with  the  Con- 
stitution and  By-Laws  of  that  body. 

Section  12.  It  shall  upon  application  provide 
and  issue  charters  to  county  societies  organized 
to  conform  to  the  spirit  of  the  Constitution  and 
By-Laws. 

Section  13.  In  sparsely  settled  sections  two 
or  more  County  Societies  may  join  for  scientific 
programs,  the  election  of  officers,  and  such 
other  matters  as  they  may  deem  advisable.  The 
County  Society  thus  combined  shall  not  lose 
any  of  its  privileges  and  representation.  The 
active  members  of  each  County  Society  shall 
annually  elect  at  least  a Secretary  and  a Dele- 
gate for  the  transaction  of  its  business  with  the 
State  Association. 

Section  14.  It  may  divide  the  counties  of 


the  State  into  Councilor  Districts,  and,  when 
the  best  interests  of  the  Association  and  pro- 
fession will  be  promoted  thereby,  organize  in 
each  district  a medical  society,  to  meet  midway 
between  the  annual  sessions  of  the  Association, 
and  members  of  the  chartered  county  societies 
and  none  other  shall  be  members. 

Section  15.  It  shall  have  authority  to  ap- 
point committees  for  special  purposes  from 
among  members  of  the  Association  who  .are 
not  members  of  the  House  of  Delegates  and 
such  committees  may  report  to  the  House  of 
Delegates  in  person,  and  may  participate  in 
debate  thereon. 

Section  16.  It  shall  approve  all  memorials 
and  resolutions  issued  in  the  name  of  the  As- 
sociation before  the  same  shall  become  ef- 
fective. 

Section  17.  The  complete  proceedings  of  the 
House  of  Delegates  shall  be  published  in  the 
Journal  of  the  Association. 

Chapter  V.  Election  of  Officers 

Section  1.  The  President-Elect  and  the  Vice- 
Presidents  shall  be  elected  for  a term  of  one 
year.  The  Secretary,  Treasurer  and  Councilors 
shall  be  elected  for  a term  of  five  years.  No 
member  shall  be  eligible  for  the  office  of  Presi- 
dent or  Councilor  who  has  not  been  .an  active 
member  of  the  Association  for  at  least  five 
years. 

Section  2.  All  elections  shall  be  by  secret 
ballot,  and  a majority  of  the  votes  cast  shall 
be  necessary  to  elect,  provided,  however,  that 
when  there  are  more  than  two  nominees  the 
nominee  receiving  the  least  number  of  votes 
on  the  first  ballot  shall  be  dropped  and  the 
balloting  continue  until  an  election  occurs  in 
like  manner. 

Section  3.  Any  member  known  to  have  di- 
rectly or  indirectly  solicited  votes  for,  or  sought 
any  office  within  the  gift  of  this  Association 
shall  be  ineligible  for  any  office  for  two  years. 

Section  4.  The  election  of  officers  shall  be 
the  order  of  business  in  the  House  of  Dele- 
gates on  the  last  day  of  the  General  Session. 

Section  5.  The  nominating  committee  shall 
nominate  candidates  for  all  offices  except  that 
of  Councilors  and  shall  make  its  report  to  the 
House  of  Delegates.  Additional  nominations 
may  then  be  made  from  the  floor  by  any  mem- 
ber of  the  House  of  Delegates. 

Section  6.  The  Delegates  from  the  counties 
in  each  Councilor  District  shall  form  the  Nomi- 
nating Committee  for  the  purpose  of  nominat- 
ing a Councilor  for  the  Councilor  District  con- 
cerned. This  committee  shall  hold  a meeting 
open  to  all  .active  members  of  Councilor  Dis- 
trict concerned  who  are  in  attendance  at  the 
meeting  for  the  purpose  of  discussing  the  nomi- 
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nation  for  the  Councilor  to  serve  the  District. 
Additional  nominations  may  be  made  from  the 
floor  by  any  member  of  the  House  of  Delegates 
when  the  nominating  committee  makes  its  re- 
port to  the  House  of  Delegates. 

Chapter  VI.  Duties  of  Officers 

Section  1.  The  President  shall  preside  .at  all 
general  meetings  of  the  Association  and  shall 
appoint  all  committees  not  otherwise  pro- 
vided for.  He  shall  deliver  an  annual  address 
at  such  time  as  may  be  arranged  .and  shall  per- 
form such  other  duties  as  customary  and  par- 
liamentary usage  may  require.  He  shall  be  the 
real  head  of  the  profession  of  the  State  during 
his  term  of  office  .and  so  far  as  practicable, 
shall  visit  by  appointment,  the  various  sections 
of  the  State  and  assist  the  Councilors  in  build- 
ing up  the  county  societies  and  in  making 
their  work  more  practical  .and  useful. 

Section  2.  The  President-Elect  shall  be 
chairman  of  the  Committee  on  Scientific  Work, 
and  shall  appoint  one  .active  member  of  the 
Association  to  serve  on  this  Committee.  He 
shall  become  President  of  the  Association  at 
the  next  annual  meeting  of  the  Scientific  Ses- 
sion following  his  election  as  President-Elect. 
He  shall  assist  the  President  in  visitation  of 
county  and  other  meetings  and  shall  be  ex- 
officio  a member  of  the  House  of  Delegates 
with  the  right  to  vote.  In  event  of  death,  resig- 
nation, or  if  he  becomes  permanently  disquali- 
fied, his  successor  shall  be  elected  by  the  House 
of  Delegates  and  shall  be  installed  as  President 
of  the  Association  ,at  the  next  annual  meeting 
of  the  Scientific  Session  of  the  Association. 

Section  3.  The  Vice-Presidents  shall  .assist 
the  President  in  discharge  of  his  duties.  In  the 
event  of  his  death,  resignation  or  removal,  the 
Council  shall  elect  one  of  the  Vice-Presidents 
to  succeed  him. 

Section  4.  The  President  of  the  Association 
shall  preside  at  all  meetings  of  the  House  of 
Delegates.  He  shall  appoint  .all  committees  for 
the  House  of  Delegates  with  the  approval  of  the 
House  of  Delegates.  He  shall  be  an  ex-officio 
member  of  all  said  committees.  He  shall  per- 
form such  other  duties  as  custom  and  parlia- 
mentary usage  may  require. 

Section  5.  The  Treasurer  shall  give  bond  for 
the  trust  imposed  in  him  whenever  the  House 
of  Delegates  shall  deem  it  requisite.  He  shall 
demand  and  receive  all  funds  due  the  associa- 
tion, together  with  the  bequests  and  donations. 
He  shall,  under  the  direction  of  the  House  of 
Delegates,  sell  or  lease  any  real  estate  belong- 
ing to  the  Association  and  execute  the  neces- 
sary papers  .and  shall  in  general  subject  to 
such  direction  have  the  care  and  management 
of  the  fiscal  affairs  of  the  Association.  He  shall 
pay  money  out  of  the  Treasury  only  on  written 


order  of  the  President,  countersigned  by  the 
Secretary;  he  shall  subject  his  accounts  to  such 
examinations  as  the  House  of  Delegates  may 
order,  and  he  shall  annually  render  an  account 
of  his  doings  and  of  the  state  of  funds  in  his 
hands. 

Section  6.  The  Secretary,  acting  with  the 
Committee  on  Scientific  Work,  shall  prepare 
and  issue  the  program  for  and  attend  .all  meet- 
ings of  the  Association  and  of  the  House  of 
Delegates  and  he  shall  keep  minutes  of  their 
respective  proceedings  in  separate  record 
books.  He  shall  charge  upon  his  books  the  as- 
sessments against  each  component  county  so- 
ciety at  the  end  of  the  fiscal  year;  he  shall 
collect  and  make  proper  credits  for  the  same 
and  perform  such  other  duties  as  may  be  as- 
signed him.  He  shall  be  custodian  of  all  record 
books  and  papers  belonging  to  the  Treasurer, 
and  shall  keep  .account  of  .and  promptly  turn 
over  to  the  Treasurer  all  funds  of  the  Associa- 
tion which  may  come  into  his  hands.  He  shall 
provide  for  the  registration  of  the  members  and 
delegates  at  the  Annual  Session.  He  shall  keep 
a card  index  register  of  all  practitioners  of 
the  State  by  counties,  noting  on  each  his  status 
in  relation  to  his  county  society  and  upon  re- 
quest shall  transmit  a copy  of  this  list  to  the 
American  Medical  Association  for  publication. 
In  so  far  as  it  is  in  his  power  he  shall  use  the 
printed  matter,  correspondence  and  influence 
of  his  office  to  aid  the  Councilors  in  the  or- 
ganization and  improvement  of  the  county  so- 
cieties and  in  extension  of  the  power  and  use- 
fulness of  this  association.  He  shall  conduct 
the  official  correspondence,  notify  members  of 
meetings,  officers  of  their  election,  and  com- 
mittees of  their  appointments  and  duties.  He 
shall  act  as  secretary  of  the  Committee  on  Sci- 
entific Work.  He  shall  be  editor  of  the  Ken- 
tucky Medical  Journal.  He  shall  employ  such 
assistants  as  may  be  ordered  by  the  Council 
or  the  House  of  Delegates.  He  shall  annual- 
ly make  a report  of  his  doings  to  the  House 
of  Delegates. 

In  order  that  the  Secretary  may  be  enabled 
to  give  that  amount  of  his  time  to  his  duties 
which  will  permit  of  his  becoming  proficient  it 
is  desirable  that  he  shall  receive  some  com- 
pensation. The  amount  of  his  salary  shall  be 
fixed  by  the  House  of  Delegates. 

Chapter  VII.  The  Council 

Section  1.  The  Council  shall  be  the  execu- 
tive body  of  the  House  of  Delegates  and  be- 
tween sessions  shall  exercise  the  powers  con- 
ferred on  the  House  of  Delegates  by  the  Con- 
stitution and  By-Laws. 

The  Council  shall  consist  of  the  duly  elected 
Councilors.  The  President,  the  President-Elect, 
the  Secretary  .and  the  Treasurer  shall  be  ex- 
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officio  members  of  the  Council  with  the  right 
to  vote.  The  Executive  Committee  of  the 
Council  shall  consist  of  the  President,  the 
Chairman  of  the  Council  and  the  Secretary. 
The  Executive  Committee  shall  exercise  the 
powers  of  the  Council  between  sessions  of  the 
Council  and  be  directly  responsible  to  the 
Council  for  all  their  actions. 

Section  2.  The  Council  shall  hold  daily 
meetings  during  the  annual  session  of  the  As- 
sociation and  at  such  other  times  as  necessity 
may  require,  subject  to  the  call  of  the  Chair- 
man or  on  petition  of  three  councilors.  It  shall 
meet  on  the  last  day  of  the  Annual  Session  of 
the  Association  for  reorganization  and  for  the 
outlining  of  the  work  for  the  ensuing  year. 
At  this  meeting  it  shall  elect  a chairman  and 
secretary  and  it  shall  keep  a permanent  record 
of  its  proceedings.  It  shall,  through  its  Chair- 
man, make  an  annual  report  to  the  House  of 
Delegates  at  such  time  as  may  be  provided, 
which  report  shall  include  an  audit  of  the  ac- 
count of  the  Secretary  and  Treasurer  and  other 
agents  of  this  Association  and  shall  also  specify 
the  character  and  cost  of  all  the  publications 
of  the  Association  during  the  year,  and  the 
amounts  of  all  other  property  belonging  to  the 
Association,  or  under  its  control,  with  such  sug- 
gestions as  it  may  deem  necessary.  In  the 
event  of  a vacancy  in  any  office  the  Council 
may  fill  the  same  until  the  annual  election. 

Section  3.  Each  Councilor  shall  be  organizer, 
peacemaker  and  censor  for  his  district.  He 
shall  visit  each  county  in  his  district  at  least 
once  a year  for  the  purpose  of  organizing  com- 
ponent societies  where  none  exist,  for  inquir- 
ing into  the  condition  of  the  profession  and 
for  improving  and  increasing  the  zeal  of  the 
county  societies  and  their  members.  He  shall 
make  an  annual  report  of  his  doings,  and  of 
the  condition  of  the  profession  of  each  county 
in  his  district  to  each  Annual  Session  of  the 
House  of  Delegates.  The  necessary  traveling 
expenses  incurred  by  Councilor  in  the  line  of 
his  duties  herein  imposed  may  be  allowed  by 
the  House  of  Delegates  upon  a proper  itemized 
statement,  but  this  shall  not  be  construed  to 
include  his  expense  in  attending  the  Annual 
Session  of  the  Association. 

Section  4.  Collectively  the  Council  shall  be 
the  Board  of  Censors  of  the  Association. 
It  shall  consider  all  questions  involving  the 
right  and  standing  of  members,  whether  in  re- 
lation to  other  members,  to  the  component  so- 
cieties or  to  this  Association.  All  questions 
of  an  ethical  nature  brought  before  the  House 
of  Delegates  of  the  General  Meeting  shall  be 
referred  to  the  Council  without  discussion.  It 
shall  hear  and  decide  all  questions  of  discipline 
affecting  the  conduct  of  members  of  .a  county 
society  upon  which  appeal  is  taken  from  the 


decision  of  an  individual  Councilor.  Its  de- 
cision in  all  such  cases  shall  be  final. 

Section  5.  The  Council  shall  have  the  right 
to  communicate  the  views  of  the  profession  and 
of  the  Association  in  regard  to  health,  sani- 
tation and  other  important  matters  to  the 
public  and  the  lay  press.  Such  communications 
shall  be  officially  signed  by  the  chairman  and 
secretary  of  the  Council  as  such. 

Section  6.  The  Council  shall  provide  for  and 
superintend  the  publication  and  distribution  of 
all  proceedings,  transactions  and  memoirs  of 
the  Association  and  shall  have  authority  to  ap- 
point such  assistants  to  the  editors  as  it  deems 
necessary.  It  shall  manage  and  conduct  the 
Kentucky  Medical  Journal,  which  is  the  organ 
of  the  Association,  and  all  money  received  by 
the  Journal,  the  Council  or  any  officer  of  the 
Association,  shall  be  paid  to  the  Treasurer  of 
the  Association  on  the  first  of  each  month. 

Section  7.  All  reports  on  scientific  subjects 
and  all  scientific  discussions  .and  papers  read 
before  the  association  shall  be  referred  to  the 
Kentucky  Medical  Journal  for  publication.  The 
editor,  with  the  consent  of  the  Councilor  for 
the  District  in  which  he  resides,  may  curtail 
or  abstract  papers  or  discussions,  and  the 
Council  may  return  any  paper  to  its  author 
which  it  may  not  consider  suitable  for  publi- 
cation. 

Section  8.  All  commercial  exhibits  during 
the  Annual  Session  shall  be  within  the  control 
and  direction  of  the  Council. 

Chapter  VIII.  Committees 

Section  1.  The  Standing  Committees  shall 
be  as  follows: 

A Committee  on  Arrangements 

A Committee  on  Scientific  Assembly 

A Committee  on  Public  Relations 

A Committee  on  Medical  Economics 

A Medico-Legal  Committee 
and  such  other  committees  as  may  be  neces- 
sary. Such  committees  shall  be  appointed  by 
the  President  of  the  Association  in  conference 
with  the  Secretary  unless  otherwise  specified. 
The  President  and  Secretary  shall  be  ex-officio 
members  of  all  committees  except  as  otherwise 
specified. 

Section  2.  The  Committee  on  Arrangements 
shall  consist  of  the  component  society  in  the 
territory  in  which  the  annual  session  is  to  be 
held.  It  shall  by  committees  of  its  own  selec- 
tion, provide  suitable  accommodations  for  the 
meeting  places  of  the  Association  and  of  the 
House  of  Delegates,  and  of  their  respective 
committees  and  shall  have  general  charge  of 
all  arrangements.  Its  Chairman  shall  report 
an  outline  of  the  arrangements  to  the  Secretary 
for  publication  in  the  program  and  shall  make 
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additional  announcements  during  the  session 
as  occasion  may  require. 

Section  3.  The  Committee  on  Scientific  As- 
sembly shall  consist  of  at  least  five  members 
of  which  the  President-Elect  shall  be  a mem- 
ber and  Chairman.  The  secretary  of  the  As- 
sociation shall  be  a member  and  Secretary  of 
the  Committee.  The  President-Elect  shall  ap- 
point one  member  who  shall  serve  a three  year 
term.  The  Committee  shall  determine  the 
character  and  scope  of  the  scientific  proceed- 
ings of  the  Association,  subject  to  the  pro- 
visions or  the  instructions  of  the  House  of 
Delegates  or  of  the  Association  or  to  the  pro- 
visions of  the  Constitution  and  By-Laws. 
Thirty  days  previous  to  each  annual  session  it 
shall  prepare  and  issue  a program  announcing 
the  order  in  which  papers,  discussions  and  other 
business  shall  be  presented  which  shall  be 
adhered  to  by  the  Association  as  nearly  as 
practicable. 

Section  4.  The  Committee  on  Public  Re- 
lations shall  consist  of  at  least  five  members. 
The  President  shall  be  a member  and  Chair- 
man. The  Secretary  of  the  Association  shall 
be  a member  and  Secretary  of  the  Committee. 
The  President  shall  appoint  one  member  who 
shall  serve  a three  year  term.  Under  the  di- 
rection of  the  House  of  Delegates  it  shall  rep- 
resent the  Association  in  securing  and  enforcing 
legislation  in  the  interest  of  the  public  health 
and  scientific  medicine.  It  shall  keep  in  touch 
with  the  profession  and  public  opinions,  shall 
endeavor  to  shape  legislation  so  as  to  secure 
the  best  results  for  the  whole  people  and  shall 
utilize  every  organized  influence  in  local,  state 
and  national  affairs  and  elections.  Its  work 
shall  be  done  with  dignity  becoming  a great 
profession  and  with  that  wisdom  which  make 
effective  its  work  and  influence.  It  shall  have 
authority  to  be  heard  before  the  entire  Asso- 
ciation upon  questions  of  great  concern  at  such 
times  as  may  be  arranged  -during  the  annual 
session. 

Section  5.  The  Medical  Economics  Commit- 
tee shall  consist  of  a Chairman  and  such  mem- 
bers as  may  be  appointed  by  the  President.  It 
shall  be  concerned  with  and  responsible  for  all 
matters  of  Medical  Education  and  Medical 
Economics  which  shall  be  within  the  province 
of  the  State  Medical  Association.  It  shall  con- 
tinually strive  to  serve  as  a liaison  between 
the  public  and  the  Medical  Association  in  these 
matters. 

Section  6.  The  Medico-Legal  Committee 
shall  consist  of  three  members,  one  of  whom, 
the  Chairman,  shall  be  elected  by  the  Council 
for  five  years,  and  the  Secretary  and  Treasurer 
shall  be  the  other  two  members  ex-officio.  This 
Committee  shall  select  and  fix  the  compensa- 
tion for  an  attorney,  who  shall  act  as  general 


counsel,  and  if  required,  additional  local  coun- 
sel. The  Association  through  this  Committee 
shall  defend  its  members  who  are  in  good 
standing  against  unjust  suits  for  malpractice. 

Chapter  IX.  Assessments  and  Expenditures 

Section  1.  The  assessment  of  fifteen  dollars 
per  capita  on  the  membership  of  the  compo- 
nent societies  is  hereby  made  the  annual  dues 
of  this  Association.  The  Secretary  of  each 
county  society  shall  forward  its  assessment 
together  with  its  roster  of  all  officers  and  mem- 
bers, list  of  delegates,  ,and  list  of  non-affiliated 
physicians  of  the  county  to  the  Secretary  of 
this  Association  on  the  first  -day  of  January 
in  each  year. 

Section  2.  Any  county  society  which  fails 
to  pay  its  assessments,  or  make  the  report  re- 
quired, on  or  before  the  first  day  of  April  in 
each  year,  shall  be  held  as  suspended  and  none 
of  its  members  or  delegates  shall  be  permitted 
to  participate  in  any  of  the  business  or  pro- 
ceedings of  the  Association  or  of  the  House  of 
Delegates  until  such  requirements  have  been 
met. 

Section  3.  All  motions  or  resolutions  appro- 
priating money  shall  specify  a definite  amount 
or  so  much  thereof  .as  may  be  necessary  for  the 
purpose  indicated  and  must  be  approved  by  the 
Council  and  House  of  Delegates. 

Chapter  X.  Rules  of  Conduct 

The  principles  set  forth  in  the  Principles  of 
Ethics  of  the  American  Medical  Association 
shall  govern  the  conduct  of  members  in  their 
relation  to  each  other  and  to  the  public. 

Chapter  XI.  Rules  of  Order 

The  deliberations  of  this  association  shall  be 
governed  by  parliamentary  usage  as  contained 
in  Robert’s  Rules  of  Order,  unless  otherwise 
determined  by  a vote  of  its  respective  bodies. 

Chapter  XII.  County  Societies 

Section  1.  All  county  societies  now  in  af- 
filiation with  the  State  Association  or  those  that 
may  hereafter  be  organized  in  this  State,  which 
have  adopted  principles  of  organization  not  in 
conflict  with  this  Constitution  and.  By-Laws 
shall  upon  application  to  the  House  of  Dele- 
gates, receive  a charter  from  and  become  a 
component  part  of  this  Association. 

Section  2.  As  rapidly  as  can  be  done  after 
the  adoption  of  this  Constitution  and  By-Laws, 
a medical  society  shall  be  organized  in  every 
county  in  the  State  in  which  no  component 
society  exists,  and  charters  shall  be  issued 
thereto. 

Section  3.  Charters  shall  be  issued  only  upon 
approval  of  the  House  of  Delegates  and  shall 
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be  signed  by  the  President  and  Secretary  of 
this  Association.  The  House  of  Delegates  shall 
have  authority  to  revoke  the  charter  of  any 
component  county  society  whose  actions  are 
in  conflict  with  the  letter  or  spirit  of  this  Con- 
stitution and  By-Laws. 

Section  4.  Only  one  component  medical  so- 
ciety shall  be  chartered  in  any  county.  When 
more  than  one  county  society  exists  friendly 
overtures  and  concessions  shall  be  made  with 
the  aid  of  the  Councilor  of  the  District  if  neces- 
sary and  all  of  the  members  brought  into  one 
organization.  In  case  of  failure  to  unite,  an 
appeal  may  be  made  to  the  Council,  which 
shall  decide  what  action  shall  be  taken. 

Section  5.  Each  county  society  shall  judge 
of  the  qualifications  of  its  own  members,  but 
as  such  societies  are  the  only  portals  to  this 
Association  eVery  reputable  and  legally  reg- 
istered physician  who  is  practicing,  or  who  will 
agree  to  practice  nonsectarian  medicine  shall 
be  entitled  to  membership.  Before  a charter 
is  issued  to  any  county  society,  full  and  ample 
notice  and  opportunity  shall  be  given  to  every 
physician  in  the  county  to  become  a member. 

Section  6.  Any  physician  who  may  feel  ag- 
grieved by  the  action  of  the  society  of  the 
county  in  refusing  him  membership,  or  in  sus- 
pending or  expelling  him,  shall  have  the  right 
to  appeal  to  the  Council,  which  upon  a ma- 
jority vote  may  permit  him  to  become  a mem- 
ber of  an  adjacent  county  society. 

Section  7.  In  hearing  appeals,  the  Council 
may  admit  oral  or  written  evidence  as  in  its 
judgment  will  best  and  most  fairly  present 
the  facts,  but  in  case  of  every  appeal,  both  as 
a Board  and  as  individual  councilors  in  dis- 
trict and  county  work,  effort  at  conciliation 
and  compromise  shall  precede  all  such  hear- 
ings. 

Section  8.  When  a member  in  good  standing 
in  a component  society  moves  to  another  coun- 
ty in  the  State,  his  name,  upon  request,  shall 
be  transferred  without  cost  to  the  roster  of  the 
county  society  into  whose  jurisdiction  he 
moves. 

Section  9.  A physician  living  in  or  near  a 
county  line  may  hold  membership  in  that  coun- 
ty most  convenient  for  him  to  attend,  on  per- 
mission of  the  society  in  whose  jurisdiction  he 
resides. 

Section  10.  Each  county  society  shall  have 
general  direction  of  the  affairs  of  the  pro- 
fession in  the  county,  and  its  influence  shall 
be  constantly  exerted  for  bettering  the  sci- 
entific, moral  and  material  conditions  of  every 
physician  in  the  county;  and  systematic  ef- 
forts shall  be  made  by  each  member,  and  by 
the  society  as  a whole,  to  increase  the  mem- 


bership until  it  embraces  every  qualified 
physician  in  the  county. 

Section  11.  Frequent  meetings  shall  be  en- 
couraged, and  the  most  attractive  programs 
•arranged  that  are  possible.  The  younger  mem- 
bers shall  be  especially  encouraged  to  do  post- 
graduate and  original  research  work,  and  to 
give  the  society  the  first  benefit  of  such  labors. 
Official  position  and  other  preferences  shall  be 
unstintingly  given  to  such  members. 

Section  12.  At  the  time  of  the  annual  elec- 
tion of  officers  each  county  society  shall  elect 
a delegate  or  delegates  to  represent  it  in  the 
House  of  Delegates  of  this  Association  in  the 
proportion  of  one  delegate  to  each  twenty- 
five  members  or  major  fraction  thereof,  .and 
the  Secretary  of  the  society  shall  send  a list 
of  such  delegates  to  the  Secretary  of  this  As- 
sociation at  least  60  days  before  the  Annual 
Session. 

Section  13.  The  Secretary  of  each  county 
society  shall  keep  a roster  of  its  members  and 
a list  of  the  non-affiliated  registered  physicians 
of  the  county,  in  which  shall  be  shown  the  full 
name,  address,  college  and  date  of  graduation, 
date  of  license  to  practice  in  this  State,  and 
such  other  information  as  may  be  deemed 
necessary.  He  shall  furnish  an  official  report 
containing  such  information,  upon  blanks  sup- 
plied him  for  the  purpose,  to  the  Secretary  cf 
this  Association,  on  the  first  day  of  January 
of  each  year,  or  as  soon  thereafter  as  possible, 
and  at  the  same  time  the  dues  accruing  from 
the  annual  assessment  are  sent  in.  In  keep- 
ing such  roster  the  Secretary  shall  note  any 
change  in  the  personnel  of  the  profession  by 
death  or  by  removal  to  or  from  the  county, 
and  in  making  his  annual  report  he  shall  be 
certain  to  account  for  every  physician  who  has 
lived  in  the  county  during  the  year. 

Section  14.  The  Secretary  of  each  county 
society  shall  report  to  the  Kentucky  Medical 
Journal  full  minutes  of  each  meeting  and  for- 
ward to  it  all  scientific  papers  and  discussions 
which  the  society  shall  consider  worthy  of 
publication. 

Section  15.  County  Societies  may  invite 
Dentists,  Pharmacists,  Funeral  Directors,  or 
other  professional  persons  to  become  Associate 
Members  of  the  County  Society,  but  such  As- 
sociate Member  shall  not  have  any  privileges 
or  representations  in  the  State  Association. 

Chapter  XIII.  Amendments 

These  By-Laws  may  be  amended  by  any  An- 
nual Session  by  a two-thirds  vote  of  all  the 
delegates  present  at  that  session,  after  the 
amendment  has  been  laid  in  the  table  for  one 
day. 
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PROPOSED  CHANGES  IN  THE  BY-LAWS 

1.  In  Chapter  IV.  House  of  Delegates,  Sec- 
tion 4,  change  the  word  “President”  to  “Speak- 
er of  the  House  of  Delegates”  so  that  Section 
4 will  read  as  follows: 

“From  among  the  members  of  the  House  of 
Delegates  the  Speaker  of  the  House  of  Dele- 
gates shall  appoint  a Nominating  Committee, 
a Committee  on  Credentials,  Rules  and  Order 
of  Business,  Report  of  Officers  and  the  Coun- 
cil, Report  of  Standing  Committees,  Report  of 
Special  Committees,  Report  of  Advisory  Com- 
mittees, Resolutions,  Miscellaneous  Business, 
Revision  of  By-Laws  and  Constitution,  and 
such  other  committees  as  he  may  deem  neces- 
sary, as  well  as  Tellers  and  Sargeant-at-Arms. 
All  Appointments  by  the  Speaker  are  subject 
to  approval  by  the  House  of  Delegates.” 

1.  Delete  Section  1 of  Chapter  V of  the  By- 
Laws  and  insert  the  following: 

Section  1:  The  President-Elect  and  the  Vice- 
Presidents  shall  be  elected  for  a term  of  one 
year.  The  Speaker  and  Vice-Speaker  of  the 
House  of  Delegates  shall  be  elected  for  a term 
of  three  years.  The  Secretary  and  Treasurer 
shall  be  elected  for  a term  of  five  years.  The 
Councilors  shall  be  elected  for  a term  of  three 
years  and  shall  be  limited  to  serving  for  not 
more  than  two  consecutive  terms.  The  terms 
shall  be  so  arranged  that  one-third  of  the  terms 
expire  each  year,  insofar  as  possible.  No  mem- 
ber shall  be  eligible  for  the  office  of  President, 
President-Elect,  Vice-President,  Speaker  of  the 
House  of  Delegates  or  Councilor  who  has  not 
been  an  active  member  of  the  Association  for 
at  least  five  years. 

(Explanation:  This  provides  for  the  offices  of  Speaker 
and  Vice-Speaker  and  provides  a three  year  term  for  the 
Councilors  instead  of  five  years.) 

3.  Delete  Section  4,  Chapter  VI,  of  the  By- 
Laws  and  insert  the  following: 

Section  4.  “The  Speaker  of  the  House  of  Dele- 
gates shall  preside  at  all  meetings  of  the  House 
of  Delegates.  He  shall  appoint  all  committees 
for  the  House  of  Delegates  with  the  approval 
of  the  House  of  Delegates.  He  shall  be  an  ex- 
officio  member  of  all  said  committees.  He  shall 
perform  such  other  duties  as  custom  and  par- 
liamentary usage  may  require.” 

(Explanation:  This  changes  the  words,  “President  of  the 
Association”  to  "Speaker  of  the  House  of  Delegates.”) 

4.  Chapter  VI,  D'uties  of  Officers,  change  the 
number  of  Section  5 to  Section  6 and  the  num- 
ber of  Section  6 to  7 and  insert  the  following 
as  Section  5: 

Section  5:  “The  Vice-Speaker  shall  assume 
the  duties  of  the  Speaker  in  his  absence,  and 
shall  assist  the  Speaker  in  the  performance  of 
his  duties.  In  the  event  of  the  death,  resigna- 
tion or  removal  of  the  Speaker,  the  Vice- 


Speaker  shall  automatically  become  Speaker 
of  the  House  of  Delegates.” 

(Explanation:  This  provides  for  the  duties  of  the  Vice- 

Speaker.  ) 

5.  Delete  Section  1,  Chapter  VII,  and  insert 
the  following: 

Section  1:  “The  Council  shall  be  the  execu- 
tive body  of  the  House  of  Delegates  and  be- 
tween sessions  shall  exercise  the  powers  con- 
ferred on  the  House  of  Delegates  by  the  Con- 
stitution and  By-Laws.  The  Council  shall  con- 
sist of  the  duly  elected  Councilors.  The  Presi- 
dent, the  President-Elect,  the  Speaker  of  the 
House  of  Delegates,  the  Secretary  and  the 
Treasurer  shall  be  ex-officio  members  of  the 
Council  with  the  right  to  vote.  The  Executive 
Committee  of  the  Council  shall  consist  of  the 
President  the  Chairman  of  the  Council,  and 
the  Secretary.  The  Executive  Committee  shall 
exercise  the  powers  of  the  Council  between 
sessions  of  the  Council  and  be  directly  respon- 
sible to  the  Council  for  all  their  actions. 

President  Houston:  I must  advise  that 

it  will  take  a two-thirds  vote  to  pass  this 
change  in  the  Constitution.  The  change 
in  the  By-Laws  can  rest  over  until  Wed- 
nesday, but  the  change  in  the  Constitution 
is  what  we  are  voting  on  at  this  moment. 
Do  I hear  a motion  that  we  make  the 
change  in  the  Constitution?  Dr.  Aud,  did 
you  make  that  a motion? 

Dr.  Guy  Aud  make  the  motion. 

President  Houston:  Do  I hear  the 

second? 

The  motion  was  regularly  seconded,  the 
question  was  put  to  vote  and  carried. 

President  Houston:  I have  no  opposi- 

tion, and  we  are  very  appreciative  of  that 
fact.  I will  refer  the  change  in  the  By- 
Laws  to  Reference  Committee  Number  3 
for  study,  and  bring  it  back  to  this  House 
on  Wednesday  afternoon. 

There  is  a supplementary  report  to  the 
By-Laws.  You  have  this  supplementary 
report.  Is  it  necessary  to  read  it? 

(No  response.) 

I will  refer  it  to  Reference  Committee 
Number  3 for  study.  You  can  go  there  and 
discuss  it  with  these  gentlemen. 

Supplemeniary  Report  of  the  Committee 

to  Study  the  Revision  of  the  Constitu- 
tion and  By-Laws 

We  respectfully  submit  this  additional 
supplementary  report  concerning  some 
additional  recommended  revisions  to  be 
made  in  the  By-Laws  of  the  Association. 
The  following  proposed  changes  are  in- 
cident to  changes  already  recommended 
in  the  Constitution  and  By-Laws  plus 
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some  other  minor  changes.  This  report 
is  being  made  in  response  to  a request 
from  the  Council  of  the  Association. 

1.  Delete  Section  3 of  Chapter  1 of  the 
By-Laws  and  substitute  therefor: 

Section  3 — Associate  Members: 

Associate  members  shall  consist  of  as- 
sociate members  of  the  component  medi- 
cal societies  who  are  not  eligible  for  ac- 
tive membership  and  who  are  qualified 
under  one  or  more  of  the  following 
groups: 

(a)  An  intern  resident  or  teaching  fel- 
low who  is  a Doctor  of  Medicine  but  who 
is  not  licensed  to  practice  medicine  in  the 
state. 

(b)  A person  who  is  not  a Doctor  of 
Medicine  but  who  is  engaged  in  scientific, 
professional  or  other  pursuits,  whose 
principles  and  ethics  are  consonant  with 
those  of  the  Association. 

(c)  A Doctor  of  Medicine  residing  and 
practicing  outside/  the  area  covered  by  the 
component  society  and  who  is  an  active 
member  in  good  standing  in  his  own,  com- 
ponent society. 

Associate  members  shall  not  have  the 
right  to  vote  nor  to  hold  office.  The  Coun- 
cil shall,  from  time  to  time,  determine  the 
amount  of  dues  to  be  charged.  Associate 
members  shall  receive  the  Journal  and  the 
publications  of  the  Association. 

2.  Add  the  following  sections  and 
change  the  number  of  Section  4 to  con- 
form: 

Section  4 — Emeritus  Members: 

Component  societies  may  elect  as  a 
Member  Emeritus  any  Doctor  of  Medicine 
who  has  retired  from  active  practice  and 
who  has  previously  maintained  active 
membership  in  good  standing  in  his  so- 
ciety. Emeritus  members  shall  not  have 
the  right  to  vote  nor  to  hold  office  and 
shall  not  pay  dues.  They  shall  receive  the 
Journal  and  other  publications  of  the  As- 
sociation. 

Section  5 — Student  Members: 

Any  student  in  an  accredited  medical 
school  in  Kentucky  or  any  resident  of 
Kentucky  who  is  a student  in  an  accredit- 
ed medical  school  in  the  United  States 
shall  be  eligible  for  student  membership. 
Student  members  shall  not  have  the  right 
to  vote  nor  hold  office.  They  may  apply 
directly  to  the  State  Association  for  mem- 
bership and  be  assigned  to  the  county  so- 
ciety of  their  choice.  The  Council  shall 
determine,  from  time  to  time,  the  amount 
of  dues  to  be  charged.  Student  members 


shall  receive  the  Journal  of  the  Associa- 
tion. The  membership  year  for  student 
members  shall  run  from  September  1 to 
August  31  of  each  year. 

3.  Delete  Section  4 of  Chapter  VIII  of 
the  By-Laws  and  substitute  therefor: 

Section  4 — The  Committee  on  Arrange- 
ments shall  consist  of  as  many  members 
and  sub-committees  as  are  deemed  ad- 
visable. No  county  medical  society,  as 
such,  shall  serve  as  the  host  society.  The 
chairman  shall  report  an  outline  of  the  ar- 
rangements to  the  Secretary  for  publica- 
tion in  the  program  and  shall  make  such 
announcements  from  time  to  time  as  may 
be  desired.  All  expenses  of  the  Commit- 
tee on  Arrangements  shall  be  paid  out  of 
the  funds  of  the  Association  that  are  made 
available  for  that  purpose. 

We  respectfully  recommend  the  adop- 
tion of  these  changes  in  the  By-Laws. 

Respectfully  submitted, 

Guy  Aud,  Louisville,  Chairman 
R.  Haynes  Barr,  Owensboro 
Charles  B.  Stacy,  Pineville 
Hugh  L.  Houston,  Murray 
Bruce  Underwood,  Louisville 

President  Houston:  I will  now  read 

the  members  of  Committee  Number  3. 
Walter  L.  O’Nan,  Henderson,  Chairman; 
Richard  J.  Rust,  Newport,  Vice-Chair- 
man; Arthur  R.  Kasey,  Jr.,  Louisville; 
Keith  P.  Smith,  Corbin;  Jesse  M.  Dish- 
man,  Greensburg. 

Dr.  Guy  Aud:  Can  I take  this  opportu- 

nity of  expressing  the  thanks  of  the  Com- 
mittee for  the  splendid  help  that  has  been 
rendered  to  us  by  the  Headquarters  staff. 
Dr.  Underwood,  Mr.  Dixon,  and  all  of 
them  have  worked  unceasingly  on  this, 
and  the  Committee  is  most  grateful  for 
their  wise  counsel  and  assistance. 

President  Houston:  Thank  you,  Dr. 

Aud.  We  now  have  a report  on  the  Emer- 
gency Liaison  Committee  on  Military 
Service.  Dr.  A.  Clayton  McCarty  of  Lou- 
isville. Dr.  McCarty  was  before  the 
Council  this  afternoon.  We  have  his  re- 
port. We  don’t  have  his  supplementary 
report.  If  you  notice,  you  have  his  report 
and  it  will  be  referred  to  Reference  Com- 
mittee Number  3 for  study. 

Report  of  Emergency  Liaison  Committee 
on  Military  Service 

This  Committee  was  appointed  on  Au- 
gust 18,  1950,  by  the  Executive  Commit- 
tee of  the  Council  upon  return  of  Presi- 
dent Hugh  L.  Houston  from  a meeting  in 
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Fort  Meade,  Maryland,  to  which  he  and 
other  representatives  of  state  medical  as- 
sociations in  the  Second  Army  Area  were 
invited,  and  where  the  appointment  of 
such  a Committee  was  requested  by  the 
military.  The  Committee  was  appointed 
to  serve  until  the  meeting  of  the  Council 
on  September  25th  at  which  time  future 
policies  will  be  determined. 

The  Committee  met  on  August  26,  1950, 
with  Lt.  Colonel  Owen  R.  Durham,  of  the 
Kentucky  Military  District.  Dr.  A.  C. 
McCarty  of  Louisville  was  elected  Chair- 
man and  Mr.  Dixon,  Secretary  (Acting  for 
Dr.  Underwood) . All  members  were  in 
attendance  except  Drs.  Underwood,  Over- 
street,  and  Griswold.  Lt.  Colonel  Dur- 
ham presented  to  the  Committee  a list  of 
eleven  Lt.  Colonels  and  24  Captains  and 
Lieutenants,  all  of  whom  are  reserve  of- 
ficers, and  requested  that  priorities  be  es- 
tablished for  the  various  categories.  The 
Committee  cooperated  with  the  military 
to  the  best  of  its  ability.  Lt.  Colonel  Dur- 
ham stated  that  from  the  lists  presented, 
one  Lt.  Colonel  and  seven  Captains  and 
Lieutenants  would  be  chosen  to  report 
for  active  duty  by  September  10,  1950.  It 
was  suggested  that  voluntary  enlistments 
be  accepted  until  midnight,  August  31st, 
1950,  or  a substitute  provided  by  physi- 
cians called. 

During  the  following  week  (after  Con- 
gress passed  the  Doctor-Draft  legislation) , 
the  military  informed  the  Committee  that 
new  developments  had  changed  the  cri- 
teria used  to  select  the  list  of  officers  orig- 
inally submitted  and  that  all  reserve  of- 
ficers above  the  rank  of  Captain  would 
not  be  considered;  also,  all  who  served  as 
medical  officers  prior  to  January  1,  1946 
would  be  dropped  from  the  list  for  the 
present  quota. 

Lt.  Colonel  Durham  informed  the  Com- 
mittee that  only  eleven  reserve  officers  in 
Kentucky  remained  who  were  eligible. 
Since  some  had  varying  degrees  of  serv- 
ice-connected disabilities,  it  seemed  neces- 
sary for  the  military  to  call  all  eleven  for 
physical  examination  in  order  to  fill  the 
quota  of  eight. 

Your  Committee  recommends  that  since 
physicians  are  now  eligible  to  be  drafted 
and  priorities  for  order  of  call  are  set 
forth  in  the  legislation  that  Kentucky 
State  Medical  Association  participate  in 
the  induction  of  physicians  into  the 
Armed  Forces  only  insofar  as  provided 
by  law. 

Respectfully  submitted, 

A.  Clayton  McCarty,  Louisville, 

Chairman 


Charles  B.  Billington,  Paducah 
Glen  U.  Dorroh,  Lexington 
R.  Arnold  Griswold,  Louisville 
L.  O.  Toomey,  Bowling  Green 
Ex-Officio  Members: 

Hugh  L.  Houston,  Murray 
Sam  A.  Overstreet,  Louisville 
J.  P.  Sanford,  Secretary 

President  Houston:  If  Dr.  McCarty 

comes  in,  later,  we  will  have  his  supple- 
mentary report.  Dr.  Underwood  will  give 
us  the  pertinent  parts  of  this  supplemen- 
tary report. 

Dr.  Bruce  Underwood:  If  Dr.  McCarty 

comes  in,  I believe  he  ought  to  be  called 
on,  but  in  case  he  doesn’t,  the  principal 
thing  he  asked  the  Council  this  afternoon 
was  for  authorization  of  the  House  of 
Delegates  for  appointment  and  continua- 
tion of  this  type  of  committee  to  work  on 
this  subject  according  to  the  way  the  law 
has  been  drafted,  and  as  a liaison  commit- 
tee of  the  Kentucky  State  Medical  Asso- 
ciation. That  was  the  main  thing  he  want- 
ed, and  I would  suggest  that  that  part  of  it 
be  referred  to  the  Reference  Committee 
for  study.  If  he  comes  in,  he  has  some 
other  interesting  things,  and  I would  sug- 
gest he  be  called  on. 

President  Houston:  We  will  refer  the 

supplementary  report  to  Reference  Com- 
mittee Number  3,  and  if  you  are  inter- 
ested in  reading  that  report,  it  will  be  in 
the  hands  of  that  committee. 

We  now  come  to  the  report  of  the  Ad- 
visory Committees.  The  report  of  the  Com- 
mittee on  Cancer,  Dr.  Aud. 

Dr.  Guy  Aud:  You  have  a copy  of  it. 

President  Houston:  It  will  be  referred 
to  Committee  Number  4.  I’d  like  to  read 
you  the  personnel  of  this  Committee. 
George  W.  Pedigo,  Louisville,  Chairman; 
Frank  L.  Duncan,  Monticello,  Vice-Chair- 
man; Charles  D.  Snyder,  Hazard;  Harry 
K.  Dillard,  Warsaw;  H.  B.  Mack,  Pewee 
Valley. 

Report  of  Committee  on  Cancer 

The  Committee  on  Cancer  wishes  to 
express  its  gratification  and  appreciation 
to  members  of  the  Kentucky  State  Medi- 
cal Association  for  the  whole-hearted 
support  that  they  have  given  to  the 
Cancer  Control  Program  in  the  Common- 
wealth of  Kentucky. 

Cancer  continues  to  be  one  of  our  major 
medical  problems,  and  the  present  high 
death  rate  will  be  diminished  only  with 
every  member  of  the  medical  profession 
making  his  office  a detection  center.  We 
must  constantly  strive  to  broaden  our  sci- 
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entific  knowledge  concerning  this  dis- 
ease and  keep  abreast  of  the  new  advance- 
ments that  are  being  made  daily  in  the 
fields  of  diagnosis  and  treatment. 

The  Committee  realizes  from  observa- 
tions of  clinical  records  that  more  early 
cases  of  cancer  are  being  reported  each 
year.  It  is  through  early  and  accurate 
diagnoses  only  that  the  Cancer  death  rate 
can  be  reduced. 

We  wish  to  thank  the  Kentucky  Di- 
vision of  the  American  Cancer  Society, 
the  State  Department  of  Health,  and  the 
United  States  Public  Health  Service  for 
the  cooperation  that  they  have  rendered 
the  cancer  program  in  the  Common- 
wealth. Through  the  combined  efforts 
of  these  groups  and  the  Kentucky  State 
Medical  Association,  one  of  the  most  out- 
standing cancer  control  programs  in 
America  has  been  developed  in  Ken- 
tucky. We  cannot  rest  on  our  present 
laurels.  We  must  continue  to  go  forward 
and  make  a concerted  effort  to  remove 
cancer  from  the  list  of  Public  Health 
Problems. 

Appropriations 

The  General  Assembly  of  the  Kentucky 
State  Legislature  appropriated  the  sum  of 
$30,000  in  the  year  1949.  The  United 
States  Public  Health  Service  allocated 
$83,416  to  the  Division  of  Cancer  Control, 
State  Board  of  Health.  A special  grant 
was  made  by  the  United  States  Public 
Health  Service  of  $16,240  for  the  operation 
of  the  Cancer  Mobile.  Volunteer  con- 
tributions to  the  Kentucky  Division  of  the 
American  Cancer  Society  were  $194,589.13. 
All  of  these  appropriations  were  expended 
under  the  direction  of  the  Committee  on 
Cancer  Control,  Kentucky  State  Medical 
Association,  the  State  Health  Commission- 
er, and  the  Executive  Committee  of  the 
Kentucky  Division  of  the  American  Can- 
cer Society.  With  a unified  budget  and 
the  Committee  controlling  its  expendi- 
tures, duplication  of  Cancer  Control  ef- 
forts were  prevented  in  the  Common- 
wealth. 

Education 

During  the  year,  county  Medical  so- 
cieties throughout  the  Commonwealth 
had  scientific  programs  on  the  diagnosis 
and  treatment  of  cancer.  Twenty-six 
county  medical  societies  had  scientific 
programs,  presented  by  the  volunteer 
staff  that  accompanied  the  Cancer  Mobile. 

Two  outstanding  sound  technicolor 


films  were  made  available  to  the  medical 
profession  on  the  diagnosis  and  treatment 
on  cancer.  The  first  film  was  entitled 
“Cancer,  The  Problem  of  Early  Diag- 
nosis;” and  the  second,  “Breast  Cancer.” 
The  films  were  developed  through  the 
ioint  efforts  of  the  United  States  Public 
Health  Service  and  the  American  Cancer 
Society  and  are  distributed  among  medi- 
cal groups  periodically.  The  film,  “Breast 
Cancer,”  was  judged  as  being  the  best 
scientific  film  developed  in  1949. 

During  the  year,  a professional  Speak- 
ers Bureau  on  cancer  was  developed. 
Fifty-two  members  of  the  Kentucky  State 
Medical  Association  are  available  to  speak 
on  17  different  phases  of  cancer  diagnosis 
and  treatment. 

The  Third  Annual  Cancer  Symposium 
was  held  in  Louisville,  Kentucky,  Novem- 
ber 11,  1949.  Fourteen  of  the  Nation’s 
outstanding  men  presented  the  1-day  sci- 
entific program.  Over  a thousand  were 
registered  for  the  session. 

Clinic  Referrals 

A member  of  the  Kentucky  State  Medi- 
cal Association  may  refer  any  medically 
indigent  cancer  patient  to  a cancer  clinic 
for  diagnosis  and/or  treatment,  when  it 
is  suspected  that  there  is  evidence  of  a 
malignancy  present.  The  only  require- 
ment for  admission  to  the  Clinic  is  that 
the  referring  physician  make  a statement 
that  the  patient  being  referred  by  him  is 
medically  indigent  and  has  symptoms  sug- 
gestive of  cancer.  A short  clinical  his- 
tory shall  be  sent  with  the  patient  on  re- 
ferral. 

Cancer  Clinics 
Barren  County 

T.  J.  Samson  Community  Hospital 
Glasgow 

John  Meredith,  M.  D.,  Director 
Each  Friday,  9:00  A.  M. 

Bell  County 

Middlesboro  Hospital 

Sam  H.  Flowers,  M.  D..  Director 

2nd  & 4th  Wednesday,  10:00  A.  M. 

Boyd  County 

King’s  Daughters  Hospital 

Ashland 

C.  C.  Sparks,  M.  D.,  Director 

Each  Wednesday,  10:00  to  11:00  A.  M. 

Christian  County 

Ida  Chappell  Cancer  Clinic 

Jennie  Stuart  Memorial  Hospital 

Hopkinsville 
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R.  M.  Coleman,  M.  D.,  Director 
Each  Tuesday,  8:30  A.  M. 

Daviess  County 

Owensboro-Daviess  County  Hospital 
Owensboro 

Benton  B.  Holt,  M.  D.,  Director 
Each  Thursday,  9:00  A.  M. 

Fayette  County 

Good  Samaritan  Hospital 

Lexington 

J.  F.  VanMeter,  M.  D.,  Director 
Each  Tuesday,  1:00  P.  M. 

St.  Joseph  Hospital 
Lexington 

Wm.  H.  Pennington,  M.  D.,  Director 
Each  Tuesday,  1:00  P.  M. 

Henderson  County 
Methodist  Hospital 
Henderson 

J.  Leland  Tanner,  M.  D.,  Director 
Each  Wednesday,  12:30  Noon 
Jefferson  County 
Central  State  Hospital 
Lakeland 

Henry  B.  Asman,  M.  D.,  Director 
First  Wednesday,  9:00  A.  M. 

General  Hospital 
Louisville 

R.  A.  Griswold,  M.  D.,  Director 
Each  Tuesday,  12:30  Noon 
Norton  Memorial  Hospital 
Louisville 

Pat  R.  Imes,  M.  D.,  Director 
Each  Wednesday,  10:00  A.  M. 

Red  Cross  Hospital 
Louisville 

C.  M.  Bernhard,  M.  D.,  Director 
First  and  Third  Friday,  9:00-12:00 
St.  Joseph  Infirmary 
Louisville 

Irvin  Abell,  M.  D.,  Director 
Each  Thursday,  8:00  A.  M. 

Kenton  County 

William  Booth  Memorial  Hospital 
Covington 

John  H.  Siehl,  M.  D.,  Director 

First  and  Third  Thursday,  9:30  A.  M. 

McCracken  County 

Riverside  Hospital 

Paducah 

P.  W.  Robertson,  M.  D.,  Director 
First  and  Third  Wednesday,  8:00  A.  M. 
Muhlenberg  County 

Muhlenberg  Community  Hospital 
Greenville 

G.  L.  Simpson,  M.  D.,  Director 
First  and  Third  Tuesdav.  10:00  A.  M. 


Pike  County 
Methodist  Hospital 
Pikeville 

J.  C.  Preston,  M.  D.,  Director 
Each  Thursday,  10:00  A.  M. 

Warren  County 
Bowling  Green 

John  H.  Blackburn,  M.  D.,  Director 
G.  Y.  Graves,  M.  D.,  Associate  Director 
1st  and  3rd  Wednesday,  8:30  A.  M. 

Tissue  Biopsy  Program 

The  Committee  on  Cancer  wishes  to 
commend  the  Kentucky  Society  of  Path- 
ologists who  have  worked  so  diligently 
during  the  past  year  to  make  the  tissue 
biopsy  program  an  outstanding  success. 
We  feel  that  this  is  one  of  the  major  con- 
tributions made  to  the  Cancer  Control 
Program  in  the  Commonwealth  during 
the  past  year.  During  the  period  August 
15,  1949,  through  the  date  of  June  22,  1950, 
797  specimens  from  medically  indigent 
patients  were  submitted  from  94  counties. 
There  were  424  malignant  specimens  and 
373  nonmalignant  specimens  diagnosed. 

The  tissue  biopsy  program  has  filled  a 
great  need  for  the  general  practitioner  in 
the  rural  areas.  Lives  have  been  saved 
because  of  the  service.  It  is  realized  that 
e2rly  diagnosis  is  the  key  to  the  success- 
ful management  of  cancer.  In  many  cases 
where-  clinical  diagnosis  is  difficult  or 
doubtful,  biopsy  is  the  procedure  that  re- 
moves doubt,  and  leads  to  and  offers  the 
greatest  opportunity  for  successful  treat- 
ment of  the  lesion. 

Cancer  Registry 

In  order  to  tabulate  accurate  and  up- 
to-date  information  on  all  cases  of  malig- 
nancies, the  Cancer  Registry  was  de- 
veloped during  the  year  and  has  been  very 
successful  because  of  assistance  rendered 
by  the  hospitals  in  Kentucky  and  the 
members  of  the  medical  profession.  It  is 
serving  as  an  accurate  gauge  to  the  size 
and  magnitude  of  the  cancer  problem;  it 
is  serving  as  a valuable  medium  in  evalu- 
ating our  program  of  cancer  control;  it  is 
beneficial  to  our  statistical  and  research 
studies  and  is  aiding  in  the  evaluation  in 
the  present  forms  of  therapy.  Since  the 
inauguration  of  the  Cancer  Registry,  an 
exhaustive  effort  has  been  made  to  obtain 
the  clinical  histories  of  cancer  patients  in 
all  hospitals  having  an  excess  of  50  beds. 
The  survey  was  retroactive  to  1948  and  is, 
at  present,  being  conducted  on  a current 
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basis.  In  excess  of  15,000  clinical  his-  ulated,  and  a complete  report  will  be 
tories  have  been  abstracted  and  are  in  the  made  in  the  Journal  in  the  immediate 
files  of  the  Registry.  These  are  being  tab-  future. 


Total  Clinics,  Patients,  And  Doctors  Attending  Clinics 
July,  1949  - June,  1950 


County  & Clinic 

No.  of 
Patients 

No.  of 
Doctors 

No.  of 
Clinics 

Barren  County 

T.  J.  Samson  Hosp. 
Glasgow 

373 

678 

51 

Bell  County 

Middlesboro  Hosp. 
Middlesboro 

275 

112 

25 

Boyd  County 

King’s  Daughters  Hosp. 
Ashland 

714 

304 

50 

Christian  County 
Ida  Chappell 
Hopkinsville 

247 

240 

52 

Daviess  County 

Owensboro-Dav.  Hosp. 
Owensboro 

441 

237 

52 

Fayette  County 

Good  Samaritan  Hosp. 
Lexington 

1849 

544 

52 

St.  Joseph  Hospital 
Lexington 

603 

667 

52 

Henderson  County 

Methodist  Hospital 
Henderson 

338 

171 

52 

Jefferson  County 

Central  State  Hospital 
Lakeland 

520 

80 

14 

Jefferson  County 
General  Hospital 
Louisville 

995 

1128 

48 

Jefferson  County 
Mobile  Unit 
Louisville 

1224 

114 

26 

Jefferson  County 

Norton  Infirmary 
Louisville 

400 

360 

52 

Jefferson  County 

Red  Cross  Hospital 
Louisville 

135 

153 

24 

Jefferson  County 

St.  Joseph’s  Hospital 
Louisville 

1554 

1527 

50 

Kenton  County 

William  Booth  Hospital 

463 

189 

24 

Covington 
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McCracken  County 


Riverside  Hospital 

281 

141 

24 

Paducah 

Muhlenberg  County 

Muhlenberg  Comm.  Hospital 

281 

128 

24 

Greenville 

Pike  County 

Methodist  Hospital 

228 

284 

50 

Pikeville 

Warren  County 

City  Hospital 

197 

193 

22 

Bowling  Green 

TOTAL 

11.118 

7,250 

744 

Respectfully  submitted, 

President  Houston: 

The  next  Commit- 

Guy  Aud,  Louisville,  Chairman 

tee  report 

is  the  Committee  on  Crippled 

Jesshill  Love,  Louisville 

Children. 

Dr.  K.  Armand  Fischer.  His 

John  W.  Meredith,  Scottsville 

report  is  1 

here  and  it 

will  be  referred  to 

J.  Farra  Van  Meter,  Lexington 

Reference 

Committee 

Number  4. 

Report  of  Commiiiee  on  Crippled 

July  1,  1949  to  June  30,  1950  of  the  Ken- 

Children 

Activities  of  the  Kentucky  Crippled 
Children  Commission. 

July  1,  1949  to  June  30,  1950 
Increased  service  is  the  keynote  of  the 
report  of  activities  for  the  fiscal  year 


tucky  Crippled  Children  Commission,  the 
official  state  agency  for  the  care  of  white 
and  colored  crippled  children. 

To  provide  a comparison,  figures  for 
the  last  year  and  the  preceding  year  are 
given : 


Number  of  examinations  at  Itinerant  Clinics 

Number  of  examinations  at  Regular  Orthopedic  Clinics  held  at: 

Ashland  

Covington  

Lexington  

Louisville:  Cerebral  Palsy 

Special  Polio  

Out-Patient  Dept 

Total  examinations  at  free  orthopedic  clinics  

Total  visits  to  doctors’  offices  for  orthopedic  examinations  or 

special  consultations  

Total  hospital  admissions 

Total  hospital  days  

Total  Out-patient  case  applications  and  checks  

Total  Out-patient  physical  therapy  treatments  (exclusive  of  cere- 
bral palsy  cases)  

Total  home  visits  by  county  public  health  nurse  and  orthopedic 

public  health  nurses  on  the  Commission  Staff 

Referrals  to  Vocational  Rehabilitation  for  training  

Cerebral  Palsy  Program: 

Total  orthopedic  examinations  

Total  Physical  therapy  treatments  

Total  occupational  therapy  treatments  

Total  speech  therapy  treatments  

Total  psychological  examinations  


Fiscal  Year 
1948  — 1949 
. 1,673 

. . 484 

. 464 

. . 927 

. . 547 

404 
. . 1,285 


5,784 

1,884 

1,274 

59,739 

663 

8,057 

1,687 

420 

547 

2,659 

1,267 

768 

229 


Fiscal  Year 
1949  — 1950 
1,985 

487 

649 

975 

616 

(Discontinued) 

2,453 


7,165 

2,232 

1,858 

75,945 

893 

9,208 

1,767 

620 

616 

2,548 

1,344 

1,212 

274 
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New  Polios  January  1,  to  Aug.  15: 

Total  reported  228  236 

Total  deaths  23  10 

Diagnosis  still  tentative  27  29 

Reported  as  polio  but  found  to  have  other  diagnoses  44  44 


The  per  capita  cost  of  treatment  in  the 
fiscal  year  1949-50  was  $352.54,  as  com- 
pared to  $351.99  in  1948-49.  The  total 
number  of  individual  patients  treated 
was  2,481  in  1949-50,  as  compared  to  1,899 
in  1948-49,  an  increase  of  582. 

Hospital  centers  continue  operation  at 
Ashland,  Covington,  Lexington,  and  Lou- 
isville, plus  special  facilities  for  admis- 
sion of  acute  polios  at  Paducah  and  at 
each  of  the  above  centers  except  Ashland. 
Physical  therapy  centers  are  open  full- 
time at  Covington,  Lexington,  and  Louis- 
ville, with  part-time  centers  at  Ashland, 
Owensboro  and  Paducah. 

Administrative  policies  of  the  Commis- 
sion are  still  determined  at  monthly  meet- 
ings held  by  the  Board  of  seven  members, 
and  medical  policies  are  established  by 
the  Medical  Advisory  Committee,  com- 
posed of  staff  surgeons.  The  full-time 
professional  staff  of  the  agency  now  con- 
sists of: 

1 Director 

4 Orthoped'c  Public  Health  Nurses 

2 Medical-Social  Workers 

9 Physical  Therapists 

2 Occupational  Therapists 

1 Speech  Therapist 

Two  psychologists  serve  on  a part-time 
basis. 

In  submitting  this  report,  the  Commis- 
sion recognizes  and  appreciates  the  valu- 
able services  and  unfailing  support  of  the 
State  Health  Commissioner,  the  County 
Health  Officers  and  their  staffs,  the  doc- 
tors on  the  professional  staff  of  the  Com- 
mission, and  the  other  medical  men  of 
the  State.  The  quality  of  service  they 
have  given  can  readily  be  demonstrated 
by  the  patients  for  whom  they  have  made 
treatment  possible.  The  quantity  of  care 
is  to  some  degree  shown  by  the  above 
figures.  Through  their  aid  much  has  been 
done  and  will  continue  to  be  done  for 
Kentucky’s  crippled  children. 

Respectfully  submitted, 

K.  Armand  Fischer,  Louisville, 

Chairman 

Charles  C.  Garr,  Lexington 
Charles  F.  Wood,  Louisville 
Hal  E.  Houston,  Murray 


President  Houston:  The  next  one  is 

the  Committee  on  General  Practice.  Dr. 
Clark  Bailey. 

Dr.  Clark  Bailey,  Harlan:  The  report 

is  filed. 

President  Houston:  The  report  has 

been  filed  and  will  be  referred  to  Com- 
mittee Number  4. 

Report  of  Committee  on  General 
Practice 

Your  Committee  recognizes  a change  in 
the  attitude  toward  and  the  emphasis  on 
general  practice  in  the  past  three  years. 
An  apparent  desire  to  add  to  scientific 
knowledge  has  been  manifested  by  the 
large  numbers  who  have  during  the  past 
year  pursued  postgraduate  studies.  Many 
in  our  State  have  benefited  from  the  re- 
fresher courses  held  in  different  sections. 
These  courses  as  a rule  have  been  well 
attended  and  greatly  appreciated.  The 
University  of  Louisville  and  the  Ken- 
tucky Academy  of  General  Practice  are 
to  be  commended  for  their  efforts  in  pro- 
viding these  courses  which  stimulate  the 
interest  and  brings  our  members  in  closer 
harmony  with  the  marching  progress  of 
medicine. 

Because  of  the  fact  that  most  of  the 
medical  service  in  this  country  is  ren- 
dered by  general  practitioners  of  medi- 
cine the  problems  are  wide  and  varied. 
Social  and  economic  factors  over  which 
we  as  a profession  have  no  control  have 
caused  many  changes  in  attitudes  and 
prestige.  The  control  of  the  practice  of 
medicine  in  certain  areas  of  our  State  by 
the  funds  of  industry  will  be  watched 
with  a great  deal  of  interest  since  it  may 
indicate  a trend  of  change  in  medical 
practice. 

The  Committee  on  General  Practice  of 
the  American  Medical  Association  in  their 
report  last  June  at  San  Francisco  said, 
“It  is  the  opinion  of  'the  Committee  that 
an  insufficient  number  of  general  prac- 
titioners are  being  trained  to  fill  the 
basic  needs  for  adequate  care  for  the 
American  people  and  that  there  is  still  an 
over-emphasis  on  the  training  of  the  spe- 
cialists. It  is  realized  by  leaders  respon- 
sible for  medical  education  and  distribu- 
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tion  of  medical  care  that  the  best  inter- 
ests of  the  American  people  are  served, 
economically  and  medically,  when  a bal- 
anced medical  community  is  established 
with  a foundation  of  60  to  80  percent  of 
well  trained  practitioners,  with  highly 
trained  specialists  skilled  in  the  narrower 
branches  of  medicine  readily  available. 
This  has  awakened  interest  in  teachers 
and  members  of  the  profession  in  gen- 
eral practice  and  has  encouraged  a higher 
percentage  of  students  to  continue  in  gen- 
eral practice.  It  is  agreed  by  the  ma- 
jority of  the  educators  and  leaders  in 
medicine  that  more  emphasis  on  general 
practice  should  be  made  in  the  under- 
graduate years,  thus  encouraging  young 
men  and  women  of  high  caliber  to  select 
this  broadest  field  of  medicine  and  sur- 
gery for  their  professional  careers.” 

Dr.  Walter  B.  Martin,  A.  M.  A.  Trustee, 
who  recently  made  a personal  study  of 
conditions  in  Great  Britain  is  of  the  opin- 
ion that  the  socialization  of  medicine 
would  never  have  been  accomplished  had 
the  government  bureaus  not  been  able  to 
cause  division  between  the  specialists  and 
the  general  practitioners.  If  all  of  us 
support  all  phases  of  ethical  medical  prac- 
tice in  this  country  we  shall  have  a 
strong,  well  integrated  profession  immune 
to  division  by  those  who  would  destroy  us 
“In  Unity  there  is  strength.” 

Respectfully  submitted, 

Clark  Bailey,  Harlan,  Chairman 
John  G.  Samuels,  Hickman 
Charles  G.  Bryant,  Louisville 
Travis  Pugh,  Bowling  Green 

President  Houston:  Next  is  the  report 

of  the  Committee  on  Industrial  Medicine 
and  Surgery.  Dr.  Rowntree,  Louisville. 

Dr.  Grady  R.  Rowntree,  Louisville:  It 
has  been  filed. 

President  Houston:  The  report  has 

been  filed  and  will  be  referred  to  Ref- 
erence Committee  Number  4. 

Report  of  the  Committee  on  Industrial 
Medicine  and  Surgery 

The  Committee  on  Industrial  Medicine 
and  Surgery  is  working  toward  the  cre- 
ation of  more  public  interest  in  Industrial 
Health  and  the  integration  of  Industrial 
Health  into  the  pattern  of  community 
health  services. 

Emphasis  is  being  placed  on  extending 
industrial  medical  facilities  to  more  in- 
dustries throughout  the  state.  The  re- 
sponsibility for  such  programs  rests  joint- 
ly on  management,  labor,  the  medical 


profession  and  all  agencies  concerned 
with  improving  the  health  of  the  wage 
earner. 

During  the  past  year,  Dr.  J.  P.  Mc- 
Cahan,  of  the  Council  on  Industrial 
Health  of  the  American  Medical  Associa- 
tion, visited  Kentucky.  He  stressed  the 
importance  of  extending  industrial  medi- 
cal services  to  small  plants. 

The  division  of  Industrial  Health  of  the 
State  Department  of  Health  made  a sur- 
vey of  the  Medical  facilities  in  industries 
in  Kentucky.  It  was  found  that  less  than 
two  percent  of  the  industries  in  the  state 
have  the  services  of  a physician  or  nurse. 

An  industrial  nurse  consultant  was 
added  to  the  staff  of  the  Kentucky  State 
Department  of  Health.  She  is  working 
to  extend  industrial  health  and  nursing 
services  and  to  improve  the  standards  of 
such  services.  Several  new  industrial 
medical  departments  have  already  been 
set  up  in  plants  in  the  state. 

One  of  the  guest  speakers  for  the  State 
Medical  Meeting  this  year  will  talk  on  in- 
dustrial health.  He  is  Dr.  Edward  C. 
Holmblad,  Managing  Director  of  the 
American  Association  of  Industrial  Physi- 
cians and  Surgeons. 

An  industrial  health  conference  for  the 
State  is  being  planned  for  November.  All 
agencies  interested  in  the  health  and 
working  conditions  of  the  employed  have 
been  invited  to  participate. 

Respectfully  submitted, 

Gradie  R.  Rowntree,  Louisville, 

Chairman 

J.  Gant  Gaither,  Hopkinsville 
Ira  N.  Kerns,  Louisville 
Cooley  L.  Combs,  Hazard 

President  Houston:  The  next  is  the 

Committee  on  Mental  Hygiene  and  Men- 
tal Institutions.  Dr.  Spafford  Ackerly, 
Louisville.  His  report  is  here  and  it  will 
be  filed  with  Reference  Committee  Num- 
ber 4. 

Report  of  Committee  on  Mental  Hygiene 
and  Mental  Institutions 

Your  Advisory  Committee  to  the  Di- 
rector of  Hospitals  and  Mental  Hygiene 
presents  the  following  report: 

The  last  appropriation  for  the  four 
State  Hospitals  and  the  Training  School, 
Frankfort,  was  $3,800,000  which  divided 
by  the  number  of  patients  amounts  to 
$1.45  per  patient  per  day.  While  this  is 
a little  increase  over  previous  appropria- 
tion, it  falls  far  short  of  the  formal  bud- 
get requests  from  Hospital  Superintend- 
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ents  and  the  Department  of  Welfare 
which  range  from  $2.70  per  patient  per 
day  by  one  Superintendent  and  $3.00  per 
patient  per  day  by  the  Department  of 
Welfare.  The  matter  of  appropriations 
for  the  next  meeting  of  the  Legislature 
will  be  focused  upon  in  the  next  report  of 
this  Committee. 

It  is  heartening  to  note  that  last  year 
was  the  first  time  a hospital  superintend- 
ent had  full  knowledge  of  what  his  an- 
nual budget  is  which  now  enables  each 
superintendent  to  determine  how  he  can 
most  wisely  allocate  his  hospital’s  appro- 
priation. 

The  immediate  outstanding  personnel 
needs  of  these  institutions  is  for  doctors, 
the  most  important  of  which  is  the  ap- 
pointment of  an  Assistant  Director  to  Dr. 
Lyon.  Dr.  Lyon  has  stated  that  he  is  in- 
terested in  appointing  an  Assistant  Direc- 
tor who  is  interested  in  a career  in  ad- 
ministrative psychiatry  in  the  mental 
hospitals  of  Kentucky  and  in  the  mental 
hygiene  program  connected  therewith.  It 
is  the  urgent  recommendation  of  this 
Committee  that  the  Administration  will 
cooperate  100%  with  Dr.  Lyon  in  making 
it  possible  to  secure  a qualified  Assistant 
Director  for  the  hospital  system.  Along 
with  this  are  needed  four  qualified 
Clinical  Directors  for  the  four  State  Hos- 
pitals, men  who  have  passed  their  special- 
ty Boards  in  Psychiatry. 

While  doctors  have  been  leaving  the 
service,  we  are  glad  to  note  that  eleven 
doctors  have  been  appointed  this  last  year, 
three  of  whom  have  had  some  experience 
with  psychiatric  patients  though  none  has 
passed  his  specialty  Boards  in  Psychiatry. 
Four  psychologists,  some  of  whom  are  still 
in  training,  have  been  appointed  and  five 
social  workers  one  of  whom  is  a qualified 
psychiatric  social  worker. 

Dr.  Lyon’s  plan  for  a Nurses  Training 
School  at  Lakeland  has  at  last  been  con- 
summated with  the  appointment  recently 
of  two  eminently  qualified  instructors  in 
nursing  education,  both  with  M.  A.  de- 
grees. Twelve  affiliate  nurses  begin  their 
training  at  Central  State  Hospital  Sep- 
tember 1,  1950. 

The  Cancer  Clinic  at  Central  State  Hos- 
pital continues  to  flourish,  started  in  1947 
with  Dr.  Aud  as  President  and  Mrs.  T.  C. 
Carroll,  Shepherdsville,  as  Secretary  of 
the  Kentucky  Cancer  Association.  The 
Association  bought  a deep  X-ray  outfit 
and  other  equipment  including  radium. 
Channeled  through  the  Cancer  Clinic  are 


all  surgical  cases,  emergency  and  elec- 
tive; 630  pneumothoraxes  were  performed 
last  year  and  231  other  surgical  opera- 
tions. 

There  are  13  consultants  at  present  at 
Central  State  Hospital  who  are  doing  yeo- 
man service  along  with  their  brothers  in 
Fayette  County  who  serve  Eastern  State 
Hospital. 

The  Committee  is  very  happy  to  report 
that  the  Administration  has  engaged  Dr. 
Samuel  Hamilton,  past  President  of  the 
American  Psychiatric  Association,  to  sur- 
vey the  present  and  future  construction 
needs  of  our  State  Hospital  system.  We 
congratulate  the  Administration  and  Dr. 
Lyon  in  taking  this  forward-looking  step. 
The  Committee  met  with  Dr.  Lyon  and 
Dr.  Hamilton  recently  and  Dr.  Lyon 
wishes  to  make  the  following  recom- 
mendations known  to  the  Kentucky  Medi- 
cal Association  listed  in  the  order  of  their 
importance: 

(1)  Suitable  homes  for  physicians. 
(This  Committee  has  emphasized  this 
need  in  every  report  for  the  last  several 
years  and  heartily  agrees  with  this  recom- 
mendation) . 

(2)  Increase  the  patient  population 
at  the  Training  School  in  Frankfort  to 
2,000  patients  by  the  erection  of  a series 
of  suitable  cottages  for  classified  groups 
of  patients  and  service  facilities  to  carry 
out  the  function  of  this  hospital. 

(3)  Immediate  construction  of  suitable 
accommodations  for  employees  regardless 
of  whether  or  not  the  hospital  is  located 
near  cities  because  of  the  acute  shortage 
of  housing  everywhere. 

(4)  The  erection  of  a central  tubercular 
unit  at  Central  State  Hospital  to  which 
all  tuberculous  cases  from  all  hospitals 
can  be  sent  for  treatment.  It  is  the  ex- 
perience of  other  states  that  better  treat- 
ment can  be  given  when  the  work  is  more 
concentrated.  Unless  it  is  one  of  the  main 
functions  of  a hospital  center  tuberculous 
patients  are  often  given  the  least  atten- 
tion. 

(5)  Receiving  Center.  Dr.  Hamilton 
recommends  that  a Receiving  Center  be 
built  on  the  cottage  plan  at  each  of  the 
mental  hospitals,  and  that  the  Receiving 
Center  be  as  homelike  as  possible  to  make 
the  transition  from  home  to  the  hospital 
as  little  damaging  to  the  patient  as  pos- 
sible. Such  Receiving  Centers  should  be 
equipped  with  all  diagnostic  facilities  but 
active  medical  and  surgical  treatment 
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should  be  carried  on  in  another  division 
of  the  hospital. 

The  Committee  congratulates  the  Ad- 
ministration in  its  interest  in  [buying  ad- 
ditional farm  lands,  and  Dr.  Lyon  is 
putting  into  effect  so  many  of  the  recom- 
mendations that  were  made  in  his  Annual 
Report  in  1946. 

The  Committee  feels  the  greatest  need 
in  our  Hospitals  today  is  for  Board  quali- 
fied doctors  in  psychiatry  from  the  top 
down.  We  congratulate  Dr.  Lyon  in 
seeking  a young  qualified  Assistant  Di- 
rector who  with  Dr.  Lyon’s  advice  and  as- 
sistance will  make  a career  out  of  ad- 
ministering the  State  Hospital  System, 
who  will  work  toward  approval  of  at  least 
one  of  the  Hospitals  by  the  American 
Medical  Association  as  a training  center 
for  psychiatrists,  and  who  will  have  suf- 
ficient training  and  experience  himself  in 
modern  psychiatry  to  attract  young  doc- 
tors into  the  Hospitals  for  training  and 
later  for  staff  positions. 

Respectfully  submitted, 

Spafford  Ackerly,  Louisville, 
Chairman 

George  H.  Wilson,  Lexington 
A.  M.  Lyon,  Frankfort 
William  K.  Keller,  Louisville 
C.  C.  Howard,  Glasgow 
Bruce  Underwood,  Louisville 

President  Houston:  We  will  now  have 
the  report  of  the  Committee  on  Obstetrics. 
Dr.  A.  J.  Whitehouse  of  Lexington.  His 
report  is  here  and  will  be  referred  to 
Committee  Number  4. 

Report  of  Advisory  Committee  on 
Obstetrics 

The  Advisory  Committee  on  Obstetrics 
has  no  formal  report.  It  does  not  have 
the  advice  to  give  for  which  it  was  ap- 
pointed. It  has  made  an  effort  to  set  up 
the  necessary  machinery  for  a beneficial 
review  of  maternal  and  neonatal  deaths 
in  Kentucky. 

It  is  hoped  that  the  efforts  of  the  suc- 
ceeding committee  will  be  more  fruitful 
than  the  efforts  of  this  committee. 

Respectfully  submitted, 

A.  J.  Whitehouse,  Lexington, 
Chairman 

Rudolph  F.  Vogt,  Louisville 
Coleman  J.  McDevitt,  Murray 

President  Houston:  The  report  of  the 

Committee  on  Pediatrics.  Dr.  J.  H.  Pritch- 
ett of  Louisville.  His  report  is  here  and 


will  be  referred  to  Reference  Committee 
Number  4. 

Report  of  Advisory  Committee  on 
Pediatrics 

The  work  done  by  this  committee  has 
been  along  the  lines  of  organization,  for- 
mation, coordination  and,  on  the  part  of 
the  writer,  procrastination. 

At  the  1949  meeting  at  Owensboro,  we 
materially  assisted  in  the  organization  of 
the  “Kentucky  Society  for  the  Advance- 
ment of  Pediatrics.”  Officers  were  elected 
and  later  Constitution  and  By-Laws  were 
drawn  up.  Some  40  or  50  members  have 
joined. 

At  a meeting  held  in  Louisville,  April, 
1950,  a fine  program  was  presented  be- 
fore a large  and  enthusiastic  audience. 
Every  Pediatrician  and  all  other  physi- 
cians interested  in  child  care  and  health 
who  are  not  now  members  are  invited  to 
join  us.  For  particulars,  contact  Dr. 
Cathryn  Handelman,  Secretary. 

This  new  society  will  do  a great  deal 
in  making  possible  better  health  and 
higher  standards  for  more  children,  espe- 
cially those  in  the  rural  areas  where  the 
need  is  greatest. 

It  has  been  well  said  by  Dr.  Allen  Mon- 
crieff,  Director  of  Child  Health  Institute, 
London,  England,  that  Education  is  the 
main  theme  of  all  child  problems,  health 
2s  well  as  otherwise. 

It  has  been  our  privilege  to  have  read 
the  1950  Report  of  the  Division  of  Ma- 
ternal and  Child  Health  of  Kentucky.  One 
is  conscious  of  the  tremendous  amount  of 
work  involved  and  the  fine  results  ob- 
tained. This  should  be  a challenge  to  all 
of  us,  because  in  a very  real  sense,  every 
physician,  whether  he  wills  it  or  not,  is 
his  brothers’  keeper  to  the  poor,  the  maim, 
the  halt  and  the  blind. 

The  second  phase  of  work  has  been  in 
behalf  of  the  Poliomyelitis  Planning  Com- 
mission. A meeting  was  held  June  19,  1950, 
of  the  Medical  Advisory  Committee  of  the 
Kentucky  Crippled  Children’s  Commis- 
sion to  which  Orthopedic  Surgeons  and 
Physicians  were  invited  to  attend.  A mo- 
tion was  made  and  passed  that  the  present 
director  of  Maternal  and  Child  Health, 
Kentucky  State  Board  of  Health,  be  ap- 
pointed part  time  medical  program  di- 
rector for  a period  of  one  year. 

The  last  and  most  important  part  of 
our  work  has  been  relative  to  the  Mid- 
Century  White  House  Conference.  In 
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January,  1950,  a committee,  state-wide  in 
character,  was  appointed  by  Governor 
Clements  representing  churches,  state  or- 
ganizations such  as  education,  public  as 
well  as  private,  welfare,  recreation,  labor, 
legal,  dental  and  medical  professions. 
Members  of  the  Advisory  Pediatric  group 
were  appointed  on  the  Governor’s  Com- 
mittee. 

The  White  House  Conference  move- 
ment, of  course,  is  national  in  character. 
The  scope  of  work  undertaken  by  this 
conference  deals  with  every  phase  of  in- 
fant, child  and  adolescent  life. 

Many  hours  have  been  spent  in  ma- 
terial studied,  plans  formulated  and 
ground  work  done  with  the  purpose  in 
view  of  presenting  final  reports  and  rec- 
ommendations. An  all  day  meeting  was 
held  August  24,  1950,  and  the  draft  of  the 
overall  report  was  presented  and  adopted. 

The  complete  report  covering  every 
phase  again  listed  such  as  religion,  educa- 
tion, welfare,  recreation  and  health  will 
be  presented  by  the  Kentucky  Delegates 
to  the  White  House  Conference  at  a final 
meeting  December,  1950,  at  Washington, 
D.  C. 

As  a final  word,  we  wish  to  take  this  op- 
portunity to  commend  Dr.  Handelman  and 
her  staff  in  handling  all  matters  pertain- 
ing to  their  division. 

Respectfully  submitted, 

James  H.  Pritchett,  Louisville, 

Chairman 

John  E.  Dunn,  Paducah 
J.  Gay  VanDermark,  Covington 
Cathryn  C.  Handelman,  Louisville 

President  Houston:  The  report  of  the 

Committee  on  Physical  Therapy.  Dr. 
Wood  of  Louisville. 

Dr.  Charles  F.  Wood,  Louisville:  Mr. 

Chairman,  Members  of  the  House  of  Dele- 
gates, a report  is  on  file.  I hate  to  take 
up  more  of  your  time,  but  some  rather 
important  matters  have  come  up  since  the 
report  was  sent  in.  Your  Committee  has 
been  asked  to  consider  legislation  to  be 
proposed  by  the  Kentucky  Association  of 
Registered  Physical  Therapists.  They 
wish  to  set  up  standards  for  license  cer- 
tificates of  reputable,  adequately  trained 
technicians  to  work  under  the  direction 
and  supervision  of  the  medical  profes- 
sion. Investigation  of  their  proposed  bill 
indicates  that  it  is  designed  for  the  pro- 
tection of  the  public,  to  improve  the  cali- 
ber of  services  rendered,  and  will  con- 
tinue the  desired  relationship  between 


the  members  of  the  medical  profession 
and  the  physical  therapists  licensed  by 
the  bill.  Further,  it  will  not  restrict  the 
practice  of  physicians  or  prevent  their 
using  their  own  personnel  for  physical 
therapy  if  they  so  desire.  Therefore,  the 
Committee  approves  the  proposed  legisla- 
tion in  principle  and  recommends  that 
the  physical  therapists  be  encouraged  to 
continue  their  efforts  along  these  lines, 
working  in  conjunction  with  and  under 
the  direction  of  the  medical  profession. 

President  Houston:  Thank  you,  Dr. 

Wood.  The  report  will  be  referred  to 
Reference  Committee  Number  4 for  study. 

Report  of  Advisory  Committee  on 
Physical  Therapy 

This  Committee  was  appointed  only  a 
few  months  ago  at  the  request  of  the 
Kentucky  Chapter  of  Registered  Physio- 
therapy Technicians.  They  desire  cooper- 
ation and  guidance  from  the  Society  to 
carry  out  their  practice  in  approved  ethi- 
cal manner,  and  in  close  harmony  and  co- 
operation with  our  profession. 

However,  since  this  Committee  has 
been  appointed  so  recently,  and  since  its 
members  are  scattered  over  the  state,  no 
meeting  has  yet  been  held.  It  is  planned 
to  have  a meeting  of  this  Committee  with 
representatives  of  the  Physical  Therapy 
Association  during  the  coming  meeting. 

Respectfully  submitted, 

Charles  F.  Wood,  Louisville, 
Chairman 

Owen  B.  Murphy,  Lexington 
Richard  T.  Hudson,  Louisville 
Robert  W.  Hahs,  Murray 
Paul  B.  Hall,  Paintsville 

President  Houston:  The  Committee 

on  Rural  Health.  Dr.  Miller  of  Morgan- 
town. 

Dr.  D.  G.  Miller,  Jr.,  Morgantown:  It 

is  on  file. 

President  Houston:  The  report  is  on 

file  and  will  be  referred  to  Reference 
Committee  Number  4. 

Report  of  Committee  on  Rural  Health 

Rural  Health  Committee  has  largely 
concerned  itself  with  the  number  of 
physicians  in  the  quality  of  medical  care 
in  rural  areas.  We  have  felt  that  the  most 
important  thing  is  to  locate  or  relocate 
young  physicians  in  needy  rural  areas, 
where  their  predecessors  have  died  or 
have  moved  away.  We  also  have  felt  that 
it  is  imperative  that  we  educate  the  rural 
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citizens  to  understand  that  there  is  not 
always  an  absolute  but  relative  shortage 
of  physicians.  The  most  important  effort 
in  this  line  was  to  talk  to  the  Citizens 
Health  Committee  in  March  of  this  year 
which  has  been  reprinted  by  the  Rural 
Health  Committee  of  the  American  Medi- 
cal Association  and  widely  circularized 
among  farm  groups.  The  second  most 
important  effort  is  working  with  Mr. 
Dixon  in  an  effort  to  be  sure  that  com- 
munities that  request  young  physicians 
have  an  actual  need  and  that  they  can  pro- 
vide adequate  living  facilities  as  well  as 
an  adequate  number  of  patients  to  em- 
ploy the  full  time  services  of  a physician. 

The  Committee  is  planning  and  work- 
ing out  a questionnaire  to  aid  in  survey- 
ing the  actual  need  in  Kentucky  and 
hopes  to  have  it  completed  by  the  time 
this  report  is  published. 

It  is  felt  that  in  many  instances  the 
Kentucky  State  Medical  Association  mem- 
bers could  prevent  a young  physician 
from  locating  in  a town  with  an  active 
chamber  of  commerce  or  other  public 
minded  citizens  who  insist  that  there  is 
need  for  a physician  when  actually  they 
will  not  support  him  in  such  a manner 
that  he  can  earn  a living.  The  services  of 
all  physicians  in  the  Kentucky  State 
Medical  Association  are  requested  in  this 
matter  so  that  when  a young  physician 
requests  information  about  a location  we 
will  be  able  to  advise  him  properly  and 
confidently  as  to  the  living  facilities,  the 
need  of  the  people  for  a physician  and 
their  willingness  to  patronize  a physician 
in  their  home  area. 

Respectfully  submitted, 

D.  G.  Miller,  Morgantown, 
Chairman 

A.  D.  Butterworth,  Murray 
Garnett  J.  Sweeney,  Liberty 

President  Houston:  The  Committee  on 
Syphilis  Control.  The  report  by  Dr. 
Charles  G.  Baker  of  Louisville.  His  re- 
port is  here  and  will  be  referred  to  Ref- 
erence Committee  Number  4 for  study. 

Report  of  Committee  on  Syphilis  Control 

I have  given  the  committee  report  on 
syphilis  control  considerable  thought.  To 
one  who  has  seen  the  ravages  produced 
by  this  insidious  disease  in  so  many  thou- 
sands of  persons  it  seems  most  remark- 
able that  there  is  now  so  little  to  report. 
Conversations  with  Dr.  Carey  Barrett 
previously  and  with  Dr.  Oscar' Bloch  to- 


day confirm  their  agreement  with  my  per- 
sonal impression. 

Syphilis  control  implies  the  finding  of 
cases  of  communicable  or  potentially  com- 
municable syphilis  together  with  the  ex- 
amination of  their  sexual  contacts  and  the 
application  of  prompt  effective  treatment 
for  all  such  cases.  My  present  informa- 
tion is  that  sufficient  clinical  material  can 
scarcely  be  found  for  teaching  purposes 
other  than  in  latent  and  late  syphilis 
which  present  relatively  little  syphilis 
control  problem. 

The  committee  on  syphilis  control 
would  urge  that  public  health  education 
with  respect  to  venereal  disease  be  con- 
tinued at  an  effective  level  as  a highly 
necessary  long  range  program.  Diagnos- 
tic and  treatment  facilities  must  be  avail- 
able generally  in  local  communities  and 
in  so  far  as  necessary  these  merit  main- 
tenance at  public  expense.  The  exten- 
sion of  the  above  control  measures  may 
be  especially  important  in  a period  of  na- 
tional crisis  with  the  accompanying  dis- 
location in  normal  occupation  trends  and 
living  habits.  Continued  vigilance  can  be 
richly  rewarded  in  this  matter  by  virtual- 
ly eliminating  another  disease  which  has 
produced  so  great  a tragedy  in  prevent- 
able human  suffering  and  untimely 
deaths. 

Respectfully  submitted, 

Charles  G.  Baker,  Louisville, 
Chairman 

Oscar  E.  Bloch,  Jr.,  Louisville 
C.  C.  Barrett,  Lexington 

President  Houston:  The  report  of  the 

Committee  on  Tuberculosis.  Dr.  John 
Floyd,  Outwood.  His  report  is  in  and  will 
be  filed  with  Reference  Committee  Num- 
ber 4 for  study. 

Report  of  Committee  on  Tuberculosis 

The  Committee  convened  at  Hazelwood 
Sanatorium  on  Sunday,  August  6,  1950,  at 
which  meeting,  in  addition  to  the  com- 
mittee members,  the  following  physicians 
attended  and  actively  participated  in  the 
discussions:  Dr.  R.  O.  Joplin,  Dr.  A.  G. 
Hofferkamp  and  Dr.  L.  E.  Smith,  repre- 
senting the  Kentucky  Tuberculosis  Asso- 
ciation. 

In  spite  of  the  continued  reduction  in 
the  death  rate  nationally,  Kentucky  lost 
1292  of  its  citizens  from  this  disease  in 
one  year,  therefore,  your  committee  is  of 
the  opinion  that  the  consideration  of 
tuberculosis  continues  to  be  the  No.  1 
health  problem  in  Kentucky. 


614 


The  Journal  of  the  Kentucky  State  Medical  Association  [Dec.,  1950 


It  is  important  that  the  medical  pro- 
fession of  Kentucky  take  cognizance  of 
the  fact  that  with  750  beds  which  are  being 
made  available  to  the  citizens  of  Ken- 
tucky (by  the  opening  of  the  six  district 
hospitals  now  in  process)  the  responsibil- 
ity of  prompt  recognition,  diagnosis,  re- 
porting and  hospitalization  of  all  cases  of 
tuberculosis  becomes  a paramount  duty 
of  every  practitioner  of  medicine  in  Ken- 
tucky. 

Quarantine:  On  a number  of  occasions, 

the  tuberculosis  committee  has  called  at- 
tention to  the  lack  of  laws  necessary  to 
isolate  incorrigible  tuberculosis  individu- 
als who  will  not  stay  at  home  and  try  to 
take  the  cure;  who  cannot  or  will  not  go 
to  a sanatorium  or  will  not  cooperate 
with  sanatorium  officials,  but  persist  in 
going  about  their  communities,  under  no 
control,  and  are  a constant  menace  to 
those  with  whom  they  come  in  contact. 
The  health  authorities  should  have  the 
power  to  direct  the  arrest  of  such  indivi- 
duals and  have  them  confined  in  a desig- 
nated place  of  isolation  until  considered 
safe  to  return  to  normal  life  in  the  com- 
munity. 

Routine  X-rays  of  All  Hospital  Admis- 
sions: It  is  recommended  once  again  that 
all  general  hospitals  institute  regulations 
demanding  the  routine  chest  X-rays  of  all 
admissions.  This  type  of  examination  is 
just  as  important  as  routine  Kahn’s  and 
other  type  of  laboratory  examinations  and 
certainly  offers  more  protection  to  the 
hospital  personnel  who  are  forced  to  care 
for  an  undiagnosed  case  of  an  infectious 
disease  of  this  type. 

Your  committee  reports  that  qualified 
medical  directors  have  already  been  em- 
ployed in  four  of  the  State  Sanatoria  and 
a sufficient  number  of  applications  are 
available  for  the  two  remaining  vacancies. 

Use  of  Streptomycin:  The  Committee 

wishes  to  issue  a most  insistent  warning 
against  the  indiscriminate  and  ill-advised 
use  of  streptomycin  and/or  other  anti- 
biotics. Streptomycin  has  become  a neces- 
sary adjuvant  in  the  surgical  treatment  of 
tuberculosis  and  should  be  used  con- 
comitantly with  surgical  procedures.  It 
is  considered  life-saving  when  used  under 
proper  indications  and  restrictions. 

The  use  of  streptomycin  in  many  cases 
causes  a permanent  streptomycin  resist- 
ant strain  of  the  bacterium  tuberculosis 
and  thereby  loses  its  future  effectiveness. 

Respectfully  submitted, 

John  B.  Floyd,  Outwood,  Chairman 
John  S.  Harter,  Louisville 
E.  J.  Murray,  Lexington 


E.  R.  Gernert,  Louisville 
L.  O.  Toomey,  Bowling  Green 

President  Houston:  We  will  now  have 
the  reports  of  the  other  Advisory  Com- 
mittees. The  first  is  the  Advisory  Com- 
mittee to  Woman’s  Auxiliary.  Dr.  Barr. 

Dr.  R.  Haynes  Barr:  A report  has  been 

made  and  is  on  file. 

President  Houston:  The  report  is  here 
and  will  be  filed  with  Committee  Number 
4 for  further  study. 

Report  of  Advisory  Committee  to 
Woman's  Auxiliary 

The  purpose  of  this  committee  is  that 
of  liaison  between  the  Kentucky  State 
Medical  Association  and  its  Woman’s  Aux- 
iliary, to  advise  the  Auxiliary  of  the 
policies  and  aims  of  the  State  Medical  As- 
sociation, and  to  assist  the  Auxiliary  in 
rendering  the  maximum  assistance  in  the 
achievements  of  these  missions.  This  com- 
mittee also  serves  to  clear  with  the  Coun- 
cil and  the  House  of  Delegates  any  un- 
usual plans  originating  with  the  Woman’s 
Auxiliary. 

From  the  foregoing  statements  it  will  be 
readily  seen  that  no  regular  meetings  of 
the  committee  are  necessary,  and  none 
were  held  during  the  past  year.  As  each 
problem  arose  members  of  the  committee 
were  contacted  personally,  or  over  the 
telephone,  decisions  made  and  the  Aux- 
iliary and  Council  advised. 

It  has  been  the  usual  policy  of  this  com- 
mittee, through  close  contact  with  the 
President  of  the  Woman’s  Auxiliary  to 
have  her  organization  work  directly  with 
the  appropriate  committee  of  the  State 
Medical  Association.  Thus  the  Auxiliary 
has  worked  directly  with  the  McDowell 
House  Committee,  with  the  Educational 
Committee,  with  the  Cancer  Committee 
and  the  Committee  for  Hospitals  and 
Nursing  Care. 

While  the  outstanding  work  of  the  Aux- 
iliary has  been  in  the  field  of  Public  Re- 
lations they  have  had  a very  successful 
year  and  have  accomplished  a great  deal 
in  widely  diversified  fields.  One  of  their 
outstanding  accomplishments  was  that  of 
arousing  state  wide  interest  among  school 
children  in  the  prevention  and  manage- 
ment of  tuberculosis.  This  was  done 
through  a widely  published  essay  con- 
test. 

Respectfully  submitted, 

R.  Haynes  Barr,  Owensboro, 
Chairman 

George  McClure,  Danville 
Bruce  Underwood,  Louisville 
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President  Houston:  Next,  the  report 

of  the  Advisory  Committee  for  the  United 
Mine  Workers  Health  and  Welfare  Fund. 
Dr.  Carl  Fortune.  His  report  is  here  and 
will  be  referred  to  Reference  Committee 
Number  4 for  study. 

Report  of  Advisory  Committee  for  the 
United  Mine  Workers  Health  and 
Welfare  Fund 

As  all  of  you  know,  the  United  Mine 
Workers  Health  and  Welfare  Department 
was  not  actively  operating  the  bulk  of 
this  year.  It  is  only  within  the  past  two 
months  that  patients  are  again  being  re- 
ferred for  examination.  Up  to  the  pres- 
ent time,  no  complaints  have  been  regis- 
tered with  the  Chairman  and  it  has  not 
seemed  necessary  to  call  a meeting  of  the 
Committee.  The  Medical  Directors  of  the 
various  districts  have  conferred  with  the 
various  members  of  the  Committee  and 
also  with  local  medical  societies  explain- 
ing the  working  of  the  plan.  Various  de- 
tails of  a technical  nature  are  being  work- 
ed out  and  it  is  believed  that  the  program 
has  been  administered  fairly. 

Respectfully  submitted, 

Carl  H.  Fortune,  Lexington, 
Chairman 

J.  Murray  Kinsman,  Louisville 
A.  Flint  Finley,  Madisonville 
Robert  S.  Howard,  Harlan 
C.  D.  Snyder,  Hazard. 

President  Houston:  The  reports  of 

other  Convention  Committees.  First,  the 
Committee  on  Technical  Exhibits.  Dr. 
Carlisle  R.  Petty,  Louisville.  His  report 
is  here  and  will  be  referred  to  Reference 
Committee  Number  4 for  study. 

Report  of  Committee  on  Technical 
Exhibits 

The  Technical  Exhibits  Committee 
takes  both  pleasure  and  pride  in  its  re- 
port. 

At  the  outset,  we  should  like  to 
acknowledge  that  without  the  able  and 
wise  planning  of  Mr.  Joseph  P.  Sanford 
our  report  could  have  been  otherwise.  It 
was  he  who  had  drawn  up  the  floor  plans 
for  the  exhibition  hall,  and  over  his  desk 
went  all  of  the  correspondence  relative  to 
assignment  of  space  to  our  exhibitors. 

There  were  instances  in  which  the 
Technical  Exhibits  Committee  offered 
suggestions.  These  were  discussed  with 
Mr.  Sanford,  who  always  came  up  with 
the  right  answer. 

The  last  Louisville  meeting  of  the  Ken- 


tucky State  Medical  Association  was  held 
in  the  Brown  Hotel  in  1947.  At  that  time 
28  spaces  were  sold  for  a total  of  $3,150. 
This  amount  lacked  $1,293.20  of  paying  for 
the  1947  meeting.  At  this  meeting  we 
have  55  exhibitors  who  have  contracted 
to  pay  a total  of  $7500. 

We  are  deeply  grateful  to  the  fifty-five 
technical  exhibitors  who  are  actually  fi- 
nancing our  meeting  and  trust  that  each 
Kentucky  physician  will  show  his  appre- 
ciation by  visiting  each  booth  and  regis- 
tering. In  this  way  our  exhibitors  will 
be  encouraged  to  come  back  year  after 
year. 

Respectfully  submitted, 

Carlisle  R.  Petty,  Louisville, 
Chairman 

J.  Spalding  Abell,  Louisville 
Clyde  H.  Foshee,  Louisville 
E.  L.  Shiflett,  Louisville 
Lillian  H.  South,  Louisville 

President  Houston:  The  report  of  the 

Committee  on  Scientific  Exhibits,  Dr. 
Charles  F.  Wood  of  Louisville. 

Dr.  Charles  F.  Wood:  The  report  is  on 

file. 

President  Houston:  The  report  is  on 

file  and  will  be  referred  to  Reference 
Committee  Number  4 for  study. 

Report  of  Committee  on  Scientific 
Exhibits 

Your  Committee  has  arranged  for  a 
number  of  outstanding  scientific  exhibits 
to  be  presented  by  members  of  the  So- 
ciety at  the  Annual  Meeting  for  this  year. 
Adequate  space  in  a desirable  location  has 
been  obtained,  and  it  is  hoped  that  the 
exhibits  will  be  reviewed  and  studied  by 
all  members  attending  the  meeting. 

If  the  Council  approves,  it  is  suggested 
that  the  exhibits  be  judged  for  interest 
and  scientific  value  by  the  visiting  speak- 
ers of  the  Meeting,  and  that  a prize  be 
awarded  for  the  best  exhibit.  It  is  fur- 
ther suggested  that,  to  stimulate  interest 
in  the  exhibit  by  the  members,  that  the 
members  judge  the  exhibits  and  that  a 
prize  be  awarded  to  the  member  who 
judges  the  exhibits  most  nearly  in  accord- 
ance with  the  visiting  speakers. 

Respectfully  submitted, 

Charles  F.  Wood,  Louisville, 
Chairman 

David  W.  Barrow,  Lexington 
Harold  Gordon,  Louisville 
E.  L.  Pirkey,  Louisville 
Rankin  Blount,  Lexington. 
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President  Houston:  The  report  of  the 

Rural  Scholarship  Fund.  Dr.  C.  C. 
Howard. 

Dr.  C.  C.  Howard:  The  report  is  on 

file. 

President  Houston:  The  report  is  here 

and  will  be  referred  to  Committee  Num- 
ber 4. 

Report  of  the  Rural  Scholarship  Fund 

I beg  to  make  the  following  report  in 
regard  to  the  Rural  Scholarship  Fund. 
This  fund  has  been  in  operation  now  long 
enough  to  establish  a fairly  definite 
policy.  It  is  composed  of  doctors  and  a 
layman,  as  you  well  know,  spending  the 
money  donated  by  both  the  doctors  and 
the  layman.  It  is  beginning  to  bear  fruit. 
We  now  have  located  in  Kentucky  five 
(5)  doctors  at  the  following  places:  Cor- 
bin, Delphia,  Earlington,  Leitchfield  and 
Wickliffe.  We  have  eight  (8)  interning, 
and  thirty-two  (32)  in  school.  We  are 
setting  up  a policy  to  be  more  careful  in 
selecting  these  boys  to  make  good  rural 
doctors.  We  feel  like  this  has  been  a 
worthwhile  program  to  the  public,  medi- 
cal profession,  and  the  medical  school. 

Respectfully  submitted, 

C.  C.  Howard,  Glasgow,  Chairman 
Bruce  Underwood,  Louisville 
R.  Haynes  Barr,  Owensboro 
Mr.  Tarleton  Collier,  Louisville 
Mr.  Paul  W.  Grubbs,  Louisville 
Hugh  L.  Houston,  Murray 
J.  Murray  Kinsman,  Louisville 
Mr.  Clarence  Miller,  Shelbyville 
John  Walker  Moore,  Louisville 
Carl  Norfleet,  Somerset 
Mrs.  Charles  Shelton,  Louisville 
G.  L.  Simpson,  Greenville 
Charles  B.  Stacy,  Pineville 
Sen.  Cass  Walden,  Edmonton 
Mr.  H.  F.  Willkie,  Louisville 

President  Houston:  We  will  now  have 
the  report  of  the  Medical  Research  Com- 
mission. Dr.  C.  C.  Howard. 

Dr.  C.  C.  Howard:  The  report  is  on 

file. 

President  Houston:  His  report  is  here 

and  will  be  referred  to  Committee  Num- 
ber 4 for  study. 

Report  of  the  Medical  Research 
Commission 

I beg  to  report  to  the  Society  the  oper- 
ation and  the  status  of  the  Medical  Re- 
search Fund  of  Kentucky.  As  you  well 
know,  this  fund  was  set  up  by  the  Legis- 


lature of  Kentucky  as  Medical  Research 
and  was  secondary  to  assist  the  Medical 
School  at  Louisville.  It  is  serving  its  pur- 
pose very  well  indeed.  Medical  Research 
at  the  School  has  improved  70%  since  this 
fund  went  into  effect.  It  is  now  on  the 
par  with  any  any  school  in  the  South.  I 
recommend  all  doctors  to  visit  the  Re- 
search Department  both  at  the  School  and 
the  General  Hospital.  The  School  has 
been  able  to  admit  many  more  Kentucky 
boys  to  study  medicine.  We  feel  like  the 
program  has  been  of  great  benefit  to  the 
public  at  large. 

Respectfully  submitted, 

C.  C.  Howard,  Glasgow,  Chairman 

J.  Murray  Kinsman,  Louisville 

Guy  Aud,  Louisville 

Dr.  John  Taylor,  Louisville 

Mr.  E.  H.  Hackney,  London 

B.  B.  Baughman,  Frankfort 

Hugh  L.  Houston,  Murray 

President  Houston:  Next  is  the  report 

of  the  Woman’s  Auxiliary,  Mrs.  E.  W. 
Jackson,  Paducah.  Is  Mrs.  Jackson  in  the 
house? 

No  response. 

President  Houston:  Her  report  is  here 

and  will  be  referred  to  Reference  Com- 
mittee Number  4 for  study. 

Report  of  the  President  of  the 
Woman's  Auxiliary 

“Our  Year  of  Objectives” 

This  twenty-eighth  year  of  the  Woman’s 
Auxiliary  to  the  Kentucky  State  Medical 
Association  was  known  as  “Our  Year  of 
Objectives.”  Now  that  twelve  months 
have  elapsed  we  should  rightfully  call 
this  year  “Oneness  of  Purpose”  because 
all  members  have  made  this  twenty-eighth 
year  one  of  distinction. 

This  year  the  President  is  giving  a re- 
port for  the  entire  state.  Detailed  reports 
have  been  compiled  in  a Summary  which 
has  been  given  to  all  State  Officers  and 
County  Presidents.  The  combining  of 
these  reports  will  give  us  more  time  for 
our  convention.  The  first  part  of  this  re- 
port will  relate  the  activities  of  the  Presi- 
dent. The  second  part  will  be  a summary 
of  the  entire  State. 

When  I became  President  last  fall  four 
objectives  were  presented  to  the  board, 
namely: 

I.  Community  Projects  which  would 
better  our  relations  with  the  public. 

II.  A better  system  of  records. 
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III.  A News  Letter. 

IV.  Education  of  the  public  about  the 
evils  of  Compulsory  Health  Insurance. 

The  Woman’s  Auxiliary  raised  $1,600  in 
order  to  buy  a Suburban  Plymouth  Sta- 
tion Wagon  for  the  American  Cancer  So- 
ciety of  Kentucky.  Over  1,000  letters  were 
mailed  to  doctors’  wives  in  our  State. 
Some  responded  and  others  did  not.  But 
through  the  determined  efforts  of  many 
members,  we  raised  the  money  in  three 
months.  The  car  was  dedicated  and  pre- 
sented to  the  American  Cancer  Society 
of  Kentucky  on  June  15,  1950,  in  Paducah, 
Kentucky. 

The  Tuberculosis  contest  sponsored  by 
the  State  Auxiliary  was  equally  as  suc- 
cessful as  our  Cancer  Project.  The  Aux- 
iliary gave  as  prizes  two  War  Bonds  to 
the  Junior  High  Students  winning  first 
and  second  prize.  Thirteen  Auxiliaries 
conducted  a contest  on  a County  level  and 
also  gave  prizes.  Over  1200  essays  were 
written  by  our  children  on  various  topics 
of  T.  B. 

We  decided  last  fall  to  have  a News  Let- 
ter which  was  named  “The  Blue  Grass 
News.”  This  was  edited  and  mimeo- 
graphed by  the  President  and  was  deliv- 
ered four  times  to  the  State  Officers  and 
County  Presidents.  Seventy-five  copies 
were  mailed  each  time.  Now  through  the 
kindness  of  the  Kentucky  State  Medical, 
the  “Blue  Grass  News”  is  multigraphed 
by  the  State  Medical  Association,  and 
every  paid  member  of  the  Auxiliary  re- 
ceives a copy.  This  will  greatly  facili- 
tate the  activities  of  the  Auxiliary. 

As  President,  I sent  form  resolutions  to 
County  Auxiliary  Presidents  urging  them 
to  get  as  many  resolutions  against  Com- 
pulsory Health  Insurance  as  possible. 
Through  the  combined  efforts  of  all,  the 
Kentucky  Council  of  Parents  and  Teach- 
ers did  pass  a resolution  against  Compul- 
sory Health  Insurance. 

The  records  of  the  Auxiliary  are  in 
good  shape.  Each  state  officer  and  county 
president  was  given  an  accurate  mailing 
list  of  State  Officers,  Chairmen,  and 
Councilors.  County  Auxiliary  Presidents 
along  with  county  chairmen  were  also  in- 
cluded. This  proved  to  be  of  great  help 
to  State  Officers. 

It  is  difficult  to  estimate  the  number  of 
letters  mailed,  yet  1600  letters  are  knowrn 
to  have  been  mailed  from  the  office  of 
the  President. 

My  traveling  was  quite  extensive.  After 
the  convention  last  fall,  I attended  meet- 


ings in  the  following  cities,  namely: 

Chicago,  Illinois,  to  attend  the  National 
Conference. 

Louisville,  Kentucky,  for  the  Fall  Board 
meeting. 

Cincinnati,  Ohio,  for  the  Southern  Med- 
ical Association. 

Danville,  Kentucky,  where  we  were 
able  to  organize  an  Auxiliary.  Louisville, 
Kentucky,  for  the  joint  McDowell  Me- 
morial meeting.  Danville,  Kentucky,  for 
the  Spring  Board  Meeting.  Louisville, 
Kentucky,  to  plan  the  convention  now  in 
progress,  and  San  Francisco,  California, 
for  the  National  meeting  of  the  American 
Medical  Association.  Five  County  Aux- 
iliary meetings  were  attended.  My  only 
regret  is  that  I was  unable  to  accept  all 
the  invitations  received  due  to  the  high 
water  in  Paducah  and  the  many  demands 
of  my  office. 

We  have  a membership  of  750  mem- 
bers. Thirty-one  members  at  large.  Four 
new  Auxiliaries.  Also  a gain  of  100  mem- 
bers. 

State  Chairmen  in  most  cases  cooper- 
ated magnificently,  and  I am  profoundly 
grateful  to  them.  The  detailed  reports  of 
these  chairmen  will  be  found  in  the  Sum- 
mary. Most  of  the  chairmen  endeavored 
to  carry  out  the  policies  of  the  National 
organization  as  well  as  the  policies  of  our 
State  Organization. 

Our  County  Auxiliary,  as  you  will  note 
in  the  detailed  report,  had  planned  meet- 
ings, and  definite  objectives.  These  Aux- 
iliaries did  much  to  help  fight  Compul- 
sory Health  Insurance.  Efforts  were  made 
to  stem  the  flow  of  Communism  in  our 
Country  by  placing  the  book  “The  Road 
Ahead”  in  schools  and  libraries. 

The  community  work  of  the  County 
Auxiliaries  was  varied  and  interesting. 
Many  helped  the  Crippled  Children’s 
Clinic,  the  Eye,  Dental,  Cancer,  and  T.  B. 
clinics,  while  other  secured  donors  for  the 
Blood  Banks. 

As  a State  we  secured  230  credits  for 
subscriptions  to  “Today’s  Health.”  Muh- 
lenberg County  Auxiliary  secured  113  of 
these  credits  and  received  a National  prize 
of  $15.00  for  this  outstanding  record. 

We  secured  61  subscriptions  to  “The 
Bulletin”  which  is  the  official  publication 
of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association. 

It  is  impossible  to  mention  all  that  was 
accomplished  in  this  report  but  the  com- 
plete Summary  of  Reports  is  a tribute  to 
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every  member  of  our  Kentucky  Aux- 
iliary. 

This  has  been  a year  of  progress.  We 
accomplished  what  we  had  planned  to  do. 
Without  the  loyalty  and  perseverance  of 
all  the  record  would  not  appear  as  it  does 
today.  Unfinished  tasks  remain,  new 
plans  must  be  undertaken,  we  must  con- 
tinue to  think  FORWARD.  To  our  in- 
coming President,  we  must  also  pledge 
our  untiring  efforts. 

Now  as  my  last  request  to  the  Aux- 
iliary: Do  not  grow  weary  of  the  struggles 
of  this  uncertain  world.  To  grow  weary 
is  to  be  defeated.  The  Welfare  State 
threatening  our  Freedom  must  be  defeat- 
ed. Only  as  we  register  and  vote — only 
as  this  struggle  for  freedom  becomes 
“YOUR”  struggle  will  Freedom  be  pre- 
served. This  great  heritage  of  ours  can 
be  lost  with  tragic  ease.  In  the  words  of 
Tom  Paine:  “Those  who  expect  to  reap 
the  blessings  of  freedom  must  bear  the 
fatigues  of  supporting  it.” 

Respectfully  submitted, 

Eleanor  Jackson  (Mrs.  E.  W.  Jackson), 
Paducah,  President 
President  Houston:  Next,  the  report 

of  the  Board  of  Directors  of  the  Kentucky 
Physicians  Mutual,  Incorporated.  Dr. 
Oscar  O.  Miller  of  Louisville. 

Dr.  W.  Vinson  Pierce,  Covington:  I 

would  like  to  make  the  following  state- 
ment. The  Committee  report  is  on  file, 
but  at  the  meeting  this  afternoon,  the 
following  supplementary  report  was 
recommended.  There  on  page  4,  be- 
ginning with  the  third  line,  delete  item 
number  2 in  its  entirety,  ending  with  the 
words,  “without  undue  sacrifice  on  the 
part  of  the  profession.” 

President  Houston:  The  report  will 

be  referred  to  Committee  Number  4 for 
study,  and  they  will  report  back  to  the 
House  of  Delegates  on  Wednesday. 

Report  of  Board  of  Directors  of  Kentucky 
Physicians  Mutual,  Inc. 

The  Board  of  Directors  of  Kentucky 
Physicians  Mutual,  Inc.,  has  the  honor  to 
report  to  the  House  of  Delegates  that  the 
affairs  of  the  Corporation  have  pro- 
gressed satisfactorily  during  the  year.  An 
excellent  actuarial  experience  has  been 
enjoyed. 

Sales  of  Contracts: 

Blue  Shield  Contracts  are  at  present 
available  to  the  people  of  44  counties. 
16,687  contracts  are  now  in  force  covering 


43,386  participants.  A total  of  18,614  con- 
tracts covering  48,396  participants  have 
been  sold.  There  have  been  1,927  can- 
cellations, mostly  due  to  employees  leav- 
ing enrolled  groups  and  not  keeping  up 
payments  following  separation. 

Financial  Condition: 

The  excellent  financial  condition  of  the 
corporation  is  shown  in  the  attached  fi- 
nanc'al  statement  which  is  part  of  this 
report. 

$15,000  of  the  $25,000  advanced  to  Ken- 
tucky Physicians  Mutual,  Inc.,  by  the 
Kentucky  State  Medical  Association  has 
been  repaid.  This  payment  has  been  made 
in  the  last  few  days  and  is  not  reflected 
in  the  financial  statement. 

Participating  Physicians: 

The  Board  of  Directors  continues  to  be- 
lieve that  the  signature  of  51%  or  more 
of  the  practicing  physicians  in  a county 
should  be  a prerequisite  to  the  sale  of 
contracts  in  the  county. 

The  Council  discussed  the  matter  in  the 
December  29th  meeting  and  recommend- 
ed discontinuance  of  this  requirement  and 
advised  immediate  sale  of  the  contracts 
on  a state-wide  basis. 

The  Executive  Committee  of  the  Board 
of  Directors  gave  full  consideration  to  the 
recommendation  of  the  Council  and  asked 
that  the  Council  reconsider  the  matter  for 
the  following  reasons: 

1.  The  use  of  participating  physicians  is 
important  to  the  successful  operation  of 
the  plan  since  this  participation  assures 
the  cooperation  and  the  support  of  the 
doctors  in  each  county  where  the  con- 
tracts are  sold  and  also  the  participating 
physician  feels  that  it  is  his  plan  and 
tends  to  do  all  he  can  to  make  it  work. 

2.  Their  use  is  important  in  the  sale  of 
the  contracts  since  it  assures  business 
management  that  the  doctors  are  backing 
the  plan  and  in  the  event  of  a financial 
emergency,  they  have  agreed  to  absorb 
whatever  deficit  there  may  be  in  any 
given  month  without  assessing  the  con- 
tract holders. 

3.  Their  use  stimulates  sales  since  the 
financial  soundness  of  the  company  is  as- 
sured. 

At  the  next  meeting  of  the  Council,  it 
was  decided  to  abide  by  the  opinion  of  the 
Board  of  Directors  of  Kentucky  Physi- 
cians Mutual,  Inc.,  on  the  matter. 

Participating  physicians  agreements 
have  been  forwarded  to  county  medical 
societies  when  local  interest  in  the  plan 
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has  been  manifested  by  eligible  groups. 
The  agreements  have  (been  sent  to  72 
counties.  Signed  agreements  in  sufficient 
number  have  been  received  from  44  coun- 
ties. These  are: 


Anderson 

Bath 

Bell 

Boyle 

Butler 

Caldwell 

Calloway 

Campbell 

Casey 

Christian 

Daviess 

Fayette 

Franklin 

Fulton 

Garrard 

Hardin 

Harlan 

Henderson 

Henry 

Hickman 

Hopkins 

Jefferson 


Johnson 

Kenton 

Knox 

Laurel 

Logan 

Lyon 

Madison 

Marshall 

Mason 

Meade 

Mercer 

Muhlenberg 

McCracken 

McCreary 

Nelson 

Nicholas 

Oldham 

Pulaski 

Scott 

Shelby 

Warren 

Washington 


Signed  agreements  have  not  been  re- 
ceived from  28  counties.  Some  of  these 
counties  have  had  them  for  only  a short 
time,  others  have  had  them  for  several 
months  without  action.  These  counties 
are: 


Allen 

Barren 

Bourbon 

Carroll 

Clark 

Clay 

Crittenden 

Edmonson 

Floyd 

Graves 

Harrison 

Knott 

Leslie 

Letcher 


Livingston 

Marion 

McLean 

Metcalfe 

Ohio 

Perry 

Pike 

Rowan 

Simpson 

Taylor 

Union 

Webster 

Whitley 

Woodford 


The  following  counties  have  not  as  yet 
been  contacted: 


Adair 

Ballard 

Boone 

Boyd 

Bracken 

Breathitt 

Breckinridge 

Bullitt 

Carlisle 

Carter 


Larue 

Lawrence 

Lee 

Lewis 

Lincoln 

Magoffin 

Martin 

Menifee 

Monroe 

Montgomery 


Clinton 

Morgan 

Cumberland 

Owen 

Elliott 

Owsley 

Estill 

Pendleton 

Fleming 

Powell 

Gallatin 

Robertson 

Grant 

Rockcastle 

Grayson 

Russell 

Green 

Spencer 

Greenup 

Todd 

Hancock 

Trigg 

Hart 

Trimble 

Jackson 

Wayne 

Jessamine 

Wolfe 

A new  system  of  obtaining  signatures 
of  participating  physicians  is  now  being 
tried.  Instead  of  sending  blanks  to  the 
Secretary  of  the  County  Society,  they  are 
being  mailed  individually  with  a return 
envelope.  Results  have  been  promising 
and  it  is  hoped  that  action  will  be  speed- 
ed. It  is  planned  to  contact  all  of  these 
counties  in  the  month  of  October,  1950. 

Schedule  of  Indemnities: 

When  the  original  Schedule  of  In- 
demnities was  established  it  specifically 
covered  only  the  services  most  frequent- 
ly rendered  to  subscribers.  It  became  ap- 
parent shortly  after  the  beginning  pay- 
ment of  claims  that  the  Schedule  should 
be  broadened  to  cover  the  more  unusual 
services.  This  was  done  following  numer- 
ous conferences  and  was  adopted  (by  the 
Executive  Committee  on  July  13.  The 
Schedule  was  published  in  the  Septem- 
ber issue  of  the  Journal. 

Recommendations  : 

1.  Physician  Cooperation.  The  active 
cooperation  of  all  practicing  physicians  is 
craved  by  the  Board.  Only  through  their 
cooperation  can  the  plan  reach  its  maxi- 
mum usefulness  to  the  people  and  to  the 
profession. 

(Reporter’s  Note:  The  following  is 

the  paragraph  referred  to  above,  recom- 
mended for  deletion.) 

2.  Service  Contract.  Although  much 
can  be  gained  by  a cash  indemnity  plan, 
there  is  great  need  for  a service  contract 
for  low  income  groups.  Many  states  who 
began  with  indemnity  contracts  have 
changed  to  the  service  plan  whereby 
members  of  low  income  groups  are  as- 
sured that  the  physician  who  renders  the 
service  will  accept  the  indemnity  in  full 
payment  for  the  service.  These  contracts 
are  much  more  attractive  to  the  purchaser 
and  physicians  find  that  they  usually 
benefit  in  the  long  run  by  100  percent  col- 
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lections  from  the  covered  group. 

We  recommend  further  thought  along 
this  line  toward  the  end  that  the  Kentucky 
Blue  Shield  Plan  may  more  fully  meet 
the  needs  of  the  people  in  the  low  income 
group  without  undue  sacrifice  on  the  part 
of  the  profession. 

Vacancies  on  Board  of  Directors: 

Seventy-five  percent  of  the  vacancies 
on  the  Board  of  Directors  must  be  filled 
from  a list  submitted  by  the  House  of 
Delegates  of  Kentucky  State  Medical  As- 
sociation. The  list  must  contain  50% 
more  names  than  the  number  of  vacancies 
to  bo  filled.  Since  the  terms  of  J.  Vernon 
Pace,  Paducah;  Clyde  Sparks,  Ashland; 
John  Archer,  Prestonburg;  David  M.  Cox, 
Louisville;  W.  Mountjoy  Savage,  Mays- 
ville;  R.  W.  Robertson,  Paducah,  and 
Oscar  O.  Miller,  Louisville,  will  expire  at 
the  time  of  the  Annual  Members  Meeting 
(which  is  held  within  30  days  after  the 
Annual  Board  of  Directors  meeting),  it  is 
requested  that  the  names  of  11  physicians 
be  selected  by  the  House  of  Delegates  and 
submitted  to  the  members  of  the  Ken- 
tucky Physicians  Mutual.  Inc.,  for  consid- 
eration. 

Respectfully  submitted, 

Oscar  O.  Miller,  Louisville, 
President 

R.  W.  Robertson,  Paducah 
E.  S.  Dunham,  Edmonton 


Officers: 

Oscar  O.  Miller,  Louisville,  President 

B.  B.  Baughman,  Frankfort,  Vice-Presi- 
dent 

Bruce  Underwood,  Louisville,  Secretary- 
Treasurer 

Raymond  F.  Dixon,  Louisville,  Assistant 
Secretary-Treasurer 

Members: 

J.  Vernon  Pace,  Paducah 
Clyde  Sparks,  Ashland 
John  Archer,  Prestonburg 
Congressman  Jas.  S.  Golden,  Washing- 
ton, D.  C. 

Mr.  B.  L.  Trevathan,  Benton 
David  M.  Cox,  Louisville 
W.  Mountjoy  Savage,  Maysville 
R.  Haynes  Barr,  Owensboro 
W.  H.  Barnard,  Elizabethtown 
T.  O.  Meredith,  Harrodsburg 
F.  L.  Duncan,  Monticello 
Richard  J.  Rust,  Newport 
Clark  Bailey,  Harlan 
Mr.  S.  A.  Ruskjer,  Louisville 
Mr.  J.  P.  Sanford,  Louisville 
J.  G.  Samuels,  Hickman 
J.  B.  Lukins,  Louisville 
A.  L.  Cooper,  Somerset 
E.  C.  Yates,  Lexington 

C.  B.  Stacy,  Pineville 
W.  V.  Pierce,  Covington 

Mr.  R.  A.  Dean,  Sr.,  Louisville 


KENTUCKY  PHYSICIANS  MUTUAL,  INCORPORATED 
STATEMENT  OF  FINANCIAL  CONDITION  AS  OF  AUGUST  31,  1950 


ASSETS 

Cash — in  Banks  134,090.99 

Accounts  Receivable 

Dues  in  Process  of  Collection  7,093.07 


Total  Assets  

LIABILITIES 

Accounts  Payable 

Community  Hospital  Service,  Inc 3,701.14 

Unreported  and  Unpaid  Claims  (Estimated)  ....  35,000.00 


$141,184.66 


38,701.14 


Deferred  Income 

Unearned  Premiums  . 
Dues  Paid  in  Advance 


24,702.50 

3,128.25  27,830.75 


Total  Liabilities 

Surplus  and  Reserves 
Contributed  Surplus 
Reserves  


66,531.89 

25,103.57 

49,549.20  74,652.77 


Total  Liabilities,  Surplus  and  Reserves 


$141,184.66 
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KENTUCKY  PHYSICIANS  MUTUAL, 
INCORPORATED 

STATEMENT  OF  INCOME  AND  EXPENSES 


Month  of 
August 

Year  to 
Date 

Income 

Earned  Premiums 

Cos!  of  Surgical 

and 

29,304.36 

155.722.17 

Medical  Benefits 

Excess  of  Income 
Cost  of  Surgical 

over 

and 

19,467.50 

98,282.50 

Medical  Benefits 

9,836.86 

57,439.67 

Operating  Expenses 

Contract  Percentages . . . 
Net  Income  from  Op- 

3,701.14 

19,667.71 

erations  

6,135.72 

37,771.96 

Other  Deduction 

Legal  Expenses  . 

.00 

1,042.59 

Convention  Expenses  . . 
Total  Other  Deduc- 

64.86 

443.37 

tions 

64.86 

1,485.96 

Net  Income  . . . 

6,070.86 

36,286.00 

President  Houston:  Next  we  will  have 

the  report  of  Conference  of  Presidents 
and  Other  Medical  Society  Officers.  H.  V. 
Johnson’s  report  is  here,  and  will  (be  re- 
ferred to  Committee  Number  4. 

Report  of  Conference  of  Presidents  and 
Other  Medical  Society  Officers 

I was  unable  to  attend  the  1950  Con- 
ference held  in  San  Francisco,  Sunday 
before  the  A.  M.  A.  Meeting,  and  I regret 
I have  no  report  to  make. 

Respectfully  submitted, 

H.  V.  Johnson,  Georgetown 
K.  S.  M.  A.  Representative 

President  Houston:  I think  Dr.  Clark 

Bailey  wants  to  say  something. 

Dr.  Clark  Bailey:  I have  an  apology 

to  make.  I never  get  on  my  feet  but  what 
I get  excited,  and  I was  asked  to  read  the 
report  of  the  House  of  Delegates  to  the 
American  Medical  Association,  and  it  was 
my  intention  to  ask  the  other  two  dele- 
gates for  supplemental  reports.  I didn’t 
mean  to  ignore  them,  and  I do  feel  that 
the  business  of  the  American  Medical  As- 
sociation is  a very  important  business,  and 
we  should  ask  these  other  two  delegates 
for  their  supplemental  reports,  because  it 
makes  us  closer  to  the  A.  M.  A.,  and  it 
will  certainly  be  valuable. 


President  Houston:  Thank  you,  Dr. 

Bailey.  We  are  now  down  to  the  new 
business  of  the  session.  Dr.  Underwood, 
do  you  have  any  announcements? 

Dr.  Bruce  Underwood:  Mr.  President 

and  House  of  Delegates,  I have  a resolu- 
tion from  Dr.  Charles  M.  Francis  and  also 
from  Dr.  Arthur  D.  Donnelly,  Jr.  Both  of 
them  are  similar,  ‘both  from  Bowling 
Green,  both  of  them  resolutions  adopted 
by  the  Kentucky  Veteran  Physicians  As- 
sociation. This  resolution  was  sent  to  me. 
I had  copies  made.  I would  suggest  that 
if  either  of  these  gentlemen  are  here  that 
they  introduce  it  themselves. 

President  Houston:  Is  either  of  these 

gentlemen  here?  Dr.  Donnelly?  Would 
you  care  to  come  forward  and  make  a 
few  statements  on  this  resolution?  Dr. 
Arthur  D.  Donnelly,  of  Bowling  Green. 

Dr.  Arthur  D.  Donnelly,  Bowling 
Green:  I think  most  of  the  veterans  are 

aware  of  the  fact  that  such  a resolution 
has  been  adopted  by  the  newly  formed 
Kentucky  Veteran  Physicians  Associa- 
tion. It  is  not  the  purpose  of  this  resolu- 
tion to  get  out  of  anything  at  all.  It’s 
simply  a means  of  a fair  procurement  of 
medical  officers  for  the  Armed  Services. 
There  is  a pretty  self-explanatory  paper 
here.  Will  everyone  have  a chance  to 
read  this? 

President  Houston:  It  will  be  before 

the  Reference  Committee.  They  will 
have  a chance  to  discuss  it  and  it  will  be 
referred  back  to  us,  and  we  will  have  a 
chance  to  discuss  it  before  the  House,  if 
it  is  so  desired. 

Dr.  Arthur  D.  Donnelly:  Then,  if  there 
is  anything  they  would  like  to  know — 

President  Houston:  (Interposing). 

You  have  the  resolution  there  in  a few 
words?  Please  read  it. 

Dr.  Arthur  D.  Donnelly:  I will  be  glad 
to  read  it.  First  of  all,  recently  there  was 
an  organization  formed,  or  rather,  an  as- 
sociation formed  called  the  Kentucky  Vet- 
eran Physicians  Association.  Unfortu- 
nately, I didn’t  have  a chance  to  attend 
the  meeting  at  which  the  officers  were 
elected,  but  a resolution  was  adopted,  and 
it  was  suggested  that  this  resolution  be 
brought  before  the  delegates  so  that  it 
might  be  adopted  by  the  Kentucky  State 
Medical  Association.  It  reads  as  follows: 

Resolution  Adopted  By  Kentucky 
Veteran  Physicians  Association 

Whereas  we  of  the  medical  profession 
recognize  that  in  event  of  a great  mobili- 
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zation  of  our  manpower  and  resources,  it 
may  be  necessary  that  we  be  called  on 
and  be  privileged  to  again  serve  in  the 
manner  traditional  with  us:  whereas, 

previous  mobilization  of  physicians  has 
never  been  done  without  waste,  unneces- 
sary dislocation  and  dissatisfaction  to  all 
concerned,  we  would  like  to  respectfully 
submit  the  following  plan  of  action  to  ex- 
pedite the  flow  of  medical  men  into  serv- 
ice and  to  clarify  the  position  of  each  in- 
dividual in  respect  to  his  duty  to  our 
country  in  a just  and  impartial  way. 

First,  we  adjudge  that  each  of  us  owes 
a bounden  duty  to  iiis  country  and  to  hu- 
manity and  that  tne  majority  will  readily 
meet,  and  to  which  the  minority  muse 
rise. 

Second,  we  strongly  feel  that  any  physi- 
cian who  is  engaged  in  the  active  ana  busy 
practice  of  medicine  or  one  of  its  special- 
ties can  and  should  serve  in  the  armed 
forces  in  the  same  capacity  and  that  any 
pnysical  disability  that  does  not  prevent 
buen  civilian  activity  should  not  prevent 
like  professional  service  to  the  military. 

Third,  we  feel  that  physical  and  age 
limitations  should  be  greatly  relaxed  on 
medical  personnel  over  tfie  usual  suen 
regulations  and  standards  in  respect  to 
line  ana  administrative  officers  since  the 
auties  periormed  Iby  the  different  classes 
of  oliicers  are  different.  Physicians  ac- 
tually conduct  their  duties  m and  out  of 
tne  service  in  a similar  manner. 

Fourth,  we  believe  that  to  expedite  the 
entrance  of  physicians  for  both  field  and 
hospital  duty  a point  system  be  instituted 
for  the  benefit  of  both  military  authori- 
ties and  individuals  concerned.  This  will 
be  both  just  and  effective  in  filling  the 
true  needs  of  any  emergency.  We  re- 
spectfully submit  the  following  suggested 
point  ratings  for  all  physicians  engaged 
m practice. 

1.  That  each  physician  be  credited  one 
point  for  each  month  or  portion  thereof 
spent  on  active  duty  in  World  War  I,  or 
World  War  II. 

2.  That  each  physician  be  credited  one 
point  additional  for  each  month  or  portion 
thereof  spent  outside  the  continental 
limits  of  the  United  States  during  World 
War  I or  World  War  11. 

3.  That  each  physician  be  credited  two 
points  for  an  existing  marriage  that  took 
place  before  June  1,  1950,  and  two  points 
for  each  child  or  absolute  dependent  born 
before  January  1,  1951. 

4.  That  each  physician  be  credited  one 


point  for  each  year  beyond  his  forty- 
fifth  birthday. 

5.  That  each  physician  he  deducted  one 
point  for  each  month  or  portion  thereof 
that  he  was  a participant  in  government 
aid  in  training  in  ASTP  or  V-12  during 
the  period  in  which  the  United  States  was 
in  a state  of  actual  armed  conflict. 

6.  That  any  physician  who  is  able  and 
does  carry  on  an  active  practice  of  medi- 
cine who  has  not  served  in  the  armed 
forces  of  the  United  States  during  World 
War  I,  or  World  War  II,  have  10  points 
deducted  from  whatever  total  he  may 
have  for  age  and  dependency. 

We  respectfully  suggest  that  physicians 
be  called  from  civilian  practice  to  serve 
with  the  military  in  the  order  of  the  low- 
est point  men  first  and  to  continue  in 
that  order  until  the  necessities  of  the 
military  forces  are  satisfied. 

We  also  feel  that  physicians  now  in  the 
reserve  corps  of  the  various  services  and 
not  voluntarily  serving  on  active  duty 
with  their  respective  service  be  called  in 
the  order  in  which  their  points  logically 
place  them  except  in  event  of  the  need 
special  training  or  skill  makes  it  impera- 
tive that  a reserve  officer  be  called  out 
of  the  order  in  which  he  logicaly  falls. 

We  suggest  that  in  the  event  Medical 
Procurement  and  Assignment  Boards  are 
established  to  expedite  the  securing  of 
the  necessary  medical  personnel  for  the 
armed  forces  such  boards  be  composed  of 
physicians  in  the  active  practice  of  medi- 
cine who  have  served  on  Medical  Officers 
of  World  War  I or  World  War  II. 

The  foregoing  suggestions  are  made 
only  with  the  object  of  fair  distribution 
of  the  burden  of  military  service  and  to 
give  those  who  would  otherwise  be  un- 
able to  serve  the  opportunity  of  serving 
their  country.  We  who  have  served  in 
the  armed  forces  during  war  will  gladly 
serve  again  in  whatever  capacity  neces- 
sary. We  do  feel,  however,  that  those 
who  have  had  no  previous  service  should 
aid  in  this  great  work. 

Respectfully  submitted, 
Kentucky  Veteran  Physicians  Assn. 

President  Houston:  Thank  you,  Dr. 

Donnelly.  Any  further  questions? 

Dr.  Frank  Powell,  Louisville:  Jeffer- 

son County  Medical  Society  by  unani- 
mous vote  voted  to  approve  this  resolu- 
tion with  two  other  amendments  that  Dr. 
Donnelly  did  not  read. 

7.  It  is  an  inescapable  fact  that  certain 
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positions  in  practice  and  in  institutions 
are  essential  and  must  be  fulfilled  by 
competent  personnel  to  insure  the  safety 
of  the  entire  population  and  the  educa- 
tion of  doctors.  We  feel,  however,  that 
no  individual  is  essential  as  an  indivi- 
dual. Any  physician  eligible  for  military 
service  should  be  declared  non-essential 
to  his  community  or  his  institutions  if  he 
can  be  replaced  by  a competent  less 
eligible  substitute. 

8.  Should  any  doctor  be  declared  es- 
sential to  a community,  he  should  be 
frozen  in  that  community  for  two  years 
following  hostilities.  This  shall  not  ap- 
ply to  those  declared  essential  to  institu- 
tions. 

I’d  like  to  submit  these  two  amendments 
or  additions  to  the  resolution  as  sub- 
mitted by  Dr.  Donnelly. 

President  Houston:  Thank  you,  Dr. 

Powell  and  Dr.  Donnelly. 

Dr.  James  C.  Salato,  Columbia:  I’d 

like  to  ask  one  question.  Was  that  made 
just  for  institutions,  essential  men  for  in- 
stitutions? 

Dr.  Arthur  D.  Donnelly:  Institutions 

or  localities  in  which  a physician  is  prac- 
ticing and  there  is  nobody  else  around. 

President  Houston:  Both  of  these 

resolutions  will  be  referred  to  the  Resolu- 
tions Committee,  Reference  Committee 
Number  5 for  study.  They  meet  tomor- 
row afternoon  at  two  o’clock,  and  if  you 
wish  to  further  discuss  this  question  be- 
fore they  bring  the  report  back  to  the 
House  of  Delegates,  be  there  tomorrow  at 
two  o’clock  with  these  men. 

I will  now  call  off  the  men  responsible 
for  this  service.  Charles  B.  Stacy,  Pine- 
ville;  Henry  B.  Asman,  Louisville;  James 
A.  Outland,  Murray;  John  D.  Handley, 
Hodgenville;  John  W.  Scott,  Lexington. 
They  will  meet  tomorrow  and  take  up 
these  resolutions.  Are  there  any  other 
resolutions? 

Dr.  David  M.  Cox,  Louisville:  If  and 

when  the  Resolution  for  the  induction  of 
the  point  system,  the  resolution  for  the 
induction  of  doctors  into  military  service 
is  adopted,  I propose  a copy  of  these  reso- 
lutions be  sent  to  the  United  States  Sen- 
ators and  Representatives  from  Kentucky; 
also  that  a copy  be  sent  to  the  Surgeon 
General  of  the  Army,  Air  Corps,  Navy 
and  Public  Health  Service. 

President  Houston:  We  have  received 

the  resolution.  It  will  be  referred  to  Ref- 
erence Committee  Number  5 for  study. 


Dr.  D.  M.  Cox:  While  I am  on  my  feet, 
I’d  like  to  make  another  resolution. 

Resolution  Proposed  Before  The  House 
of  Delegates 

In  view  of  the  increasing  tendency  to- 
ward socialization  and  the  realization  that 
government  aid  eventually  means  gov- 
ernment control,  I would  like  to  propose 
that  the  Kentucky  State  Medical  Associa- 
tion exert  every  effort  possible  to  prop- 
erly inform  all  Kentucky  State  Senators 
and  Representatives  concerning  the  Pub- 
lic Health  problems  and  the  need  for 
support  from  the  State  of  medical  educa- 
tion so  that  Federal  support  will  not  be 
necessary.  As  long  as  other  states  secure 
grants  from  Washington,  we  should  have 
our  share,  but  if  the  Federal  take  could 
be  made  less  we  would  have  considerably 
more  for  home  consumption.  Therefore, 
the  United  States  Senators  and  Repre- 
sentatives should  be  informed  of  our  ideas 
and  desires.  In  as  far  as  it  is  practical 
the  personal  physicians  of  these  officials 
should  be  instrumental  in  disseminating 
this  information. 

David  M.  Cox,  M.  D. 

President  Houston:  We  accept  the 

resolution  and  will  refer  it  to  Reference 
Committee  Number  5 for  study.  Are  there 
any  other  resolutions? 

Dr.  Philip  J.  Begley,  Harlan:  I have 

a resolution  to  present  which  was  pre- 
pared by  the  Harlan  County  Medical 
Society. 

Whereas:  During  the  last  meeting  of 

the  Legislature  of  Kentucky,  Senate  Bill 
253,  Chapter  161-156  was  passed  requiring 
the  doctors  of  the  County  Health  Depart- 
ments to  examine  school  teachers  free  of 
charge  when  the  Board  of  Education  re- 
quired such  examinations; 

Whereas:  In  Harlan  County  approxi- 

mately four  hundred  teachers  are  to  be 
examined  free  of  charge;  including  chest 
X-rays,  serology  and  physical  examina- 
tions; 

Whereas:  This  puts  an  undue  hardship 

on  the  County  Health  Units,  which  are 
already  understaffed  and; 

Whereas:  The  Harlan  County  Medical 

Society  feels  that  this  is  an  encroachment 
on  the  private  practice  of  the  physicians 
of  Kentucky; 

Therefore,  be  it  Resolved,  that  Senate 

Bill  253,  Chapter  161-156  be  called  to  the 
attention  of  the  Delegates  of  the  Ken- 
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tucky  State  Medical  Association  and  these 
Delegates  be  instructed  to  do  whatever 
possible  to  restore  the  practice  of  medi- 
cine which  has  been  taken  away  from  the 
private  physicians. 

W.  R.  Parks,  M.  D. 

Clark  Bailey,  M.  D. 

Philip  J.  Begley,  M.  D. 

President  Houston:  Are  there  any 

other  resolutions? 

No  response. 

President  Houston:  We  now  come  to 

the  question  of  a Nominating  Committee 
for  the  officers  of  this  Association  and  the 
County  and  Districts  to  bring  in  the  nomi- 
nations for  those  districts  which  have  to 
elect  this  year. 

The  president  did  not  care  to  take  the 
whole  responsibility  of  naming  the  Nomi- 
nating Committee,  and  for  that  reason, 
he  asked  that  the  immediate  past  presi- 
dent and  the  president-elect  give  him 
nominations  for  this  committee.  I now 
wish  to  announce  the  personnel  of  the 
Nominating  Committee,  whose  duty  it 
will  be  to  bring  in  a nomination  for  presi- 
dent elect,  three  vice-presidents,  one  from 
each  district  of  the  State,  and  the  speaker 
and  vice-speaker.  I must  remind  you  that 
our  president-elect  for  next  year  should 
come  from  Eastern  Kentucky.  On  this 
Committee,  this  Nominating  Committee, 
I wish  to  name  Dr.  Walter  O’Nan  as  Chair- 
man, Dr.  Vinson  Pierce  and  Dr.  David 
Cox. 

I must  remind  the  House  that  these 
men  will  only  bring  in  one  nomination 
for  each  office,  and  it  is  the  duty  of  the 
House  to  make  other  nominations  if  you 
so  desire. 

Now  we  come  to  the  Councilor  Dis- 
tricts. Each  Councilor  District,  our  Con- 
stitution says,  must  have  a nominating 
committee.  Dr.  Underwood  will  now  dis- 
cuss this  matter  with  you. 

Dr.  Bruce  Underwood:  Under  the  new 

Alternate  “A”  plan,  which  has  been 
adopted,  and  before  I read  those  names, 
I’d  like  to  make  this  additional  statement 
in  recognition  again  and  in  acknowledg- 
ment again  of  our  gratitude  to  the  Ameri- 
can Medical  Association,  with  Dr.  Hull  in 
our  midst,  of  the  procedures  which  we 
have  adopted  carte  blanc  from  them.  To- 
morrow afternoon,  as  the  President  has 
announced,  at  two  o’clock,  the  Reference 
Committees  will  all  meet.  They  meet  in 
the  basement  lounge  which  is  immediate- 
ly below  this  place.  The  entrance  is  from 
the  hallway  between  the  scientific  assem- 


bly room  and  the  technical  exhibits.  Im- 
mediately at  the  close  of  this  meeting, 
there  will  be  a meeting  of  all  of  the 
Nominating  Committees  of  which  there 
will  be  seven.  The  Nominating  Commit- 
tee which  the  President  has  just  appoint- 
ed, and  then  the  Nominating  Committees 
from  each  of  the  Councilor  Districts. 
There  will  not  be  a meeting  of  Reference 
Committee  Number  3,  because  that  is  not 
necessary.  The  matters  which  it  would 
have  considered  have  already  been  acted 
upon — the  re-districting  and  the  Constitu- 
tion and  By-Laws. 

Mr.  President,  should  I read  the  names 
of  the  delegates  as  I have  it  or  just  the 
name  of  the  county  or  should  I read  the 
entire  thing? 

President  Houston:  I think  you  should 
read  the  entire  thing. 

Dr.  Bruce  Underwood:  It  might  be 

well  to  look  in  your  book  there  to  the  list 
of  officers  to  be  elected  at  the  1950  session 
of  House  of  Delegates.  Over  near  the 
back,  next  to  the  last  sheet  on  that  order 
of  business.  The  President-elect,  three 
vice-presidents.  Then  there  is  a typo- 
graphical error.  Speaker  of  the  House  of 
Delegates  and  Vice-Speaker  for  a three- 
year  term,  should  be  on  a line  with  the 
other  delegates.  “The  Speaker  and  Vice- 
Speaker  will  be  elected  if  the  proposed 
revision  of  the  Constitution  is  adopted.” 

Delegate  to  A.  M.  A.  Delegate  must 
have  been  a fellow  of  A.  M.  A.  for  at  least 
two  years  immediately  preceding  the  ses- 
sion of  the  House  in  which  he  is  to  serve 
and  shall  be  appointed  for  a two-year 
term  beginning  January  1,  1951.  The 
term  of  Dr.  J.  B.  Lukins  expires  Decem- 
ber 31,  1950. 

Delegate  to  A.  M.  A.  I was  appointed 
to  serve  only  until  this  meeting  of  the 
House  of  Delegates.  That  term  will  ex- 
pire December  31,  1950,  and  it  involves 
attendance  at  the  December  meeting  in 
Cleveland.  At  the  end  of  this  time,  we 
will  no  longer  be  entitled  to  the  third 
Delegate. 

The  orator  in  surgery  and  the  orator  in 
medicine. 

All  of  those  are  the  Nominating  Com- 
mittee’s responsibility — the  Nominating 
Committee  which  the  President  has  just 
appointed. 

Beginning  with  the  Councilor  of  the 
Second  District,  that  will  be  for  a three- 
year  term  under  the  new  Constitution, 
and  By-Laws,  which  was  adopted  this 
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evening.  Dr.  Haynes  Barr  was  elected 
last  year  to  fill  out  an  unexpired  term. 
The  new  term  will  be  for  three  years.  In 
the  Fourth  District,  that  is  a regular  term 
which  expires  this  year.  That’s  the  term 
of  Dr.  J.  I.  Greenwell.  And  that  means 
there  are  six  Councilors  to  be  elected. 

Councilor  of  District  Number  Two, 
which  is  Daviess  County — and  there 
might  be  a few  errors  in  this  list  that  is 
typed,  but  regardless  of  the  name  that  I 
happen  to  read,  if  it  is  an  error,  some 
other  delegate  was  seated,  some  alternate 
took  his  place,  the  delegates  from  each 
county  in  the  District  form  the  Nominat- 
ing Committee  and  will  make  the  report 
for  that  District.  Thomas  Crume,  Owens- 
boro; Horace  Harrison,  Owensboro;  Wal- 
ter O’Nan,  Henderson;  A.  B.  Colley,  Cal- 
houn; Oscar  Allen,  Beaver  Dam;  Charles 
Williams,  Morganfield;  Russell  W.  Scott, 
Dixon. 

The  meeting  of  all  these  Nominating 
Committees  will  be  immediately  at  the 
close  of  this  session,  as  their  first  meet- 
ing. Whatever  meetings  they  have  after 
that  is  up  to  them. 

The  Fourth  District,  John  E.  Kinche- 
loe,  Hardinsburg;  James  O.  Willoughby, 
Shepherdsville;  C.  L.  Bland,  Jr.,  Leitch- 
field;  J.  M.  Dishman,  Greensburg;  C.  F. 
Long,  Elizabethtown;  C.  N.  Cowherd, 
Munfordville;  John  D.  Handley,  Hodgen- 
ville;  Cooper  Clarkson,  Lebanon;  Alfred 
Glattauer,  Brandenburg;  W.  Keith  Crume, 
Bardstown;  M.  H.  Sparks,  Taylorsville; 
W.  W.  Shepherd,  Campbellsville;  M.  A. 
Coyle,  Springfield. 

President  Houston:  Thank  you,  Mr. 

Secretary.  The  Nominating  Committee 
just  appointed  will  bring  in  the  President, 
Speaker  of  the  House  of  Delegates,  Vice- 
Speaker,  and  Delegates  to  the  A.  M.  A., 
Orator  in  Surgery  and  Orator  in  Medi- 
cine. They  will  also  bring  in  eleven 
names  from  which  the  House  of  Delegates 
must  select  seven  to  be  on  the  Physicians 
Mutual  Board  of  Directors.  That  will  take 
care  of  that  Nominating  Committee  I just 
appointed.  Then  the  Nominating  Com- 
mittee made  up  of  the  Delegates  of  each 
Councilor  District  will  meet  and  bring  in 
a nomination  for  Councilor.  I must  re- 
mind the  House  of  Delegates  that  the 
final  responsibility  of  the  election  of  of- 
ficers is  yours,  and  if  you  do  not  like  the 
nominations  that  these  gentlemen  bring 
in,  you  are  present  and  you  are  welcome 
to  and  we  ask  you  to  please  place  other 
nominations  in  order. 


Is  there  any  other  new  business  to 
bring  up  at  this  meeting?  If  not,  the 
President  will  declare  the  first  session  of 
the  1950  House  of  Delegates  adjourned. 

Whereupon,  the  meeting  adjourned  at 
9: 15  o’clock  p.m. 

SECOND  SESSION 

Wednesday,  September  27,  1950 

The  second  meeting  of  the  House  of 
Delegates  was  called  to  order  at  2:00  p.m. 
on  Wednesday,  September  27,  1950,  in  the 
Columbia  Auditorium,  Louisville.  Presi- 
dent Hugh  L.  Houston,  presiding. 

President  Houston:  It  is  the  duty  of 

your  President  to  call  the  second  session 
of  the  House  of  Delegates  of  the  1950 
Meeting  of  the  Kentucky  State  Medical 
Association  to  order. 

I would  like  to  read  first  a paragraph 
that  appears  in  the  bottom  page  of  your 
second  sheet  on  the  meetings  of  the  House 
of  Delegates. 

It  should  be  possible  to  transact  all 
business  during  the  second  session,  but 
unforeseen  conditions  or  failure  to  com- 
plete all  the  business  might  require  a 
third  session.  No  delegate  may  speak 
more  than  five  minutes  nor  more  than 
once  on  any  one  subject  except  with  the 
unanimous  consent  of  the  House  of  Dele- 
gates. No  new  business  may  be  intro- 
duced at  the  second  session  which  has  not 
been  approved  by  the  Council  of  the  As- 
sociation. 

I would  now  like  to  have  the  report 
from  our  chairman  of  the  Committee  on 
Credentials.  Dr.  Kenneth  L.  Barnes  of 
Princeton. 

Dr.  Kenneth  L.  Barnes,  Princeton:  The 
report  is  duly  filed.  The  credentials  of 
the  delegates  have  been  examined  and 
have  been  found  to  be  authentic.  They 
have  been  properly  filed  and  are  now  in 
the  bag. 

President  Houston:  Thank  you,  Dr. 

Barnes.  Mr.  Secretary,  do  I now  have  a 
quorum  for  proceeding  with  the  business? 

Secretary  Bruce  Underwood:  A quorum 
is  present. 

President  Houston:  We  have  a quorum. 
I have  been  instructed  that  there  is  no 
final  report  from  the  Council.  We  are 
ready  now  to  take  up  the  business  as 
studied  by  the  Reference  Committees  who 
met  yesterday  afternoon  at  two  o’clock  to 
study  and  to  make  recommendations  con- 
cerning the  reports  and  the  resolutions 
presented  to  our  House  of  Delegates,  at 
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its  first  meeting.  I wish  to  state  that 
every  report  that  was  expected  on  the 
desk  of  the  Secretary  was  received.  I 
wish  to  state  that  every  member  of  every 
Reference  Committee  was  at  its  meeting, 
and  carried  out  the  functions  of  his  of- 
fice to  the  satisfaction,  I trust,  of  the  en- 
tire membership. 

I will  now  hear  the  report  of  Reference 
Committee  No.  1,  but  before  that  report, 
allow  me  to  read  the  personnel  of  that 
Committee.  E.  M.  Howard,  Harlan;  Clyde 
C.  Sparks,  Ashland;  William  H.  Penning- 
ton, Lexington;  Thomas  V.  Gudex,  Louis- 
ville; Robert  L.  Reeves,  Paducah. 

Dr.  Howard,  we  will  have  your  report. 

Report  of  Reference  Committee  No.  1 

Dr.  E.  M.  Howard,  Harlan:  At  a meet- 

ing of  Reference  Committee  No.  1,  held 
in  the  Committee  Room  at  the  Columbia 
Auditorium  on  September  26,  1950,  at 
2:00  p.m.,  with  Committee  members, 

Clyde  C.  Sparks,  Thomas  V.  Gudex, 
Robert  L.  Reeves,  and  E.  M.  Howard 
being  present.  Dr.  William  Pennington 
was  absent.  All  the  following  ''reports 
were  referred  to  this  Committee  by  the 
House  of  Delegates  at  its  meeting  on  Sep- 
tember 25,  and  after  all  being  considered, 
discussed,  and  unanimously  approved, 
they  are  being  recommended  to  the  House 
of  Delegates  for  their  adoption: 

Report  of  the  President. 

Report  of  President-Elect. 

Report  of  the  Council. 

Supplemental  Report  of  the  Council 
Listing  the  Recommendations  of  the 
Council. 

Report  of  the  Secretary-Editor. 

Report  of  the  Treasurer. 

Report  of  the  Delegates  to  the  Ameri- 
can Medical  Association. 

Report  of  the  First  Councilor  District. 

Report  of  the  Second  Councilor  District. 

Report  of  the  Third  Councilor  District. 

Report  of  the  Fourth  Councilor  District. 

Report  of  the  Fifth  Councilor  District. 

Report  of  the  Sixth  Councilor  District. 

Report  of  the  Seventh  Councilor  Dis- 
trict. 

Report  of  the  Eighth  Councilor  District. 

Report  of  the  Ninth  Councilor  District. 

Report  of  the  Tenth  Councilor  District. 

Report  of  the  Eleventh  Councilor  Dis- 
trict. 

All  these  reports  were  found  in  order 
and  it  is  recommended  by  this  Commit- 
tee that  they  be  approved  and  passed  by 


the  House  of  Delegates. 

Mr.  President,  I move  the  adoption  of 
all  of  these  reports.  Reference  Commit- 
tee Number  1 having  approved  the  fore- 
going reports,  I move  the  adoption  of 
these  reports  as  a whole. 

A confidential  resolution  which  was 
tentative  and  unofficial  was  presented  to 
the  Reference  Committee  No.  1 by  the 
Secretary  of  the  Kentucky  State  Medical 
Association.  This  confidential  resolution 
was  considered  by  this  Committee  and 
after  due  deliberation  it  was  approved 
and  recommended  to  be  taken  up  by  the 
House  of  Delegates  in  the  Executive 
Session. 

This  report  is  respectfully  submitted, 
Clyde  C.  Sparks,  Ashland 
Thomas  V.  Gudex,  Louisville 
Robert  L.  Reeves,  Paducah 
William  Pennington,  Lexington 
E.  M.  Howard,  Harlan,  Chairman 
Reference  Committee  No.  1. 

President  Houston:  I have  a motion 

that  the  report  of  the  officers  be  accepted 
as  a whole.  Do  I have  a second? 

The  motion  was  regularly  seconded, 
was  put  to  vote  and  carried. 

President  Houston:  I have  a sug- 

gestion that  the  House  of  Delegates  go 
into  Executive  Session.  I have  heard  that 
another  reference  committee  will  ask 
that  same  favor,  and  if  it  meets  with  your 
approval,  I will  ask  for  that  motion  at  the 
end  of  the  fifth  or  the  fourth  Reference 
Committee  reports.  Am  I allowed  that 
permission?  May  I have  a motion? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  to  permit  the 
President  to  call  for  a motion  regarding 
the  Executive  Session  following  the 
Fourth  Reference  Committee  Report. 

President  Houston:  So  ordered.  Now 

we  will  have  the  report  of  Reference  Com- 
mittee Number  2,  which  is  for  the  Stand- 
ing Committees.  The  personnel,  W.  Vin- 
son Pierce,  Covington;  E.  C.  Yates,  Lex- 
ington; Branham  B.  Baughman,  Frank- 
fort; Herbert  L.  Clay,  Jr.,  Louisville;  Del- 
mas  M.  Clardy,  Hopkinsville.  Dr.  Vinson 
Pierce. 

Dr.  Vinson  Pierce,  Covington:  Mr. 

Chairman,  Reference  Committee  Number 
2,  composed  of  the  following  members  as 
read  by  the  Chairman,  has  reviewed  the 
following  reports  on  Standing  Commit- 
tees and  finds  them  all  in  order  without 
amendment  or  correction. 

Committee  on  Scientific  Assembly 
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Committee  on  Public  Relations 

Committee  on  Economics 

Medico-Legal  Committee 

Committee  on  Medical  Education 
E.  C.  Yates,  Lexington 
Branham  B.  Baughman,  Frankfort 
Herbert  L.  Clay,  Louisville. 

Delmas  M.  Clardy,  Hopkinsville 
W.  Vinson  Pierce,  Covington 

I move  the  adoption  of  these  reports 
as  submitted. 

President  Houston:  I have  a motion. 

Do  I have  a second? 

The  motion  was  regularly  seconded, 
was  put  to  vote,  and  carried. 

President  Houston:  So  ordered.  We 

will  now  hear  from  Reference  Committee 
Number  3,  which  studied  the  reports  of 
the  Special  Committees.  The  personnel, 
Walter  L.  O’Nan,  Henderson;  Richard  J. 
Rust,  Newport;  Arthur  R.  Kasey,  Jr., 
Louisville;  Keith  P.  Smith,  Corbin;  Jesse 
M.  Dishman,  Greensburg.  Dr.  O’Nan. 

Report  of  Reference  Committee  No.  3 

Dr.  Walter  L.  O’Nan,  Henderson:  Your 
Reference  Committee  No.  3 has  reviewed 
the  following  reports  of  Special  Commit- 
tees and  finds  them  satisfactory  as  sub- 
mitted: 

1.  Committee  for  the  Centennial  Meet- 
ing. 

2.  Committee  on  the  Control  of  the 
Sale  and  Distribution  of  Barbiturates. 

3.  Committee  on  Emergency  Medical 
Service. 

4.  Grievance  Committee. 

5.  Committee  on  Hospitals. 

6.  Committee  on  McDowell  Memorial. 

7.  K.  S.  M.  A.  Pharmacy  Committee. 

8.  Emergency  Liaison  Committee  on 
Medical  Service. 

Mr.  President,  I move  that  these  reports 
be  adopted  as  submitted. 

The  motion  was  regularly  seconded, 
was  put  to  vote  and  carried. 

President  Houston:  So  ordered. 

Dr.  Walter  L.  O’Nan:  Your  Reference 

Committee  has  accepted  for  consideration 
the  Supplementary  Report  of  the  Commit- 
tee to  Study  the  Revision  of  the  Constitu- 
tion and  By-Laws.  Mr.  President,  I move 
that  this  report  be  adopted  as  submitted. 

President  Houston:  I have  a motion. 

Do  I have  a second? 

The  motion  was  regularly  seconded, 
was  put  to  vote  and  carried. 

President  Houston:  So  ordered. 


Dr.  Walter  L.  O’Nan:  Your  Reference 

Committee  accepted  the  report  of  the 
Committee  on  Nurse  Training  as  read. 
However,  your  Committee  recommends 
that  the  Committee  on  Nurse  Training 
look  further  into  the  nursing  situation 
with  the  idea  in  mind  that  there  is  still  an 
acute  shortage  of  nurses  available  and  that 
the  Committee  actively  contact  hospitals 
throughout  the  state  to  determine  their 
willingness  to  set  up  a training  program 
for  practical  nurses. 

Mr.  President,  I move  the  adoption  of 
this  report  as  amended. 

President  Houston:  I have  a motion. 

Do  I have  a second? 

The  motion  was  regularly  seconded,  was 
put  to  vote  and  carried. 

President  Houston:  So  ordered. 

This  Committee  and  the  House  of  Dele- 
gates has  approved  the  report  of  the  Com- 
mittee for  the  Centennial  Meeting.  Due 
to  the  fact  that  next  year  will  be  our  hun- 
dredth birthday,  I have  asked  Dr.  Over- 
street  to  give  in  a very  short  time  the 
summary  of  what  he  plans  to  have  done 
for  next  year.  Dr.  Overstreet. 

No  response. 

President  Houston:  I’m  sorry.  He 

doesn’t  seem  to  be  in  the  room.  We  will 
now  have  the  report  of  Reference  Com- 
mittee Number  4.  Its  personnel  is  George 
W.  Pedigo,  Louisville;  Frank  L.  Duncan, 
Monticello;  Charles  D.  Snyder,  Hazard; 
Harry  K.  Dillard,  Warsaw;  H.  B.  Mack, 
Pewee  Valley.  Dr.  Pedigo. 

Report  of  Reference  Commitiee  No.  4 

Dr.  George  W.  Pedigo,  Jr.,  Louisville: 
Mr.  President,  your  Reference  Committee 
Number  4 met  on  September  26th,  on  the 
reports  of  advisory  committees,  and  has 
the  following  report  to  make: 

1.  Report  of  Committee  on  Cancer. 

2.  Report  of  Committee  on  Crippled 
Children. 

3.  Report  of  Committee  on  General 
Practice. 

4.  Report  of  Committee  on  Industrial 
Medicine  and  Surgery. 

5.  Report  of  Committee  on  Mental  Hy- 
giene and  Mental  Institutions. 

6.  Report  of  Advisory  Committee  on 
Obstetrics. 

7.  Report  of  Advisory  Committee  on 
Pediatrics. 

8.  Report  of  Advisory  Committee  on 
Physical  Therapy. 
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9.  Report  of  Committee  on  Rural 
Health. 

10.  Report  of  Committee  on  Syphilis 
Control. 

11.  Report  of  Advisory  Committee  to 
Woman’s  Auxiliary. 

12.  Report  of  Advisory  Committee  for 
the  United  Mine  Workers  Health  and 
Welfare  Fund. 

13.  Report  of  Committee  on  Technical 
Exhibits. 

14.  Report  of  Committee  on  Scientific 
Exhibits. 

15.  Report  of  the  President  of  the  Wom- 
an’s Auxiliary  to  the  Kentucky  State 
Medical  Association. 

16.  Report  of  Board  of  Directors  of  Ken- 
tucky Physicians  Mutual,  Inc. 

17.  Report  of  Conference  of  Presidents 
and  Other  Medical  Society  Officers. 

18.  Supplemental  Report  to  the  Report 
of  Board  of  Directors  of  Kentucky  Physi- 
cians Mutual,  Inc. 

These  reports  have  been  reviewed  and 
found  satisfactory  as  read. 

Mr.  President,  I move  adoption  of  these 
reports  as  submitted. 

The  motion  was  regularly  seconded,  was 
put  to  vote  and  carried. 

Dr.  G.  W.  Pedigo:  The  report  of  the 

Committee  on  Tuberculosis  was  received. 
The  report  was  found  to  be  satisfactory 
with  the  exception  of  the  first  paragraph 
under  the  heading,  “Routine  X-rays  On 
All  Hospital  Admissions,”  and  we  felt 
that  this  paragraph  should  be  deleted. 

Mr.  President,  I move  this  portion  of 
the  report  be  deleted,  and  the  report 
otherwise  be  accepted,  and  we  will  ex- 
plain that  in  a few  moments. 

President  Houston:  I have  a motion. 

Do  I have  a second? 

The  motion  was  regularly  seconded,  was 
put  to  vote  and  carried. 

Dr.  G.  W.  Pedigo:  Your  Committee  feels 
that  the  first  paragraph  referring  to  rou- 
tine X-rays  of  all  hospital  admissions 
should  be  deleted  because  your  Commit- 
tee feels  that  the  House  of  Delegates 
should  not  go  on  record  recommending 
any  regulation  which  demands  routine 
chest  X-rays  on  all  hospital  admissions.  It 
is  recommended  that  no  action  be  taken 
on  this  paragraph  at  this  time  and  that  it 
should  be  referred  back  to  the  Committee 
on  Tuberculosis  for  their  consideration  for 
a more  practical  approach  to  the  problem. 


Mr.  President,  I move  that  the  action 
taken  on  this  portion  of  the  report  be 
adopted. 

President  Houston:  Do  I have  a sec- 

ond? 

The  motion  was  regularly  seconded, 
was  put  to  vote  and  carried. 

President  Houston:  So  ordered.  Now, 

we  are  ready  for  the  report  of  Reference 
Committee  Number  5.  I am  sorry  to  re- 
port that  due  to  the  death  in  Dr.  Stacy’s 
family,  he  had  to  leave  the  city.  The  fur- 
ther personnel  of  the  Committee  is  Henry 
B.  Asman,  Louisville;  James  A.  Outland, 
Murray;  John  D.  Handley,  Hodgenville; 
John  W.  Scott,  Lexington.  Dr.  Asman 
has  th's  report.  Dr.  Asman. 

Report  of  Reference  Commitlee  No.  5 

Dr.  Henry  B.  Asman,  Louisville:  Mr. 

President,  the  Reference  Committee  on 
Resolutions  has  the  following  to  make: 

1.  The  resolution  presented  by  Dr.  A.  D. 
Donnelly,  Jr.,  of  Warren  County,  in  re- 
gard to  the  procurement  of  medical  of- 
ficers for  military  service,  and  the 
amendments  to  that  resolutions  presented 
by  Dr.  Frank  Powell,  of  Jefferson  County, 
were  received  and  considered  together. 
Your  Committee  feels  that  the  sentiments 
expressed  therein  are  good  but  that  they 
can  serve  only  as  a guide  to  any  lawfully 
constituted  procurement  body.  Physical 
qualifications  and  age  limitations  are  de- 
termined by  the  policies  of  the  Depart- 
ment of  Defense,  and  not  by  the  procure- 
ment committee.  Your  committee  recom- 
mends, therefore,  that  the  third  and  fourth 
paragraphs  of  this  resolution,  pertaining 
to  these  matters,  be  deleted.  In  consider- 
ation of  the  point  system  outlined  in  these 
resolutions,  your  committee  feels  that  one 
point  should  be  credited  for  each  month 
or  portion  thereof  spent  on  active  duty 
whether  or  not  the  service  was  spent  in 
the  medical  corps  and  that  five  points 
should  be  credited  for  an  existing  mar- 
riage and  five  points  for  each  child  or  ab- 
solute dependent,  but  that  the  paragraph 
crediting  one  point  for  each  year  beyond 
the  forty-fifth  birthday  should  be  deleted. 
Your  Committee  further  recommends 
that  the  proposal  that  any  doctor  declared 
essential  to  a community  should  be  frozen 
in  that  community  for  two  years  follow- 
ing hostilities  is  unwise,  could  not  be  en- 
forced, and  should  be  deleted.  It  is  the 
considered  opinion  of  the  committee  that 
the  paragraph  which  stipulates  that  Pro- 
curement and  Assignment  Boards  should 
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be  composed  of  physicians  in  the  active 
practice  of  medicine  who  have  served  as 
Medical  Officers  of  World  War  I or  World 
War  II  should  be  deleted. 

Mr.  President,  I move  the  adoption  of 
this  portion  of  the  report  as  changed. 

President  Houston:  Do  I have  a sec- 

ond to  this  motion? 

The  motion  was  regularly  seconded, 
put  to  vote  and  carried. 

President  Houston:  So  ordered. 

Dr.  H.  B.  Asman:  In  connection  with 

the  selection  of  physicians  for  military 
service,  your  committee  recommends  (1) 
that  a Procurement  Committee  be  ap- 
pointed, and  (2)  that  this  Procurement 
Committee  be  augmented  fby  an  Advisory 
Committee,  appointed  by  the  Procure- 
ment Committee,  to  include  the  fifteen 
Councilors  of  the  Kentucky  State  Medical 
Association  and  representatives  from  all 
areas  of  the  State. 

Mr.  President,  I move  the  adoption  of 
this  portion  of  the  report. 

President  Houston:  Do  I have  a sec- 

ond? 

The  motion  was  regularly  seconded, 
was  put  to  vote  and  carried. 

President  Houston:  So  ordered. 

Dr.  H.  B.  Asman:  The  resolution  in- 

troduced by  Dr.  David  M.  Cox,  proposing 
that  a copy  of  the  resolution  pertaining 
to  the  point  system  for  induction  of  doc- 
tors into  military  system,  if  adopted  by 
this  House,  be  sent  to  the  Senators  and 
Representatives  of  Kentucky,  and  to  the 
Surgeon  General  of  the  Army,  Navy,  Air 
Corps,  and  Public  Health  Service,  was 
considered  and  approved. 

Mr.  President,  I move  the  adoption  of 
this  portion  of  the  report. 

President  Houston:  I have  a motion. 

Is  there  a second? 

The  motion  was  regularly  seconded, 
was  put  to  vote  and  carried. 

President  Houston:  So  ordered. 

Dr.  H.  B.  Asman:  The  resolution  in- 

troduced by  Dr.  David  M.  Cox,  pointing 
out  the  increasing  tendency  toward  so- 
cialization and  the  fact  that  government 
aid  eventually  means  government  control, 
and  calling  for  the  support  of  Public 
Health  problems  and  medical  education 
on  the  State  level  rather  than  on  the  Fed- 
eral level,  was  considered  and  approved. 

Mr.  President,  I move  the  adoption  of 
this  portion  of  the  report. 


President  Houston:  Do  I hear  a sec- 

ond? 

The  motion  was  regularly  seconded,  was 
put  to  vote  and  carried. 

President  Houston:  So  ordered. 

Supplementary  Report  of  the  Emergency 
Liaison  Committee  on  Medical  Service 

Dr.  H.  B.  Asman:  The  supplementary 

report  of  the  Emergency  Liaison  Commit- 
tee on  Medical  Service  was  referred  to 
your  Resolutions  Committee.  This  report 
is  as  follows: 

Your  Liaison  Committee  recommends 
that,  in  addition  to  the  Procurement  Com- 
mittee which  must  be  set  up  according  to 
the  law,  a large  advisory  committee  be 
provided  for.  This  advisory  committee 
should  include  the  Councilor  of  each  dis- 
trict. 

It  is  recommended  that  this  Advisory 
Committee  be  selected  by  your  Procure- 
ment Committee,  but  practical  sugges- 
tions would  be  welcome,  I am  sure. 

Your  Committee  recommends  further 
that  a questionnaire  be  sent  to  each  doc- 
tor in  the  state,  so  that  adequate  infor- 
mation would  be  available  for  securing 
just  qualifications  as  to  the  availability  of 
each  doctor. 

A master  list  should  be  established  in 
the  office  of  the  Kentucky  State  Medical 
Association,  which  would  include  the 
name,  data  and  disposition  of  each  Ken- 
tucky physician. 

Respectfully  submitted, 

A.  Clayton  McCarty,  Louisville, 

Chairman 

Charles  B.  Billington,  Paducah 
Glen  U.  Dorroh,  Lexington 
R.  Arnold  Griswold,  Louisville 
L.  O.  Toomey,  Bowling  Green 
Ex-Officio  Members: 

Hugh  L.  Houston,  Murray 
Sam  A.  Overstreet,  Louisville 
J.  P.  Sanford,  Secretary 

Your  Reference  Committee  considered 
and  approved  this  report.  Mr.  President, 
I move  the  adoption  of  this  portion  of  the 
report. 

The  motion  was  regularly  seconded,  was 
put  to  vote  and  carried. 

Dr.  H.  B.  Asman:  Mr.  President,  for 

the  next  portion,  the  final  portion  of  this 
report,  I request  that  this  body  go  into 
Executive  Session. 

President  Houston:  The  President  now 
will  recognize  or  will  receive  a motion 
that  this  body  go  into  Executive  Session. 
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A motion  was  duly  made,  and  was 
regularly  seconded.  The  motion  was  put 
to  vote  and  carried. 

President  Houston:  So  ordered. 

The  House  of  Delegates  thereupon  went 
into  Executive  Session,  following  which 
the  meeting  was  resumed  as  follows: 

President  Houston:  The  Secretary  in- 

forms me  there  is  no  unfinished  business. 
Is  there  any  unfinished  business  from  the 
House? 

Secretary  Underwood:  It  might  be  in 

order  to  pass  a motion  at  this  time  to  pay 
all  bills  and  write  expressions  of  thanks 
to  those  to  whom  it  should  go. 

Upon  motion  duly  made  and  regularly 
seconded,  it  was  voted  to  pay  all  bills  and 
write  expressions  of  thanks. 

President  Houston:  So  ordered. 

Election  of  Officers 

President  Houston:  We  are  now  to 

the  election  of  officers  of  the  Association. 
We  have  started  this  year,  under  the  new 
Constitution  and  By-Laws,  to  require  a 
nominating  committee.  Your  Chair  is 
happy  to  state  that  he  has  no  idea  who 
will  be  nominated  by  this  Committee  for 
any  office.  We  will  first  see  if  any  tellers 
are  here.  Drs.  J.  M.  Bush,  Oliver  C.  Cooper 
and  R.  L.  Houston  are  present. 

President  Houston:  Our  three  tellers 

are  here.  Dr.  Underwood  has  prepared  a 
ballot,  which  will  save  considerable  time, 
and  I trust  that  the  House  will  care  to  use 
it.  Each  delegate  will  be  given  a ballot 
on  which  are  the  officers  that  are  to  be 
elected  today.  The  nominations,  and  so 
forth,  will  be  done  individually.  You  will 
vote  on  your  ballot,  but  hold  it.  At  the 
end  of  the  voting  for  all  the  officers,  the 
ballots  will  be  collected,  counted,  and 
those  offices  requiring  further  voting  will 
be  taken  up  one  by  one.  The  Chair  would 
like  for  the  House  to  give  him  the  au- 
thority to  use  this  ballot.  Do  I hear  a 
motion  that  we  use  this  ballot  in  the  pro- 
cess of  our  election. 

Upon  motion  duly  made  and  regularly 
seconded,  it  was  voted  to  use  the  ballot 
as  described  by  the  President. 

President  Houston:  So  ordered.  Our 

first  officer  to  be  elected  is  the  President- 
Elect.  I will  request  the  Chairman  of  the 
Nominating  Committee  to  give  me  his 
nomination.  Dr.  O’Nan. 

Dr.  W.  L.  O’Nan:  Mr.  President,  your 

Nominating  Committee  wishes  to  submit 
the  following  names  for  officers  of  the 
Kentucky  State  Medical  Association: 


We  wish  to  give  for  the  office  of  Presi- 
dent, Dr.  James  A.  Ryan. 

President  Houston:  I have  the  nomi- 

nation of  Dr.  James  A Ryan,  of  Coving- 
ton, is  that  right? 

Dr.  W.  L.  O’Nan:  That’s  right. 

President  Houston:  Do  I have  a sec- 

ond? 

The  motion  was  regularly  seconded. 

President  Houston:  Do  I have  a nomi- 

nation from  the  floor  of  the  House? 

Dr.  E.  M.  Howard:  Mr.  President, 

Members  of  the  House  of  Delegates:  It  is 
a privilege  and  a pleasure  to  present  to 
you  the  name  of  one  of  our  members 
whom  most  of  you  know.  Since  his  early 
boyhood  I have  known  him.  I have  known 
him  through  his  college  days  and  through- 
out his  entire  period  of  practice  in  Harlan 
County.  The  Harlan  County  Medical  So- 
ciety asked  me  to  present  his  name  to  the 
members  at  this  meeting.  Members  from 
the  East,  West,  and  Southern  Kentucky 
have  asked  me  to  present  his  name.  We 
know  him  in  Harlan  for  his  honesty,  in- 
tegrity and  earnestness  of  purpose.  You 
all  well  know,  when  I present  his  name, 
the  hard  work  that  he  has  done  for  this 
Medical  Association.  We  are  going 
through  trying  times  now  in  our  Associa- 
tion. When  we  are  attacked  by  the  powers 
that  be  in  Washington,  and  our  profession 
is  facing  what  many  of  us  think  is  ruin, 
it  takes  work.  Gentlemen,  the  name  that 
I present  to  you — the  gentleman  whose 
name  I present  to  you — you  have  nevei 
failed  to  see  him  at  a Medical  Association 
meeting.  When  you  want  something 
done,  you  put  him  on  a committee  and 
the  job  is  completed.  He  was  distinguish- 
ed sufficiently  that  one  of  our  largest  col- 
leges in  the  State  of  Kentucky  some  short 
time  back  granted  him  a Doctor  of  Sci- 
ence degree,  honorary.  He  has  served 
now  for  about  four  years  as  a delegate  to 
the  American  Medical  Association.  He 
has  atttended  your  American  Medical  As- 
sociation at  every  meeting  they  have  held 
since  the  day  he  was  elected.  And  every 
report  that  we  get  is  that  he  has  rendered 
outstanding  service  to  this  State  and  this 
Medical  Association. 

His  purpose,  when  he  is  elected  Presi- 
dent of  this  Association— which  I have  no 
doubt  he  will  be,  from  hearing  the  talk 
of  the  delegates  at  this  Convention,  at 
this  meeting,  is  to  resign  as  the  Ameri- 
can Medical  Association  delegate  and  let 
that  honor  be  conferred  on  somebody  else. 
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He  has  attended  these  meetings  from 
Chicago  to  Atlantic  City  to  Los  Angeles 
and  Washington  and  back  to  San  Fran- 
cisco, and  has  been  present  at  every  meet- 
ing on  time,  and  working. 

Again,  I say  it  is  a privilege  and  a 
pleasure  to  have  the  opportunity  to  pre- 
sent to  you  Dr.  Clark  Bailey  of  Harlan, 
Kentucky.  (Applause.) 

President  Houston:  I have  the  nomi- 

nation of  Dr.  Clark  Bailey.  Do  I have  a 
second  to  the  nomination? 

The  nomination  was  regularly  seconded. 

President  Houston:  Do  I have  a second 
nomination? 

Dr.  J.  O.  Nall,  Marion:  I move  nomi- 

nations cease. 

The  motion  was  regularly  seconded,  was 
put  to  vote  and  carried. 

President  Houston:  We  now  have  be- 

fore us  two  names  for  President-Elect  of 
the  Kentucky  State  Medical  Association: 
Number  1,  James  A.  Ryan;  Number  2, 
Clark  Bailey.  I ask  you  to  please  vote  on 
your  ballot  for  your  choice  for  President- 
Elect  for  the  Kentucky  State  Medical  As- 
sociation. 

The  Chair  will  now  hear  the  nomina- 
tion for  Vice-President  from  Eastern 
Kentucky. 

Dr.  W.  L.  O’Nan:  Mr.  President,  the 

Nominating  Committee  would  like  to 
place  the  name  of  Dr.  Charles  B.  Stacy 
from  Eastern  Kentucky,  for  Vice-Presi- 
dent. 

President  Houston:  The  Chair  has 

the  name  of  Charles  B.  Stacy,  Pineville, 
for  Vice-President  of  Eastern  Kentucky. 
Do  I have  a second? 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  Do  I have  further 

nominations? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  to  close  the 
nominations. 

President  Houston:  Dr.  Underwood 

said  he  would  cast  . the  ballot  for  the 
House.  Now  we  are  ready  for  the  elec- 
tion of  the  Vice-President  from  Central 
Kentucky.  I will  have  the  nomination  of 
the  Nominating  Committee. 

Dr.  W.  L.  O’Nan:  For  Vice-President 

for  Central  Kentucky,  we  place  the  name 
of  M.  J.  Henry,  Louisville. 

President  Houston:  The  Chair  has  the 

name  of  Dr.  M.  J.  Henry.  Do  I have  a 
second? 


The  nomination  was  regularly  sec- 
onded. 

President  Houston:  I have  my  second. 

Do  I have  other  nominations? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  to  close  nomi- 
nations. 

President  Houston:  So  ordered.  Dr. 

M.  J.  Henry  will  be  our  Vice-President 
from  Central  Kentucky. 

Thei  Chair  will  now  receive  nomina- 
tions for  Vice-President  from  Western 
Kentucky. 

Dr.  W.  L.  O’Nan:  Mr.  President,  your 

Nominating  Committee  would  like  to 
place  the  name  of  Dr.  J.  P.  Glenn,  Russell- 
ville, for  Vice-President  for  Western 
Kentucky. 

President  Houston:  Dr.  J.  P.  Glenn. 

Do  I have  a second? 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  Do  I have  any 

further  nominations? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomi- 
nations cease. 

President  Houston:  Our  Vice-Presi- 

dent from  Western  Kentucky  is  Dr.  J.  P. 
Glenn,  Russellville. 

'We  have  an  election  for  the  Speaker  of 
the  House.  We  will  have  the  nomination 
of  the  Nominating  Committee. 

Dr.  W.  L.  O’Nan:  Mr.  President,  your 

Nominating  Committee  for  the  Speaker 
of  the  House,  would  like  to  place  the 
name  of  Hugh  L.  Houston. 

President  Houston:  Do  I have  a sec- 

ond? 

The  nomination  was  regularly  second- 
ed. 

President  Houston:  I have  my  second. 

Do  I have  other  nominations? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  So  ordered. 

We  are  now  ready  for  nominations  for 
the  Vice-Speaker  of  the  House  of  Dele- 
gates. 

Dr.  W.  L.  O’Nan:  Mr.  President,  your 

Nominating  Committee  for  Vice-Speaker 
of  the  House  would  like  to  nominate  Dr. 
Charles  A.  Vance. 

President  Houston:  Dr.  Charles  A. 

Vance.  Do  I have  a second? 
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The  nomination  was  regularly  sec- 
onded. 

President  Houston:  I have  a second. 

Do  I have  any  other  nominations? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  So  ordered. 

We  have  two  delegates  to  elect  to  the 
American  Medical  Association  at  this  mo- 
ment. The  first  one  is  a full  term.  This 
is  the  position  that  has  been  filled  for  the 
past  two  years  by  Dr.  Lukins  here  in  Lou- 
isville. The  Chair  will  now  receive  nomi- 
nations for  this  delegate’s  position,  full 
term  which  is  two  years. 

Dr.  W.  L.  O’Nan:  The  Nominating 

Committee  would  like  to  place  the  name, 
for  delegate  to  the  A.  M.  A.,  Dr.  J.  Duffy 
Hancock,  Louisville. 

President  Houston:  I have  the  nomi- 

nation of  J.  Duffy  Hancock.  Do  I have  a 
second? 

The  motion  was  regularly  seconded. 

President  Houston:  I have  my  sec- 

ond. Do  I have  other  nominations? 

Dr.  J.  W.  Scott:  I wonder  if  Dr.  Lukins 
desires  to  retire  as  a delegate  to  the  A. 
M.  A.?  If  he  does  not,  I desire  to  place 
in  nomination  the  name  of  Dr.  Lukins  to 
succeed  himself. 

President  Houston:  You  have  that 

privilege,  Dr.  Scott.  I now  have  the  nomi- 
nation of  Dr.  J.  B.  Lukins. 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  I have  a second 

for  this  nomination.  Do  I have  any  other 
nominations? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  We  now  have  two 

personalities  for  the  full-term  delegate’s 
position  to  A.  M.  A.,  two  years:  One,  Dr. 
J.  Duffy  Hancock;  second,  Dr.  J.  B. 
Lukins.  I will  ask  you  to  please  vote  on 
your  ballots  your  preference  for  this  posi- 
tion. 

The  next  position  is  for  delegate,  short 
term — only  one  meeting  in  Cleveland — 
expires  on  December  31.  It  has  been 
filled  by  appointment  of  the  Council.  The 
Council  appointed  Dr.  Underwood  to 
make  the  trip  to  San  Francisco.  I will 
now  receive  nominations  for  the  short 
term,  which  means  just  one  meeting  in 
Cleveland. 


Dr.  W.  L.  O’Nan:  Mr.  President,  we 

inadvertently  omitted  this  nomination.  I 
will  have  to  have  a call  meeting  of  the 
Nominating  Committee. 

President  Houston:  I will  hold  that, 

then,  for  the  next  round  in  a few  minutes. 
Now  we  are  ready  to  elect  our  Orator  in 
Surgery.  The  Chair  will  now  accept  this 
nomination. 

Dr.  W.  L.  O’Nan:  Mr.  President,  your 

Nominating  Committee  would  like  to 
nominate  for  Orator  in  Surgery,  Dr.  C.  H. 
Maguire,  Louisville. 

President  Houston:  I have  the  name 

of  Dr.  C.  H.  Maguire.  Do  I have  a sec- 
ond? 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  I have  my  second. 

Do  I have  any  other  nominations? 

Dr.  J.  W.  Scott:  I’d  like  to  ask  a ques- 

tion. 

President  Houston:  Dr.  Scott. 

Dr.  J.  W.  Scott:  It’s  really  a custom 

from  time  immemorial  for  the  position  of 
Orator  in  Medicine  and  Surgery  to  go  al- 
ternately into  Louisville  and  out  of  Louis- 
ville. Now,  this  year,  Dr.  Bernhard  has 
been  Orator  in  Surgery.  Dr.  Maguire,  I 
believe,  is  in  Louisville,  isn’t  he?  I won- 
der if  we  propose  to  depart  from  that 
precedent? 

Dr.  W.  L.  O’Nan:  In  answer  to  Dr. 

Scott’s  question,  the  Committee  planning 
the  1950  meeting  asked  especially  that  the 
program  be  gotten  from  Louisville,  either 
University  of  Louisville  graduates,  Ken- 
tucky-trained or  Kentucky-born  physi- 
cians. 

President  Houston:  Dr.  Scott  has 

raised  the  question.  Dr.  O’Nan  has  given 
an  answer.  What  is  the  pleasure  of  the 
House? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  Our  Orator  in 

Surgery  will  be  Dr.  C.  H.  Maguire.  We 
are  now  ready  for  the  Orator  in  Medi- 
cine. May  I have  a nomination? 

Dr.  W.  L.  O’Nan:  Your  Nominating 

Committee  would  like  to  place  in  nomina- 
tion the  name  of  Dr.  Carl  Fortune,  Lex- 
ington. 

President  Houston:  The  Chair  has  the 

name  of  Dr.  Carl  Fortune.  Do  I have  a 
second? 
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The  nomination  was  regularly  seconded. 

President  Houston:  I have  a second. 

Do  I have  other  nominations?  (No  re- 
sponse.) Do  I have  a motion  that  nomi- 
nations cease? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  So  ordered.  Dr. 

Carl  Fortune  will  be  our  Orator  in  Medi- 
cine. 

Gentlemen,  we  have  to  elect  a Coun- 
cilor from  the  Second,  Third,  Fourth, 
Seventh,  Ninth,  Eleventh,  Twelfth  and 
Thirteenth  Districts.  The  Nominating 
Committee  for  these  Councilors  is  made 
up  of  the  personnel  of  that  district.  I will 
now  ask  for  the  nomination  for  Councilor 
from  the  Second  District  from  that  body. 

Dr.  Horace  Harrison,  Owensboro:  J 

nominate  Dr.  R.  Haynes  Barr. 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  Does  the  House 

wish  to  place  in  nomination  another 
name? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  So  ordered.  I will 
now  accept  the  nomination  from  the 
Third  District. 

Dr.  Ralph  D.  Lynn,  Elkton:  Mr.  Presi- 

dent, I nominate  Dr.  D.  M.  Clardy,  Hop- 
kinsville. 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  Any  other  nomi- 

nations from  the  floor?  (No  response.)  Do 
I have  a motion  that  nominations  cease? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  The  Councilor  for 

the  Third  District  is  Dr.  D.  M.  Clardy.  We 
are  ready  to  receive  a nomination'  from 
the  Fourth  District. 

Dr.  W.  Keith  Crume,  Bardstown:  I 

place  in  nomination  J.  I.  Greenwell,  New 
Haven. 

The  nomination  was  regularlv  sec- 
onded. 

President  Houston:  Do  I have  a nomi- 
nation from  the  Floor? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 


President  Houston:  We  have  the  elec- 

tion of  Dr.  J.  I.  Greenwell  from  the  Fourth 
District.  Now  we  will  accept  nominations 
from  the  Seventh  District  for  Councilor. 

Dr.  H.  K.  Dillard,  Warsaw:  I wish  to 

nominate  Dr.  B.  B.  Baughman  of  Frank- 
fort. 

The  nomination  was  regularly  seconded. 

President  Houston:  Do  I have  a nomi- 

nation from  the  Floor? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  So  ordered.  May 

we  have  a nomination  from  District  Num- 
ber Nine? 

Dr.  B.  Ralph  Wilson,  Sharpsburg:  I 

olace  the  name  of  Dr.  John  R.  Cummings, 
Flemingsburg. 

The  nomination  was  regularly  second- 
ed. 

President  Houston:  Do  I have  a 

nomination  from  the  Floor? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  Dr.  Cummings  is 

our  Councilor  from  the  Ninth  District.  I 
now  come  and  ask  for  nominations  for  the 
Councilor  from  the  Eleventh  District. 

Dr.  Edward  O.  Guerrant,  Winchester: 
I wish  to  nominate  Hugh  Mahaffey. 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  Do  I have  a nomi- 

nation from  the  Floor? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  Dr.  Mahaffey  is 

our  Councilor  from  the  Eleventh  District. 
I am  informed  that  we  have  a Councilor 
for  our  Twelfth  District.  Do  I have  a re- 
port from  the  Twelfth  District? 

Dr.  M.  R.  Holtzclaw,  Somerset:  I nom- 
inate Carl  Norfleet  from  Somerset. 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  Any  nominations 

from  the  Floor? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  Dr.  Norfleet  is 

the  Councilor  from  the  Twelfth  District. 
Now  we  are  ready  for  the  Thirteenth 
District.  Do  I have  a nomination  for 
Councilor? 
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Dr.  C.  B.  Johnson,  Russell:  I nominate 

Dr.  Clyde  C.  Sparks,  Ashland. 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  Any  nominations 

from  the  Floor? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  Dr.  Sparks  will 

be  our  Councilor  from  the  Thirteenth  Dis- 
trict. 

Now,  Gentlemen,  back  to  the  delegate, 
short  term,  to  A.  M.  A.  for  the  meeting  in 
Cleveland.  Does  the  Nomination  Commit- 
tee have  my  nomination? 

Dr.  W.  L.  O’Nan:  Your  Nominating 

Committee  wishes  to  submit  the  re-nomi- 
nation of  Dr.  Bruce  Underwood  for  the 
Short-term  A.  M.  A.  delegate. 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  I have  the  nomi- 

nation of  Dr.  Bruce  Underwood.  I have 
my  second.  Do  I have  a nomination  from 
the  Floor? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  Dr.  Underwood 

will  represent  us  in  the  Cleveland  meet- 
ing. Now,  Gentlemen,  if  you  will  look  at 
your  ballots,  I think  you  will  find  you 
have  two — correct  me  if  I am  wrong,  you 
have  two  votings,  first,  President-Elect, 
as  between  James  A.  Ryan  and  Dr.  Clark 
Bailey.  You  have  your  second  voting  be- 
tween delegate  for  A.  M.  A.  for  a full 
term,  beginning  January  1 this  year,  goes 
two  years,  J.  Duffy  Hancock  and  J.  B. 
Lukins.  Will  the  tellers  please  gather  the 
ballots  as  soon  as  they  are  ready,  and 
please  count  them  for  us. 

The  tellers  collected  the  [ballots. 

President  Houston:  Are  there  any 

other  ballots  to  be  picked  up?  If  not,  I 
declare  the  voting  closed,  and  we  will  get 
the  count  in  a few  minutes. 

The  Chair  would  like  to  recognize  Dr. 
A.  A.  Harrell  of  Shreveport,  Louisiana, 
and  if  he  is  in  the  House,  we’d  like  him  to 
stand,  please.  He  is  here  with  his  wife, 
who  is  the  President-Elect  of  the  Wom- 
an’s Auxiliary  of  the  American  Medical 
Association.  We  are  glad  to  have  you, 
sir. 

We  also  have  one  other  election,  I have 
found  out.  We  must  nominate  eleven 


names  to  the  Board  of  Directors  of  our 
Physicians  Mutual,  Incorporated,  for  them 
to  select  seven  Directors  to  function  for 
our  Association  next  year.  I think  the 
Nominating  Committee  has  this  nomina- 
tion. Will  you  please  give  me  the  nomi- 
nations at  this  time?  If  there  are  any  ad- 
ditions from  the  Floor,  we  will  pass  out 
(ballots  and  then  you  will  vote  for  eleven 
out  of  the  total  number.  We  are  supposed 
to  furnish  eleven  names  to  the  Board  of 
Directors  of  the  Physicians  Mutual,  In- 
corporated. We  will  now  hear  the  nomi- 
nations. 

Dr.  W.  L.  O’Nan:  These  nominations 

were  selected  by  the  Board  of  Directors 
of  the  Kentucky  Mutual,  Incorporated. 
The  nominations  are  in  order.  Oscar  O. 
Miller  of  Louisville;  J.  Vernon  Pace,  Pa- 
ducah; Walter  L.  O’Nan,  Henderson; 
Glenn  U.  Dorroh,  Lexington;  George  W. 
Pedigo,  Louisville;  Sam  Paris,  Bowling 
Green;  William  H.  Cartmell,  Maysville; 
Ralph  W.  Allen,  Pikeville;  Edgar  S. 
Weaver,  Carrollton;  Richard  R.  Slucher, 
Buechel. 

President  Houston:  Do  I have  a sec- 

ond to  these  nominations? 

The  nominations  were  regularly  sec- 
onded. 

President  Houston:  Any  other  nomi- 

nations? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  to  close  nomi- 
nations. 

President  Houston:  So  ordered.  Gen- 

tlemen, we  have  to  select  our  place  for 
meeting  in  1952.  As  you  know,  we  meet 
in  Louisville  for  our  Centennial  Meeting 
next  year,  and  as  Dr.  Overstreet  has  come 
into  the  room,  I would  ask  him  now,  if 
he  will,  to  give  us  a summary  of  what 
he  is  planning  for  our  1951  Centennial 
Meeting.  Dr.  Overstreet. 

Dr.  Sam  Overstreet:  The  Centennial 

Committee  has  given  considerable  con- 
sideration to  various  plans  that  may  be 
employed  to  facilitate  a worthwhile  cele- 
bration of  the  centenary  of  the  Kentucky 
Medical  Association.  Some  plans  were 
discussed  and  rejected  as  too  cumbersome 
to  carry  out,  and  we  finally  came  out 
with  this  general  plan  for  a meeting. 

In  the  first  place,  it  was  suggested 
some  time  ago  that  for  the  coming  meet- 
ing we  have  as  many  visiting  physicians 
from  outside  the  State  as  we  may— more 
than  at  the  ordinary  session.  We  usually 
use  four  or  five  visitors  from  outside  the 
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State,  and  we  felt  that  it  would  be  appro- 
priate to  secure  as  many  distinguished 
Kentuckians  or  men  who  had  been  edu- 
cated in  Kentucky  and  had  done  out- 
standing service  in  medicine  outside  the 
State.  We  may  have  six,  eight,  'ten, 
twelve,  fifteen,  to  come  to  our  convention 
and  present  papers — as  many  as  we  will 
be  able  to  get.  And  bringing  this  before 
the  Council,  the  Council  waived  their  tra- 
ditional right  or  custom  of  selecting  those 
to  appear  on  the  program  from  the  vari- 
ous Councilor  Districts  in  the  State,  and 
have  given  us  a free  hand  in  the  selection 
of  the  best  talent  outside  the  State  and 
in  the  State  that  we  may  get  for  this 
Centennial  Meeting. 

Now,  it  is  obvious  that  any  small  group 
of  men,  such  as  the  five  men  on  this  com- 
mittee, do  not  know  all  of  the  distin- 
guished Kentuckians  outside  the  State 
who  should  be  invited,  and  we  wish  that 
the  delegates  or  members  of  the  Council 
or  any  members  of  the  Kentucky  State 
Association  would  furnish  us  with  such 
names  as  you  think  are  fitting  for  this 
place,  and  that  we  may  begin  at  once  to 
contact  these  men  and  get  a creditable 
group  of  men  to  appear  on  our  program. 
Announcements  to  that  effect  will  appear 
in  the  November  issue  of  the  State 
Journal. 

It  was  felt  that  some  history  of  the  ac- 
tivities of  the  State  Association  for  one 
hundred  years  would  be  appropriate,  as 
a memorial' volume,  that  we  may  keep.  We 
naturally  looked  to  Dr.  Emmet  F.  Horine 
as  the  most  logical  man  to  prepare  such  a 
history.  We  contacted  Dr.  Horine  and  he 
is  perfectly  willing  to  perform  this  duty 
for  us.  The  Council  was  most  generous 
in  offering  Dr.  Horine  a nominal  hon- 
orarium for  the  expense  and  time  neces- 
sary for  the  compilation  of  such  a volume, 
so  that  undoubtedly  will  be  a reality. 

We  of  course  planned  a special  issue  of 
the  Journal  for  the  Centennial  meeting 
We  hope  to  have  a special  issue  of  the 
local  newspaper,  the  Courier-Journal, 
Louisville  Times— perhaps  a Sunday  edi- 
tion-commemorating the  activities  of  the 
Medical  Association  during  the  one- 
hundred-year  period. 

Considerable  time  was  spent  in  the 
thought  of  a special  radio  feature  that 
might  be  broadcast  from  the  session  and 
would  be  of  interest  to  the  public  gen- 
erally, and  would  be  of  credit  to  the 
Medical  Association  during  the  conven- 
tion, and  work  has  been  started  in  that 
direction. 


Some  exhibits  depicting  the  progress  of 
medicine  and  its  allied  fields  during  that 
period  was  discussed,  and  we  felt  that 
such  organizations  as  the  Kentucky  State 
Dental  Association,  the  Mutual  Insurance 
activity,  which  is  our  own  activity,  the 
Kentucky  State  Pharmaceutical  Associa- 
tion, the  Kentucky  State  Nurses  Associa- 
tion, and  the  Kentucky  State  Hospital 
Association,  might  be  invited  to  furnish 
or  provide  booths  or  exhibits  of  their  ac- 
tivities during  this  period,  as  well  as  a 
booth  prepared  by  the  Kentucky  State 
Medical  Association  itself. 

It  has  been  customary  to  take  in  turn 
previous  presidents  of  the  Kentucky  State 
Medical  Association  and  memorialize 
them  at  one  meeting  as  the  doctor  which 
is  the  patron  saint  of  this  meeting.  We 
felt  it  would  be  fitting  to  memorialize 
Dr.  Ephraim  McDowell  as  an  outstanding 
Kentuckian,  and  one  who  has  attained 
lasting  honor  in  the  Hall  of  Fame  in 
Washington,  as  the  appropriate  man  to 
memorialize  at  this  meeting.  This  has 
been  approved  by  our  group  and  by  the 
Council. 

We  planned  to  investigate  the  possi- 
bilities of  using  television  in  a medical 
technical  manner,  and  perhaps  in  a non- 
technical manner  also,  for  the  first  time 
next  year,  at  the  meeting.  It  is  suggested 
that  an  additional  feature  may  be  a mes- 
sage or  a presentation  from  some  man  se- 
Hcted  to  represent  the  oldest  members  of 
the  Association,  and  one  man  to  represent 
the  youngest  members  of  the  Association 
— not  necessarily  the  oldest  man  in  the  or- 
ganization or  the  youngest  man  in  the  or- 
ganization, but  some  man  representing 
those  two  groups. 

Now,  some  thought  has  been  given  to 
the  preparation  of  a suitable  souvenir  or 
coin,  and  to  the  possibility  of  having  is- 
sued a memorial  stamp  commemorating 
the  event.  It  is  felt  that  so  many  states 
have  a right  to  do  the  same  thing  that  we 
may  not  be  able  to  get  the  issuance  of  a 
memorial  stamp  unless  we  do  it  as  a me- 
morial to  Dr.  Ephraim  McDowell,  and  an 
effort  is  going  to  be  made  in  that  direc- 
tion. 

The  Committee  appointed  originally  by 
Dr.  Houston  will  probably  carry  on  as  a 
central  or  planning  committee,  and  sub- 
committees will  be  appointed  to  carry  out 
the  various  plans  that  we  have  suggested. 
If  additional  plans  or  additional  thoughts 
with  regard  to  features  that  may  be  ap- 
propriate in  our  centennial  occur  to  you, 
I,  as  Chairman  of  the  Committee,  or  Dr. 
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Duffy  Hancock,  Dr.  Richard  Slucher,  Dr. 
McCormack,  Dr.  York,  who  have  been 
members  of  this  Committee,  would  appre- 
ciate any  suggestion  that  you  may  have 
to  offer,  in  addition  to  the  plans  that  we 
have  submitted,  or  any  further  sugges- 
tions with  regard  to  these  plans  or  a re- 
vision of  them,  will  certainly  be  open  to 
suggestions. 

President  Houston:  Thank  you,  Dr. 

Overstreet.  I know  that  we  will  have  a 
wonderful  meeting  next  year,  and  I for 
one  am  looking  forward  to  our  Centennial 
Meeting. 

While  we  are  waiting  for  the  tellers  to 
finish  their  work,  we  have  the  question  of 
the  selection  of  a place  of  meeting  in  1952. 
I must  remind  you  that  our  1949  House  of 
Delegates  passed  that  we  must  meet  in  a 
city  which  provided  800  hotel  rooms.  The 
Chair  will  now  accept  a nomination  of  a 
place  for  the  meeting  in  1952. 

A motion  was  made  and  was  regularly 
seconded  that  the  Association  meet  in 
Louisville. 

President  Houston:  Any  discussion 

on  the  motion? 

Dr.  W.  V.  Pierce:  If  we  are  to  make 

Louisville  a permanent  or  practically  per- 
manent meeting  place,  I feel  that  no  fi- 
nancial obligation  should  rest  on  our  Lou- 
isv'lle  friends  each  year.  In  other  words, 
I feel  that  the  entertainment  should  come 
entirely  out  of  the  funds  of  the  State  As- 
sociation, rather  than  from  the  pockets  of 
the  Louisville  doctors.  There  was  such  a 
motion  made  and  passed  at  the  last  meet- 
in,  but  I am  under  the  impression,  right- 
ly or  wrongly,  that  the  Louisville  group 
is  furnishing  part  of  the  entertainment 
this  year.  We  appreciate  that,  we  are 
grateful  for  the  hospitality,  but  I think 
the  precedent  should  be  established  as 
soon  as  possible  that  they  should  not  have 
to  shell  out  each  year  for  this  purpose. 

President  Houston:  Any  further  dis- 

cussion? 

Secretary  Underwood:  That’s  provid- 

ed for  in  the  By-Laws,  which  was 
adopted,  that  specifically,  no  county  so- 
ciety be  the  host  society,  and  all  expenses 
be  paid  out  of  the  Association  funds,  that 
is  in  our  By-Laws  now. 

President  Houston:  Any  other  discus- 

sion? 

No  response. 

The  question  was  put  to  vote  and  car- 
ried. 


President  Houston:  We  will  meet  in 

1952  in  Louisville. 

I now  have  the  tally  for  the  election. 
For  President-Elect,  I have  Bailey,  85; 
Ryan,  34.  Dr.  Clark  Bailey  will  be  our 
president-elect. 

President  Houston:  If  someone  will 

look  for  Dr.  Bailey,  I will  announce  the 
results  for  the  other  election.  For  Dele- 
gate, full-term,  A.  M.  A.,  I have  this  vote: 
Hancock,  63,  Lukins,  56.  Dr.  Hancock 
will  be  our  Delegate  full-term. 

Dr.  J.  B.  Lukins:  I’d  like  to  make  a 

motion  that  Dr.  Hancock  be  elected  unani- 
mously. 

The  motion  was  regularly  seconded, 
was  put  to  vote  and  carried. 

President  Houston:  So  ordered.  I see 

Dr.  Bailey  has  come  into  the  hall.  (Ap- 
plause.) 

Dr.  Clark  Bailey:  Mr.  President, 

Members  of  the  House  of  Delegates:  I 

appreciate  this  great  responsibility  which 
you  have  given  me,  and  I pledge  to  you  to 
do  everything  in  my  power  to  elevate  the 
standing  of  our  profession  and  its  service 
to  the  people  of  this  great  Commonwealth. 
(Applause.) 

President  Houston:  Thank  you,  Dr. 

Bailey.  I will  now  ask  Dr.  Underwood  to 
give  us  the  announcements. 

Secretary  Bruce  Underwood:  Imme- 

diately following  the  adjournment  of  this 
session,  the  Council,  the  new  members  of 
the  Council  elected  plus  those  who  are  re- 
tained on  the  Council,  will  meet  in  the 
Reference  Committee  General  Assembly 
Room  just  below  this  auditorium.  We 
have  a registration  today  of  644.  At 
Owensboro  we  had  468.  We  expect  some 
more  registrations  tomorrow.  644  to  date. 

I’d  like  to  take  this  opportunity  to  thank 
you  for  your  expressions  of  confidence,  in 
electing  me  to  fill  out  the  term  of  Dele- 
gate to  the  A.  M.  A.  I appreciate  that 
honor.  There  isn’t  any  better  word  than 
“appreciate.”  At  least,  I couldn’t  think 
of  any,  and  I wanted  to  take  this  opportu- 
nity to  make  this  closing  statement.  I 
will  call  your  attention  that  it’s  ten  min- 
utes to  four,  and  that  is  less  than  two 
hours  since  we  began.  In  appreciation, 
I would  like  to  express  it  to  all  of  those 
who  wrote  their  committee  reports.  We 
had  every  one  of  them  presented  to  you 
:n  mimeographed  form  because  we  were 
able  to  receive  them  from  the  commit- 
tees. In  addition  to  that,  every  member 
of  a reference  committee,  all  twenty-five 
of  them,  were  here  in  attendance,  and  not 
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a single  substitution  had  to  be  made. 

I appreciate  the  work  that  went  on  Tues- 
day afternoon  in  the  basement.  I appre- 
ciate the  cooperation,  kindness  and  sup- 
port of  all  of  the  members  and  the  dele- 
gates, and  I don’t  have  words  to  properly 
express  that;  but  I do  say  to  you  that  it’s 
pleasant  to  work  with  you,  and  I appre- 
ciate it. 

I have  been  holding  this  minature  hour 
glass  in  my  hand.  The  sand  has  just  about 
run  through.  It’s  an  ordinary  three-min- 
ute egg  timer.  It  is  said  that  the  Michigan 
State  Medical  Society  sends  it  to  its  mem- 
bers. They  keep  it  on  their  desk,  and 
when  a patient  comes  in  to  see  the  doctor, 
he  casually  takes  it  up  and  turns  it  over, 
and  by  the  time  he  has  greeted  the  patient 
and  gotten  into  the  consultation,  just  bare- 
ly has  started,  he  picks  it  up  and  he  notices 
it’s  all  through,  and  he  turns  to  the  pa- 
tient and  says,  Now,  if  you  were  in  Eng- 
land under  socialized  medicine  your  time 
would  be  up. 

Applause. 

President  Houston:  Thank  you,  Dr. 
Underwood.  Dr.  Bailey  has  asked  the 
privilege  of  the  Floor. 

Dr.  Clark  Bailey:  I would  like  to  sub- 

mit to  the  House  of  Delegates  my  resigna- 
tion as  a delegate  to  the  A.  M.  A.,  to  take 
effect  at  the  end  of  this  year. 

President  Houston:  Gentlemen,  you 

have  this  action  on  the  part  of  Dr.  Bailey. 
What  is  your  pleasure? 

A motion  was  made  and  was  regularly 
seconded  that  Dr.  Bailey’s  resignation  be 
accepted. 

Dr.  J.  W.  Scott:  It  seems  to  me  that 

Dr.  Bailey’s  experience  in  the  House  of 
Delegates  will  be  valuable  at  this  next 
meeting,  especially  in  view  of  the  fact 
that  we  will  have  a new  delegate  who  has 
not  been  there  before,  and  I would  wish 
very  much  that  Dr.  Bailey  would  not  force 
his  resignation  on  us. 

Dr.  Clark  Bailey:  I said,  at  the  end  of 

this  year. 

President  Houston:  Any  other  discus- 

sion? 

Dr.  D.  M.  Cox:  If  it’s  the  will  of  the 

group,  I would  like  to  place  in  nomina- 
tion Dr.  J.  B.  Lukins  to  fill  out  this  un- 
expired term.  (Applause.) 

President  Houston:  The  President 

must  count  that  out  of  order  for  a mo- 


ment, because  I want  to  finish  with  this 
other  first,  and  then  take  it.  I have  the 
resignation,  its  acceptance  and  second.  Do 
I have  any  more  discussion?  I have  no 
more  discussion.  We  will  now  take  a 
vote. 

The  motion  was  put  to  vote  and  car- 
ried. 

President  Houston:  We  will  accept 

the  resignation.  And  I thank  you  for  the 
wonderful  work  you  have  given  us. 

You  will  now  fill  his  term  as  you  are 
the  controlling  body  of  our  Association. 
The  President  will  now  accept  nomina- 
tions for  the  unexpired  term  of  Dr.  Clark 
Bailey. 

Dr.  D.  M.  Cox:  I’d  like  to  place  in 

nomination  Dr.  Lukins. 

The  nomination  was  regularly  sec- 
onded. 

President  Houston:  Do  I have  any 

other  nominations  from  the  Floor? 

Upon  motion  duly  made  and  regularly 
seconded,  a vote  was  taken  that  nomina- 
tions cease. 

President  Houston:  Dr.  Lukins,  you 
will  represent  the  Association  as  in  the 
past,  to  fill  out  the  unexpired  term  of  Dr. 
Clark  Bailey.  Is  there  any  other  an- 
nouncement or  business  to  come  before 
the  House? 

Dr.  William  Keller,  Louisville:  I can 

go  back  twenty  years,  it  looks  like  more, 
but  that’s  all  it  is,  and  I have  talked  to 
members  who  have  gone  back  longer  than 
that.  I’d  like  this  House  of  Delegates,  if 
they  will,  and  I so  move,  too,  that  they 
give  a rising  vote  of  appreciation  for  the 
finest  meeting  the  Kentucky  Medical  As- 
sociation has  ever  had. 

The  delegates  arose  and  applauded. 

President  Houston:  Gentlemen,  as 

your  presiding  officer  for  the  year,  I am 
extremely  touched  by  that  favor,  and  I 
thank  you  very  much.  I do  wish  to  thank 
you  for  the  token  of  confidence  that  you 
placed  in  me  as  being  your  Speaker  next 
year;  and  evidently  you  liked  the  punish- 
ment I dish  out. 

I thank  you  very  much,  and  we  will 
now  adjourn. 

Whereupon,  at  4: 15  oclock  p.m.,  the 
meeting  adjourned,  sine  die. 

Bruce  Underwood,  M.  D. 

Secretary. 
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PRESIDENT  WHOM  WE  HONORED 


Theodore  Nathaniel  Wise,  M.  D. 
14ih  President,  K.  S.  M.  A. 
1817  — 1902 


At  the  meeting  of  our  Association  held 
in  Covington  in  1871,  Dr.  T.  N.  Wise  of 
that  place  was  elected  President  for  the 
ensuing  year.  On  April  2,  1872,  “the  Ken- 
tucky State  Medical  Society  met  in  the 
small  hall  of  the  Masonic  Temple,  (Lou- 
isville), the  President,  Dr.  T.  N.  Wise,  oc- 
cupying the  chair.”  The  Transactions  re- 
veal this  meeting  to  have  been  a turbu- 
lent one.  There  were  seventy-eight  mem- 
bers present  including  thirty-three  who 
had  been  elected  during  the  two-day 
meeting. 

Theodore  Nathaniel  Wise,  the  son  of 
Nat.  Seaton  and  Jane  Caroline  Wise,  was 
born  at  Alexandria,  Virginia,  then  within 
the  original  “Territory”  or  District  of  Co- 
lumbia. His  preliminary  education  was 
obtained  partly  under  private  tutors  and 
in  an  academy  at  Alexandria.  Coming  to 
Covington,  Kentucky,  he  was  for  a few 
years  under  the  preceptorship  of  a Doctor 
Bennett.  In  March,  1837,  T.  N.  Wise  was 
graduated  with  the  degree  of  M.  D.  from 
the  Medical  Department  of  Cincinnati 
College.  His  thesis  was  entitled,  “Inter- 
mittent Fever.”  The  Department  of  Med- 
icine from  which  Wise  graduated  had 
been  organized  in  1835  by  Daniel  Drake 
with  a group  of  the  most  competent  medi- 
cal teachers  in  the  United  States. 

Dr.  Wise  immediately  located  in  Cov- 


ington and  soon  became  its  most  promi- 
nent physician  which  resulted  in  his  elec- 
tion to  the  presidency  of  the  Kentucky 
State  Medical  Society.  For  many  years 
he  had  served  as  President  of  the  Cov- 
ington Board  of  Education. 

The  morning  session  of  the  first  day  of 
the  1872  meeting  of  the  K.  S.  M.  S.  was 
enlivened  by  the  introduction  of  a pre- 
amble followed  by  three  resolutions  con- 
cerning membership.  In  brief,  no  physi- 
cian not  a member  of  his  local  society  was 
eligible  to  membership  in  the  State  So- 
ciety; the  Code  of  Ethics  must  be  observed 
by  all  members;  and,  no  physician  fail- 
ing to  adhere  to  an  authorized  schedule 
of  fees  could  be  elected.  “Animated  dis- 
cussion” followed  and  finally  a motion  to 
table  was  carried  by  thirty  votes  to  fif- 
teen. A motion  was  then  made  that  a 
copy  of  the  vote  on  tabling  the  resolu- 
tions be  transmitted  to  the  American 
Medical  Association.  This  motion  and  an 
amendment  caused  heated  discussion.  At 
last  a move  to  table  both  the  motion  and 
the  amendment  was  lost  by  a vote  of 
27-25. 

The  meeting  became  still  more  tense 
when  on  the  morning  of  the  second  day 
Edwin  Samuel  Gaillard  (1827-1885),  for- 
mer prominent  Confederate  medical  of- 
ficer and  Editor  of  the  Richmond  and 
Louisville  Medical  Journal  preferred  a 
series  of  charges  with  specifications 
against  David  W.  Yandell  (1826-1898). 
Dr.  Wise  “declared  the  whole  proceedings 
out  of  order,  insisting  that  it  was  the 
province  of  the  local  society  to  investigate 
charges  of  this  kind.”  Dr.  Gaillard  ap- 
pealed from  the  decision  of  the  Chair.  By 
a vote  of  thirty-one  to  sixteen,  Dr.  Wise 
was  sustained,  after  which  the  charges 
were  withdrawn. 

At  the  same  session  when  Dr.  L.  J. 
Frazee  (1819-1905)  arose  to  read  a paper 
on  “The  Mineral  Waters  of  Kentucky,” 
Dr.  Ronald  objected  on  the  ground  that 
the  essayist  “did  not  live  up  to  the  Code 
of  Medical  Ethics.”  Dr.  Wise  decided  that 
the  paper  should  be  read  and  Dr.  Ronald 
appealed  from  the  decision.  However, 
“the  Chair  was  sustained  by  a large  ma- 
jority . . . Dr.  Frazee  read  his  paper,  after 
making  short  remarks  in  regard  to  his 
professional  standing,  calling  upon  the 
gentlemen  to  prefer  charges  and  institute 
an  investigation.” 

Dr.  Wise’s  presidential  address,  though 
short,  touched  varied  medical  problems. 
Especially  mentioned  were  medical  educa- 
(Continued  to  page  643) 
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THE  1950  ELECTION 


This  is  our  first  opportunity  to  com- 
ment editorially  on  the  1950  election.  Al- 
though it  is  somewhat  late,  some  of  the 
lessons  to  be  learned  by  the  results  of  the 
election  are  still  being  evaluated  and  are 
far  from  forgotten. 

The  issues  of  the  election  were  perhaps 
more  clearly  delineated  than  usual.  The 
entire  welfare  state  principle,  including 
socialized  medicine,  was  put  squarely  be- 
fore the  people  for  decision. 

The  people  spoke  loudly  and  clearly. 
We  hope  the  policy-making  echelon  of 
the  administration  were  listening  and 
that  they  have  rightly  interpreted  what 
they  heard. 

Doctors  who  have  given  life-long  loy- 
alty to  the  Democratic  party  shuddered 
when  the  plank  of  socialized  medicine 
was  firmly  nailed  in  the  1950  platform. 


They  knew  then  that  a socialistic  plank 
has  no  place  in  a Democratic  platform. 
The  people  have  now  said  it  has  no  place 
in  democratic  America. 

It  is  a bitter  pill  for  those  good  Demo- 
cratic doctors  to  see  their  party  pay  so 
dearly  for  the  inclusion  of  undemocratic 
principles  into  the  democratic  party. 

The  only  surcease  we  can  offer  our  col- 
leagues who  have  undergone  this  painful 
experience  of  divided  loyalty  is  to  liken 
the  issue  to  radical  surgery  of  a malig- 
nant lesion  and  to  hope  the  operation 
was  successful. 

Kentucky  doctors  were  more  fortunate 
in  this  regard  than  those  of  many  other 
states  since  our  congressional  delegation 
has  been  and  continues  to  be  opposed  to 
this  portion  of  the  administration’s  pro- 
gram. 
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COLLEGE  OF  SURGEONS  TO  CONTINUE  HOSPITAL 
STANDARDIZATION  PROGRAM 


The  Regents  of  the  American  College 
of  Surgeons  voted  unanimously  to  con- 
tinue the  Hospital  Standardization  Pro- 
gram of  the  College,  at  a recent  meeting 
in  Boston. 

A spokesman  for  the  Regents  declared, 
“ . . . This  action  does  not  necessarily  pre- 
clude consideration  of  proposals  for  the 
participation  of  other  interested  agencies 
in  this  program,  but  does  make  it  clear 
that  the  American  College  of  Surgeons 
has  an  undiminished  interest  in  it  and 
will  consider  no  proposal  which  will  not 
insure  its  continuation  in  the  best  in- 
terests of  the  public.” 

Hospital  standardization  is  a big  prob- 
lem and  an  important  one.  It  is  a prob- 
lem that  vitally  affects  the  medical  pro- 
fession, the  hospitals  and  the  public.  As 
such,  cooperation  of  all  concerned  is 
necessary  to  a successful  solution.  Cer- 
tainly the  accumulated  knowledge  and 
experience  of  the  American  College  of 


Surgeons,  which  has  spent  over  two  mil- 
lion dollars  in  the  past  30  years  to  im- 
prove hospital  patient  care  in  the  United 
States  and  Canada,  is  needed.  We  feel 
that  the  Regents  of  the  College  acted 
wisely  in  continuing  the  program. 

Control  of  the  hospital  standardization 
program  by  the  American  Hospital  As- 
sociation would  be  fraught  with  hazards, 
is  unnecessary,  and  certainly  should  be 
avoided  as  a serious  mistake. 

Usurpation  of  standardization  by  the 
American  Hospital  Association  seemed  in 
the  offing  when  that  organization’s  Board 
of  Trustees  adopted  the  resolution  re- 
ported in  the  last  issue  of  The  Journal. 

Again  the  profession  owes  a debt  to  the 
vigilance  of  the  American  Medical  As- 
sociation in  taking  the  lead  in  preventing 
the  Hospital  Association  from  furthering 
control  over  the  practice  of  medicine  in 
hospitals  and  submitting  professional 
knowledge  to  lay  judgment. 


KENTUCKY  PHARMACEUTICAL  ASSOCIATION 
RESOLUTIONS 


The  Journal  wishes  to  express  its  ap- 
preciation to  the  Kentucky  Pharmaceu- 
tical Association  and  to  its  Secretary, 
Mr.  E.  M.  Josey,  for  the  cooperative  at- 
titude and  interest  of  the  Association  in 
the  problems  that  face  the  medical  pro- 
fession and  in  those  that  touch  both  medi- 
cine and  pharmacy,  reflected  in  the  fol- 
lowing resolutions  passed  at  the  Annual 
Meeting  of  the  Association: 

Be  it  Resolved:  That  the  Kentucky 

Pharmaceutical  Association  reaffirm  its 
stand  as  opposing  compulsory  national 
health  insurance  or  any  system  of  medi- 
cal care  which  threatens  the  private  en- 
terprise status  of  the  health  professions 
or  makes  it  impossible  or  difficult  for  the 
patient  to  exercise  a free  choice  of  phar- 
macist, physician  or  dentist,  and 

Be  it  Further  Resolved  that  our  As- 
sociation express  itself  as  being  eager  to 
assist  in  working  out  an  acceptable  pro- 
gram which  will  make  more  adequate 
medical  care  available  to  all  our  people. 
* * * * 

Resolved,  that  the  Kentucky  Pharma- 
ceutical Association  vigorously  condemn 


as  highly  dangerous  to  the  public  wel- 
fare, the  dispensing  of  drugs  and  medi- 
cines by  nurses,  office  girls,  and  clerical 
employees,  whether  done  in  physician’s 
offices  or  in  any  other  place  where  com- 
petent pharmaceutical  services  are  re- 
quired, to  prevent  serious  mistakes  in, 
and  careless  handling  of,  medical  sub- 
stances. 

Be  it  Resolved:  That  the  Kentucky 

Pharmaceutical  Association  commend  the 
State  Board  of  Pharmacy  and  the  State 
Board  of  Health  for  the  understanding 
way  in  which  they  are  attempting  to  edu- 
cate the  Physicians  and  Pharmacists  on 
the  requirements  of  the  new  Barbiturate 
Law. 

Be  it  Further  Resolved:  That  we  urge 
the  Pharmacists  in  Kentucky  to  cooperate 
in  the  enforcement  of  the  law  so  that  the 
public  may  be  safe-guarded  against  the 
abuse  and  mis-use  of  these  highly  valu- 
able yet  dangerous  drugs. 

* * * 

Be  it  Resolved:  That  the  Kentucky 

Pharmaceutical  Association  send  a mes- 
sage of  congratulations  to  the  Kentucky 
Medical  Society,  for  furnishing  to  the 
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American  Medical  Association,  its  1950 
President,  Dr.  E.  L.  Henderson,  of  Louis- 
ville, Kentucky. 

sj:  ^ 3* 

Whereas,  many  physicians  are  in  the 
habit  of  telling  the  patient  to  go  to  the 
pharmacy  to  get  needed  medication,  and 
Whereas,  in  many  cases  the  said  medi- 
cation is  restricted  to  dispensing  only 
upon  the  prescription  of  a physician  or 
some  other  duly  authorized  person,  and 
Whereas,  the  patient  questions  being 
informed  of  the  prescription  requirement, 
because  the  physician  told  him  to  get  it, 
and  intimates  that  the  pharmacist  is  try- 
ing to  extract  an  unnecessary  prescrip- 
tion fee,  and 

Whereas,  the  pharmacist  is  forced  to 
take  the  time  to  locate  the  physician  for 


the  authority  to  dispense  and  the  direc- 
tions to  be  affixed  to  the  label  of  the  pre- 
scription, and 

Whereas,  the  pharmacist  is  usually 
blamed  for  delaying  the  patient’s  medica- 
tion. 

Therefore  Be  it  Resolved,  that  the  Ken- 
tucky Pharmaceutical  Association  ask  the 
Kentucky  State  Medical  Society  to  re- 
quest its  members  to  issue  prescriptions 
for  their  patient’s  medication. 

In  the  latter  resolution,  the  pharma- 
cists have  a legitimate  “gripe”  against 
those  physicians  who  issue  verbal,  sec- 
ond-hand, prescriptions  to  their  patients 
especially  for  certain  proscribed  drugs. 
Cooperation  by  the  profession  is  definite- 
ly indicated. 


EXHIBITORS  REPORT  FAVORABLY  ON 
ANNUAL  MEETING 


The  Medical  Exhibitors  Association, 
Inc.,  is  an  organization  of  firms  who  do 
business  with  the  profession,  and  who  do 
business  on  a national  basis.  Composed 
of  over  a hundred  firms,  the  organization 
has  been  operating  a number  of  years  and 
is  based  in  Philadelphia. 

One  of  the  functions  of  the  organization 
is  to  make  a practical  and  scientific  study 
of  Medical  Meetings,  in  order  to  deter- 
mine their  worthiness  from  the  ex- 
hibitors’ standpoint. 

Since  the  average  exhibiting  firm 
spends  a minimum  of  $500  on  a meeting 
— most  firms  spend  much  more — it  be- 
hooves the  firm  to  “show”  only  at  meet- 
ings where  at  least  a reasonable  degree 
of  response  from  the  members  can  be  an- 
ticipated. 

In  addition,  the  Exhibitors  Association 
seeks  to  cooperate  with  the  medical  or- 
ganizations sponsoring  meetings,  and  de- 
sires to  help  the  organizations  improve 
the  meetings.  Moreover,  it  disciplines  its 
own  members  who  do  not  conform  to 
their  standards  of  conduct  at  the  meet- 
ings. 

We  believe  the  “heart  of  the  Exhibitors 
Association  is  in  the  right  place.”  We  be- 


lieve it  wants  to  help  us  have  a better 
meeting;  to  raise  the  scientific  and  tech- 
nical standards  of  meetings,  generally. 

Upon  request,  the  Exhibitors  Associa- 
tion will  appoint  a Traffic  Committee  to 
act  as  a liaison  group  between  the  Medi- 
cal Association  and  the  exhibitors.  At 
the  1950  meeting,  we  found  this  commit- 
tee very  helpful  and  cooperative. 

The  report  of  the  Traffic  Committee 
appointed  to  serve  at  our  1950  Meeting  to 
the  parent  body  on  our  Annual  Session, 
was  certainly  gratifying.  The  report 
highly  complimented  the  cooperativeness 
of  the  members,  the  spirit  generally 
shown,  the  30-minute  recess  during  sci- 
entific sessions,  the  multi-colored  identi- 
fication badges,  the  speaker  system,  and 
service  to  them  generally. 

The  experience  of  our  1950  Meeting, 
which  was  one  of  the  very  best  on  record 
from  every  standpoint  and  which  showed 
a substantial  profit,  demonstrates  once 
again  what  can  be  gained  when  men  of 
good  will  work  together  with  a sincerity 
of  purpose  for  their  common  good. 

Carlisle  R.  Petty,  M.  D.,  Chairman 
1950  Technical  Exhibits  Committee 
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EDITORIAL  COMMENTS 


Cortisone  has  been  released  by  the 

Food,  -and  Drug  Administration  through 
regular  channels  of  interstate  commerce. 
Since  this  action  will  accelerate  its  use 
by  private  physicians,  it  is  important  for 
VA  participating  physicians  to  know  that 
it  cannot  be  prescribed  by  VA  bene- 
ficiaries at  government  expense.  The 
same  ruling  will  be  applied  to  ACTH  if 
it  becomes  available  soon. 

This  VA  policy  which  restricts  the  use 
of  Cortisone  and  ACTH  to  hospitalized 
patients  is  under  study  and  may  be 
changed  to  permit  their  use  on  an  out- 
patient basis  if  the  veteran  received  an 
initial  course  of  therapy  in  a hospital. 

Dr.  Paul  Magnuson,  VA  Medical  Direc- 
tor, has  asked  Dr.  O.  P.  Miller,  Chief 
Medical  Officer  of  the  Louisville  Region- 
al Office,  to  inform  all  Kentucky  VA 
physicians  participating  in  the  home  town 
veterans  care  program  that  prescriptions 
for  Cortisone  dated  after  November  15, 
1950,  cannot  be  allowed. 


The  National  Science  Foundation,  cre- 
ated by  the  last  Congress,  has  wide 
nowers  to  promote  basic  research  in 
mathematics,  physical  science,  medical 
science,  biology,  engineering  and  other 
fields. 

Research  grants  and  loans,  scholar- 
ships, correlation  of  results  of  research, 
and  maintenance  of  a register  of  scien- 
tists, known  as  the  National  Roster  of  Sci- 
entific and  Specialized  Personnel,  all 
come  under  the  scope  of  The  Foundation. 

President  Truman  has  named  24  per- 
sons he  will  nominate  to  the  Board,  in- 
cluding three  physicians. 


There  is  continuing  reference  from  a 

number  of  sources  to  the  oral  use  of  a 
solution  containing  a teaspoon  of  salt  and 
a half  teaspoon  of  baking  soda  in  a quart 
of  water  in  the  treatment  of  shock  due  to 
burns  or  other  injuries.  It  is  said  to  be 
as  effective  as  blood  plasma. 


Splendid  work  accomplished  in  Korea 

by  physicians  who  had  only  three-day 
military  indoctrination  before  being 
flown  to  the  fighting  front  is  focusing 
considerable  questioning  on  the  usually 
necessary  period  of  military  training  for 
physicians. 


The  Army  has  developed  a new  dress- 
ing, five  times  larger  than  the  largest 
now  in  use,  which  can  be  safely  worn  for 
two  weeks.  It  has  an  outside,  non-ab- 
sorbent layer  that  keeps  out  bacteria. 


The  objectives  of  the  World  Medical 

Association  as  set  forth  by  Dr.  Elmer  L. 
Henderson,  President,  at  the  New  York 
Meeting  are  most  worthy  and  afford  an 
opportunity  for  the  betterment  of  the 
medical  care  of  all  of  the  peoples  of  the 
world.  They  are: 

1.  Promoting  closer  ties  among  the  na- 
tional medical  organizations  and 
among  the  doctors  of  the  world  by 
personal  contact  and  all  other  means 
available. 

2.  Maintaining  the  honor  and  protect- 
ing the  interests  of  the  medical  pro- 
fession. 

3.  Studying  and  reporting  on  the  pro- 
fessional problems  which  confront 
the  medical  profession. 

4.  Organizing  an  exchange  of  informa- 
tion. 

5.  Establishing  relations  with,  and  pre- 
senting the  views  of  the  medical  pro- 
fession of  the  World  Health  Organi- 
zation, the  United  Nations  Educa- 
tional, Scientific  and  Cultural  Or- 
ganization, and  other  appropriate 
bodies. 

6.  Assisting  all  peoples  of  the  world  to 

attain  the  highest  possible  levels  of 
health. 


The  Association  of  State  and  Territorial 

Health  Officers  Meeting  in  Washington 
reaffirmed  its  opposition  to  National 
Compulsory  health  insurance  as  being 
unnecessc  ry  since  voluntary  health  and 
hospitalization  plans  are  “rapidly  and 
progressively  developing  to  meet  the  ap- 
parent needs  of  the  people.” 

The  State  Health  Officers  also  strongly 
urged  the  establishment  of  a Federal  De- 
partment of  Health  with  cabinet  status 
with  a physician  as  its  head. 

Such  a department  is  badly  needed  to 
combine  the  health  activities  of  the  gov- 
ernment into  one  department,  taking 
health  decisions  from  laymen  and  plac- 
ing them  under  professional  control. 

A.  M.  A.  has  given  such  a department 
its  blessing  but  the  program  requires  ac- 
tive implementation. 
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The  New  Zealand  "social  security" 

medical  plan,  to  which  USA  proponents 
of  socialized  medicine  have  been  point- 
ing as  an  example  of  successful  govern- 
ment medicine,  is  in  trouble. 

Dr.  Duncan  Cook,  its  director  of  clinical 
services,  said  in  his  annual  report  to  the 
New  Zealand  Parliament:  “Increases  in 
the  cost  of  general  medical  services  and 
pharmaceutical  supplies  have  been  of 
such  magniture  as  to  lead  to  serious  mis- 
givings as  to  whether  state  medical  in- 
surance against  sickness  is  practicable  or 
whether  the  fbest  payment  for  services 
has  been  adopted.” 

A regular  correspondent  of  J.  A.  M.  A. 
wrote  from  Brisbane,  “The  original  hu- 
manitarian concept  has  become  a political 
football.  Year  by  year  benefits  have 
been  increased  as  a bait  for  the  electors, 
until  today  the  cost  of  social  security  is 
the  biggest  item  in  the  National  budget.” 


Urging  international  classification  of 

cervical  cancer,  a committee  composed  of 
representatives  of  the  Section  of  Ob- 
stetrics and  Gynecology,  A.  M.  A.,  The 
American  Gynecological  Society,  The 
American  Association  of  Obstetricians, 
Gynecologist  and  Abdominal  Surgeons, 
and  the  Editorial  Committee,  Annual  Re- 
ports of  results  of  radio  therapy  in  car- 
cinoma of  the  uterine  cervix  drafted  a 
resolution  for  the  consideration  of  all  or- 
ganizations concerned. 

The  resolution  sets  forth  the  following 


modifications  of  the  classification  adopt- 
ed by  The  Health  Organization  at  the 
League  of  Nations  in  1937: 

“Stage  O 

Carcinoma  in  situ — also  known  as  prein- 
vasive  carcinoma,  intra-epithelial  car- 
c'noma  and  similar  conditions. 

Stage  I 

The  carcinoma  is  strictly  confined  to  the 
cervix. 

Stage  II 

The  carcinoma  extends  beyond  the  cervix, 
but  has  not  reached  the  pelvic  wall.  The 
carcinoma  involves  the  vagina,  but  not 
the  lower  third. 

Stage  III 

The  carcinoma  has  reached  the  pelvic 
wall.  (On  rectal  examination  no  “cancer- 
free”  space  is  found  between  the  tumor 
and  the  pelvic  wall.) 

The  carcinoma  involves  the  lower  third 
of  the  vagina. 

Stage  IV 

The  carcinoma  involves  the  bladder  or 
the  rectum,  or  both,  or  has  extended  be- 
yond the  limits  previously  described. 


The  Army  has  announced  that  physi- 
cians, dentists  and  veterinarians  who  reg- 
istered for  the  draft  on  October  16  may 
receive  commissions  in  the  Army  within 
four  to  seven  days  after  the  individual 
application  reaches  the  office  of  the  Sur- 
geon General — if  the  application  is  in 
order  and  the  physical  condition  of  the 
applicant  is  satisfactory. 


PRESIDENT  WHOM  WE  HONORED 

(Continued  from  page  638) 

tion;  a legislative  “anatomical  act”  by 
which  bodies  for  dissection  could  be  easily 
obtained;  licensing  of  druggists;  and  ade- 
quate vital  statistics  laws.  Concerning 
medical  education,  he  said  among  other 
things: 

“That  medical  education  in  this  coun- 
try, like  medical  education  even  in  the 
oldest  countries,  exhibits  defects,  and  the 
necessity  for  improvement,  is  manifest, 
but  let  us  not  be  cast  down  and  dis- 
couraged. Ours  is  a peculiar  people  and 
its  institutions  must  reflect,  to  a large  and 
logical  extent,  its  peculiarities,  nearness, 
decision,  native  force,  adaptability  of 
means  to  ends,  rapid  progress  and  ap- 
proximation to  excellence,  efficiency  and 


perfection.  Let  us  be,  as  we  have  always 
been  in  regard  to  American  institutions, 
zealous  of  good  works,  but  let  us  not  be 
over  anxious  to  make  progress  as  to  for- 
get judgment  and  prudence  in  the  steps 
by  which  this  progress  is  to  be  achieved.” 

One  of  the  last  acts  of  the  1872  meeting 
was  the  following:  “On  motion  the  thanks 
of  the  Society  was  tendered  to  the  Presi- 
dent for  his  efficient  and  impartial  ad- 
ministration.” 

Dr.  Wise  was  married  in  1837  and,  after 
becoming  a widower,  he  remarried  in 
1852.  He  had  one  son,  James  S.,  who  be- 
came a physician  and  practiced  in  Cov- 
ington. 

Dr.  T.  N.  Wise  died  September  17,  1902, 
end  was  buried  in  Linden  Grove  Ceme- 
tery, Covington. 

Emmet  F.  Horine,  M.  D. 
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ORGANIZATION  SECTION 


County  Society  Leaders  to  Hear  Dr.  Lull 
March  L 1951 

George  F.  Lull,  M.  D.,  Chicago,  Secretary 
and  General  Manager  of  the  A.M.A.,  will  be 
the  featured  speaker  of  the  First  Annual  County 
Society  Officers  Conference,  an  all-day  meet- 
ing, Thursday,  March  1,  1951,  at  the  Brown 
Hotel  in  Louisville. 

Dr.  Lull  will  be  introduced  by  our  own  Lou- 
isville physician,  A.M.A.  President  Elmer  L. 
Henderson.  Two  other  out-of-state  men,  rec- 
ognized nationally  for  their  leadership,  will 
participate  in  the  program. 

The  purpose  of  the  conference  is  to  lend  the 
greatest  possible  assistance  to  the  county  med- 
ical society  officer,  through  defining  his  duties 
and  offering  the  most  substantial  and  profit- 
able help  available.  In  addition  to  the  excel- 
lent talks,  there  will  be  a “stump  the  experts” 
session,  and  District  Councilor  Conferences. 

“Our  Council  took  a most  progressive  step 
in  authorizing  the  establishment  of  the  County 
Medical  Society  Officers  Conference,  and  it  is 
to  be  highly  commended  for  its  farsightedness,” 
one  of  our  state  leaders  recently  stated. 

“Many  of  the  best  and  most  progressive  state 
medical  associations,  recognizing  the  impor- 
tance of  the  local  medical  leaders — that  ac- 
tually they  are  the  foundation  on  which  the 
entire  framework  of  medical  organization 
rests — have  had  these  conferences  for  years,” 
he  continued,  “and  have  found  them  most 
beneficial.” 


Members  Urged  io  Remit  1951  State  and 
A.  M.  A.  Dues  Promptly 

Before  this  article  will  appear  in  the  Jour- 
nal, all  County  Society  Secretaries  will  have 
received  forms  for  reporting  dues  payments  for 
the  year  1951,  and  for  reporting  the  new  1951 
County  Society  Officers,  Delegates  and  Alter- 
nates. 

All  members  are  urged  to  remit  their  dues 
as  early  as  is  convenient,  thus  reducing  the 
burden  on  the  local  Secretary,  whose  duty  it 
is  to  keep  the  records  and  submit  his  collec- 
tions and  reports.  By  cooperating  with  the 
Secretary  and  remitting  promptly,  you  save  a 
great  amount  of  his  time  and  facilitate  the 
work  of  the  Headquarters  office. 

The  American  Medical  Association  1951 
membership  fees  should  be  remitted  with  State 


dues.  For  1951,  the  A.M.A.  dues  of  $25.00  in- 
clude a subscription  to  the  Journal,  which  is 
published  weekly.  Until  1951,  an  additional 
$12.00  was  charged  for  a subscription  to  the 
A.M.A.  Journal. 

Unless  and  until  you  have  paid  your  1950 
A.M.A.  dues,  the  1951  A.M.A.  dues  are  not  ac- 
ceptable. K.S.M.A.  members,  joining  for  the 
first  time  after  July  1,  1950,  need  pay  but 
$12.50  for  A.M.A.  dues  for  balance  of  year  1950. 

While  it  is  not  mandatory  for  physicians  in 
Kentucky  to  pay  A.M.A.  dues  in  order  to  be- 
long to  the  Kentucky  State  Medical  Associa- 
tion, all  members  are  urged  to  support  the 
A.M.A.,  in  view  of  the  excellent  service  the 
national  organization  is  rendering  the  profes- 
sion and  public.  Four  state  medical  associa- 
tions now  require  their  members  to  pay  the 
A.M.A.  dues  in  order  to  belong  to  the  state  as- 
sociation. 

As  an  evidence  of  the  growing  appreciation 
on  the  part  of  members  of  our  Association  for 
the  splendid  and  successful  fight  the  A.M.A. 
has  waged  against  the  “social  planners”  in 
Washington,  approximately  two  out  of  every 
three  of  our  members  paid  their  1950  A.M.A. 
dues.  The  1950  record  shows  a substantial  im- 
provement over  the  1949  showing. 


President  Asks  3-Poini  Program  for 
County  Medical  Societies 

As  1951  will  be  a decisive  year  in  the  life  of 
the  Kentucky  Slate  Medical  Association,  Sam 
A.  Overstreet,  M.  D.,  President,  urges  the  coun- 
ty medical  societies  to  follow  three  important 
courses: 

1.  Make  every  effort  to  select  the  best  pos- 
sible material  for  the  leadership  of  the  society 
during  1951. 

2.  Hold  county  society  elections  at  a date  as 
early  as  feasible. 

3.  Remit  State  and  A.M.A.  1951  dues  as 
promptly  as  is  convenient  and  possible. 

Among  the  advantages  in  holding  county  so- 
ciety elections  promptly,  Dr.  Overstreet  point- 
ed out,  would  be  to  give  adequate  time  for  the 
new  medical  society  officers  to  plan  to  attend 
the  First  Annual  County  Society  Officers  Con- 
ference in  Louisville,  Thursday,  March  1,  1951. 
In  addition  it  would  provide  the  new  organiza- 
tion an  opportunity  to  develop  and  carry  out 
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a broader  and  more  profitable  program  for 
1951. 

“I  am  tremendously  interested  in  having 
every  one  of  our  county  medical  societies  in 
the  state  represented  at  our  Officers  Confer- 
ence Thursday,  March  1.  This  will  be  a very 
important  and  profitable  day  in  our  Associa- 
tion,” Dr.  Overstreet  said. 


Dr.  Guy  Aud  to  Head  American  Cancer 
Society 

Guy  Aud,  M.  D.,  Louisville,  Past-President 
of  the  Association  and  a leading  figure  in  the 
cancer  organization  work  in  Kentucky,  was 
elected.  President  of  the  American  Cancer  So- 
ciety at  its  meeting  in  New  York,  October  27, 
i950. 

Dr.  Aud  succeeds  Alton  Oshsner,  M.  D.,  of 
New  Orleans,  who  was  elected  President  of 
the  American  College  of  Surgeons.  Charles  C. 
Lund,  M.  D'.,  Boston,  was  named  Vice-Presi- 
dent of  the  Cancer  Society. 

From  1941  to  1949,  Dr.  Aud  was  President  of 
the  Board  of  Directors  of  the  Kentucky  divi- 
sion. He  is  now  regional  director  for  Alabama, 
Florida,  Georgia,  Kentucky,  Louisiana,  Missis- 
sippi, Virginia,  Puerto  Rico  and  North  and 
South  Carolina. 

Dr.  Aud  served  as  President  of  the  Jeffer- 
son County  Medical  Society  in  1932  and  the 
Kentucky  State  Medical  Association  in  1947. 
He  is  professor  of  clinical  surgery  at  the  Uni- 
versity of  Louisville  School  of  Medicine. 


W.  M.  A.  Installs  Dr.  Henderson  as  Its 
Fourth  President 

Elmer  L.  Henderson,  M.  D.,  Louisville,  Presi- 
dent of  the  A.M.A.,  was  installed  as  President 
of  the  World  Medical  Association  at  its  Annual 
Meeting  in  New  York,  in  late  October,  and  be- 
came the  first  ever  to  hold  the  Presidency  of 
both  the  A.M.A.  and  the  W.M.A. 

At  the  inauguration,  Dr.  Henderson  said, 
“Physicians,  by  their  thinking,  spirit,  and  ef- 
fort, can  set  an  example  for  governments,  dip- 
lomats, and  people  everywhere  to  preserve  the 
peace.”  Noting  that  the  W.M.A.  is  uniting  the 
medical  profession  of  the  world,  he  declared, 
“Continued  increased  cooperation  of  that  kind 
is  one  of  the  necessary  ingredients  for  build- 
ing a better  world.” 

This  was  the  fourth  annual  session  of  the 
W.M.A.,  and  was  attended  by  500  medical 
leaders  from  28  countries.  The  organization  is 
made  up  of  500,000  physicians  in  41  countries. 

The  next  W.M.A.  Assembly  will  be  in  Stock- 
holm, Sweden,  September  15-20,  1951.  A 

Swedish  physician,  Dag  Knutson,  was  the  unan- 
imous choice  for  President-Elect.  Charles  Hill, 
M.  D.,  London,  is  the  retiring  President. 


Individual  County  Retains  Identity  in 
Multiple  County  Setup 

Correspondence  reaching  the  Headquarters 
office  from  time  to  time  indicates  that  there 
is  still  some  confusion  in  the  minds  of  the  mem- 
bers of  the  Association  relative  to  the  forma- 
tion of  multiple  County  Medical  Societies. 

The  purpose  of  this  item  is  to  attempt  to  clar- 
ify Section  13  of  Chapter  IV  of  the  By-Laws: 

“In  sparsely  settled  sections,  two  or  more 
County  Societies  may  join  for  scientific  pro- 
grams, the  election  of  officers,  and  such  other 
matters  as  they  may  deem  advisable.  The 
County  Society  thus  combined  shall  not  lose 
any  of  its  privileges  and  representation.  The 
active  members  of  each  County  Society  shall 
annually  elect  at  least  a Secretary  and  a Dele- 
gate for  the  transaction  of  its  business  with  the 
State  Association.” 

The  Council  has  ruled  by  way  of  interpreta- 
tion that  in  the  less  populated  areas,  multiple 
county  groups  are  to  be  encouraged  to  join  to- 
gether for  scientific  and  social  purposes.  The 
Council  feels  that  there  are  many  advantages 
to  be  derived  from  such  a combination. 

However,  the  Council  points  out,  the  counties 
that  form  a part  of  a multiple  county  group  do 
not  lose  their  individual  county  identity  for 
organization  purposes,  and  that  each  county  is 
to  have  a Delegate  to  the  Annual  Meeting. 

Each  county  should,  therefore,  make  sure 
that  it  has  a County  Society  Secretary  and  a 
D'elegate  to  the  Annual  Meeting,  regardless  of 
any  other  connection  it  may  have  with  neigh- 
boring counties. 


Procurement  Committee  Announces 
Plans  in  Advisory  Role 

The  Kentucky  Procurement  Committee  for- 
mulated plans  to  serve  in  an  advisory  capacity 
to  the  Selective  Service  authorities,  as  provid- 
ed under  Public  Law  No.  779,  in  a day-long 
meeting  at  the  Headquarters  Office,  Sunday, 
November  5,  1950. 

A.  Clayton  McCarty,  M.  D.,  Louisville,  Chair- 
man of  the  Committee,  after  the  meeting  said 
all  interns  and  residents  in  established  hos- 
pital training  programs  would  be  deferred  un- 
til after  July  1,  1951,  the  close  of  the  intern- 
resident  year.  In  addition  he  pointed  out  that 
it  was  likely  that  few,  if  any,  other  doctors 
would  be  drafted  before  January  1st,  so  long 
as  the  number  of  doctors  volunteering  was  sat- 
isfactory. 

The  point  was  stressed  by  Dr.  McCarty,  how- 
ever, that  all  views  now  held  and  all  plans  now 
being  made  are  subject  to  change  by  the  De- 
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lense  Department  in  light  of  developments  in 
the  realm  of  world  affairs. 

It  was  pointed  out  that  the  Procurement 
Committee  at  this  time  is  to  concern  itself  only 
with  the  physicians,  dentists  and  allied  profes- 
sions requirements  of  the  Selective  Service 
System  as  defined  under  Public  Law  No.  779. 
Members  of  the  Reserves,  National  Guard, 
U.S.P.H.S.,  etc.,  do  not  come  under  the  juris- 
diction of  the  committee. 

Dr.  McCarty  stated  that  John  L.  Walker, 
D.D.S.,  Louisville,  a member  of  the  committee, 
wouid  serve  as  Sub-Chairman  for  the  procure- 
ment of  men  in  the  dental  profession.  He  said 
it  was  agreed,  except  in  matters  that  affected 
the  committee  as  a whole,  the  physicians  and 
dentists  would  operate  independently  in  their 
advisory  capacity  to  Selective  Service. 

The  committee  will  consider  all  physicians 
coming  under  Selective  Service  on  the  follow- 
ing basis: 

1.  Men  receiving  ASTP  training  with  less  than 
90  days  service. 

2.  Men  receiving  ASTP  training  with  more 
than  90  days  and  less  than  21  months. 

3.  All  men  who  had  no  military  service  in 
medical  corps  after  September  16,  1940. 

4.  All  other  physicians  under  50  who  were 
not  in  Reserve,  National  Guard  or  U.S.P.H.S. 

Dr.  McCarty  stated  that  under  the  authority 
vested  in  him  by  the  President,  he  had  asked 
the  Councilors  of  the  15  districts  of  the  Asso- 
ciation to  serve  as  sub-committee  chairmen  for 
their  districts  in  advising  the  Procurement 
Committee  on  matters  in  said  district.  Each 
Councilor  was  given  authority  to  name  mem- 
bers of  his  sub-committee  if  the  need  develop- 
ed. 

It  was  further  agreed  that  as  soon  as  the  Se- 
lective Service  provided  the  committee  with 
a list  of  all  men  that  had  processed  under  the 
October  16th  registration  and  given  the  classi- 
fication of  1A,  the  Councilors  would  be  given 
the  names  of  men  in  this  classification  for  them 
district.  Each  Councilor  would  also  be  inform- 
ed as  to  which  member  of  the  Procurement 
Committee  had  been  assigned  to  work  with  him 
in  gathering  information  relative  to  the  men 
in  1A,  and  in  making  recommendations  to  the 
Procurement  Committee. 

The  members  of  the  committee,  in  addition 
to  Dr.  McCarty  are  Charles  B.  Billington,  M.  D., 
Paducah;  L.  O.  Toomey,  M.  D.,  Bowling  Green; 
Glenn  U.  Dorroh,  M.  D.,  Lexington;  R.  Arnold 
Griswold,  M.  D.,  J.  Duffy  Hancock,  M.  D.,  and 
John  L.  Walker,  D.D.S.,  Louisville. 

Drs.  Frank  W.  Jordon  and  Elmer  C.  Hume, 
Louisville,  have  been  appointed  to  serve  with 
Dr.  Walker  on  the  Procurement  Committee. 


These  three  dentists  will  make  up  the  State 
Dental  Sub-Committee  to  function  in  an  ad- 
visory capacity  for  dentists. 

College  Newspapers  Participate  in 
Woman's  Auxiliary  Contest 

The  Journalism  Department  publications  of 
the  senior  colleges  in  Kentucky  are  actively 
participating  in  an  Americanism  contest,  spon- 
sored by  the  Woman’s  Auxiliary  to  the  Ken- 
tucky State  Medical  Association. 

Mrs.  Clark  Bailey,  Harlan,  President  of  the 
State  Auxiliary,  is  personally  directing  the 
contest,  which  will  begin  November  11,  1950 
and  continue  to  February  22,  1951.  The  college 
paper  winning  First  Prize  will  receive  a $50.00 
cash  award  to  be  used  in  purchasing  reference 
books  on  U.  S.  history  and  biographies.  The 
paper  winning  Second  Prize  will  receive  a 
$25.00  cash  award  to  be  spent  in  the  same 
manner  as  First  Prize  winner. 

Mrs.  Bailey  is  supplying  each  paper  with 
adequate  material  on  the  general  theme  of  the 
American  Way  of  Life,  and  how  and  why  it 
should  be  conserved.  The  contest  will  be 
judged  on  the  basis  of  variety  and  frequency 
of  the  material  used,  the  general  appeal  and 
value  in  stimulating  thinking. 

Each  participating  newspaper  will  receive 
from  the  Auxiliary  a subscription  to  “Today’s 
Health,”  popular  A.M.A.  publication,  and  to 
“Sunshine  Magazine.”  The  winner  of  the  con- 
test will  be  announced  April  1,  1951. 

The  judges  for  the  contest  are:  Mrs.  W.  H. 
Noel,  State  Americanism  Chairman  for  D.A.R., 
Harlan,  Kentucky;  Mrs.  Sam  Flowers,  Editor 
of  Blue  Grass  News,  Middlesboro,  Kentucky; 
and  Mr.  Bob  Poisall,  Field  Secretary  for  the 
Kentucky  State  Medical  Association.  620  South 
Third  Street,  Louisville,  Kentucky. 


Rural  Scholarship  Fund  Approves  Eight 
Applications  for  Loans 

The  Rural  Kentucky  Medical  Scholarship 
Fund  has  approved  loans  to  eight  Kentuckians 
to  help  finance  their  medical  education,  C.  C. 
Howard,  M.  D.,  Glasgow,  Chairman  of  the 
Board,  has  stated. 

The  Board  of  Trustees,  meeting  at  Mam- 
moth Cave  Hotel,  Sunday,  October  29,  gave 
this  .advance  approval,  which  is  subject  to  each 
individual’s  being  accepted  as  a student  in  a 
Class  A Medical  School.  Loans  to  two  men  al- 
ready in  Medical  School  were  also  .approved. 

Those  accepted  were  Ollie  B.  Emerine,  21, 
Vine  Grove;  L.  C.  McCloud,  Jr.,  21,  Jenkins; 
Proctor  C.  Rankin,  26,  Monticello;  Robert  R. 
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Smither,  27,  Owenton;  Jimmie  Tulloh,  22, 
Glasgow;  David  R.  Upton,  24,  Munfordville; 
Jack  Kelley,  24,  Monticello;  and  Norman  Keith 
-_irby,  20,  Burkesville. 

The  Freshmen  now  in  Medical  School,  whose 
requests  for  loans  next  year  were  approved  are 
Paul  W.  Scott,  Lexington,  Vanderbilt  Univer- 
sity School  of  Medicine,  and  Marion  C.  Walton, 
Central  City,  Temple  University  School  of 
Medicine,  Philadelphia,  Pennsylvania. 

A report  of  the  activities  of  the  Scholarship 
Fund  showed  that  92  loans,  totaling  $63,900, 
had  been  granted  to  49  students. 

Mrs.  P.  E.  Blackerby,  of  Louisville,  and  Mrs. 
John  E.  Kirksey,  of  Paducah,  were  elected  to 
fill  vacancies  on  the  Board. 


Heart  Society  Sponsors  Three-Day  Course 

Sponsored  by  the  Cleveland  Heart  Society 
and  offered  by  Charles  S.  Beck,  M.  D.,  a prac- 
tical three-day  course  for  the  resuscitation  of 
patients  who  die  in  the  operating  room  is  a- 
vailable  to  anesthesiologists  and  surgeons. 

The  course  will  be  given  each  month  as  fol- 
lows: December  14,  15  and  16,  1950;  January 
25,  26  and  27,  1951;  February  15,  16  and  17; 
and  March  15,  16  and  17. 

For  additional  information,  contact  the  Cleve- 
land, Ohio,  Heart  Society  at  613  Public  Square 
Building,  or  the  Kentucky  Heart  Association, 
620  South  Third  Street,  in  Louisville. 


Council  Discontinues  Professional 
Directory 

The  Council,  in  a recent  directive  to  the  staff 
of  the  Journal,  authorized  the  discontinuance 
of  all  professional  advertising  in  the  Journal. 
After  this  issue,  the  Journal  will  not  carry  the 
Professional  Directory. 

A letter  has  gone  out  to  each  doctor  in- 
volved, explaining  the  status  of  his  account 
and  how  it  will  be  handled. 


Color  Comics  Dramatize  Ills  of 
Compulsory  Insurance 

"The  Sad  Case  of  Waiting  Room  Willie,”  a 
16-page  visual  (or  comic  book)  in  color,  pub- 
lished by  the  Baltimore  City  Medical  Society, 
humorously  and  effectively  dramatizes  the  red 
tape,  delay  and  the  unsatisfactory  operation  of 
compulsoiy  health  insurance  in  a readable  and 
entertaining  style. 

Willie  is  a symbol  of  all  honest  and  well- 
meaning  people  who  believe  a modern  enter- 
prise can  be  brought  about  by“passing  a law.” 


When  Willie  really  gets  sick,  he  learns  his  les- 
son the  hard  way. 

Willie’s  experiences,  as  portrayed  in  this 
comic,  are  based  on  factual  incidents  in  other 
countries  where  compulsory  health  insurance 
is  now  being  undertaken. 

This  publication  is  well-done  and  suitable 
for  waiting  room  use,  as  well  as  distribution 
through  the  mails.  At  the  time  this  was  writ- 
ten these  books  may  be  purchased  in  lots  of 
200  for  $6.00.  Contact  G.  R.  Connoly,  “PR”  Di- 
rector, Baltimore  City  Medical  Society,  1211 
Cathedral  Street,  Baltimore,  Maryland. 


To  Lose  V.  A.  Benefits  in  Service 

Veterans  receiving  benefits  from  the  Veter- 
ans Administration  cannot  continue  to  get 
these  benefits  if  they  re-enter  military  service, 
the  V.  A.  has  announced. 

These  benefit  payments  include  GI  Bill  or 
Public  Law  16  subsistence  allowances  and 
compensation  for  service-connected  disabilities. 

The  V.  A.  said  any  veteran  receiving  bene- 
fits, if  recalled  to  military  service,  should  noti- 
fy the  V.  A.  immediately. 


A.  M.  A.  Film  Available  for  Meetings 

Now  available  to  County  Medical  Society 
meetings  is  a thirty -minute  sound  movie  of  the 
recent  A.M.A.  meeting  in  San  Francisco.  This 
16  mm.  film  of  1200  feet,  suitable  for  use  on 
standard  sound  projector  equipment  may  be 
borrowed  from  the  Headquarters  office. 


Neurology  Journal  to  Make  Bow 

The  American  Academy  of  Neurology  an- 
nounces the  publication  of  its  new  official 
Journal,  “Neurology,”  to  be  issued  bi-monthly, 
starting  in  January,  1951. 

The  new  publication  will  be  under  the  super- 
vision of  the  Academy’s  Board  of  Editors.  It 
will  be  printed  by  Lancet  Publications,  Inc. 

The  Journal  of  the  Kentucky  State  Medical 
Association  offers  its  best  wishes  to  this  new 
publication. 


New  K.  S.  M.  A.  Members  for  October 

The  Association  is  pleased  to  announce  the 
new  members  that  joined  in  October: 

Campbell-Kenton — Carl  G.  Hoffman,  New- 
port; Thomas  J.  Huth,  Covington;  Garrard — 
W.  Samuel  A.  Harris,  Lancaster;  Pike — Jeanne 
Blumhagen  and  Rex  Blumhagen,  Mouth  Card; 
Pulaski — Barton  L.  Ramsey,  Jr..  Somerset. 
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In  the  Atlantic  Monthly  for  October,  Dr.  James  H.  Means  of 
Boston,  known  and  very  highly  regarded  by  many  of  us,  has  written 
a scathing  denunciation  of  the  position  of  the  American  Medical  As- 
sociation and  its  officers.  He  states,  near  the  conclusion  of  his  article: 
“In  this  emergency  I consider  that  organized  medicine  has  failed 
dismally.  Its  public  relations  are  deteriorating.  People  look  upon  its 
■motivation  with  increasing  suspicion.  It  cries  now  for  voluntary 
health  plans  but  does  little  to  actually  produce  them.  The  record 
shows  that  when  others  have  sought  to  do  these  things,  organized 
medicine  has  obstructed  them.  A learned  profession  has  sunk,  or 
been  dragged,  in  its  political  sphere,  to  a distressingly  low  level.  In- 
dividually the  American  doctor  of  medicine  is,  in  most  instances,  an 
honest,  sincere  and  generous  person.  Certainly  he  is  a hard  working 
one.  When  he  organizes,  however,  his  collective  behavior  is,  at  times, 
less  noble  than  that  which  he  displays  when  acting  on  his  own 
initiative.” 

Much  as  we  admire  Dr.  Means  as  a teacher  and  leader  in  medi- 
cine, we  cannot  feel  that  he  has  here  offered  to  the  reading  public 
a fair  appraisal  of  the  present  situation  or  given  any  constructive 
help  in  a time  of  need.  It  is  not  reasonable  to  expect  that  every 
doctor  will  see  eye  to  eye  with  every  opinion  expressed  or  step  taken 
by  the  American  Medical  Association — but  let  us  at  least  work  toward 
a common  and  progressive  goal  and  not  be  found  divided,  pulling  in 
diverse  directions.  If  we  must  criticise  let  it  be  done  constructively 
and  fairly.  Let  us  help  and  not  hinder;  build  and  not  destroy. 


President 
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County  Society  Reports 


BRACKEN-PENDLETON 

The  Bracken-Pendleton  Medical  Society  met 
in  the  Library  of  the  Brooksville  High  School 
at  3:00  P.  M.  August  17th,  1950.  Dr.  B.  N.  Comer 
President,  Falmouth,  presiding.  After  a reor- 
ganization and  discussion  of  future  plans,  Dr. 
Robert  C.  Smith,  Newport,  was  introduced  by 
the  president  and  gave  us  an  excellent  paper 
on,  “Psychiatry  in  General  Practice.”  Dr. 
Smith  is  a pioneer  in  Psychiatry  in  northern 
Kentucky  and  was  happy  to  report  that  two 
of  our  northern  Kentucky  hospitals  have  op- 
ened two  ten  bed  wards  for  psychiatry  patients. 

Dr.  Albert  J.  Vesper,  Covington,  was  next 
introduced  and  gave  a very  interesting  and 
helpful  paper  on  “Uterine  Hemorrhage.”  Dr. 
Vesper  is  one  of  our  leading  surgeons  and  we 
were  very  happy  to  have  him  with  us  at  this 
meeting. 

The  Bracken-Pendleton  Medical  Society  has 
twelve  active  members:  Drs.  B.  N.  Comer,  Wil- 
liam M.  Townsend,  H.  A.  Lewis,  Dexter  Meyer, 
Jr.,  Emery  J.  Yelton,  John  M.  Blades,  Carl  A. 
Marquardt,  John  G.  Carter,  William  B.  Wallin, 
Benjamin  R.  Workman,  James  M.  Stevenson, 
Clarence  F.  Haley. 

We  are  happy  to  have  Dr.  J.  M.  Blades,  our 
former  councilor,  back  with  us  after  a year’s 
illness. 

The  meeting  adjourned  to  meet  in  Falmouth 
on  October  18th. 

C.  F.  Haley,  Secretary. 


JEFFERSON 

The  1942nd  meeting  of  the  Jefferson  County 
Medical  Society  was  held  Monday  evening, 
September  18,  1950,  at  the  Seelbach  Hotel.  One 
hundred  and  thirty-six  members  and  guests 
were  present  for  dinner  and  about  25  additional 
for  the  meeting. 

The  meeting  was  called  to  order  at  7:55  p.  m., 
by  the  President,  Dr.  J.  Andrew  Bowen.  The 
President  introduced  the  Reverend  William 
Langley  who  spoke  on  the  Community  Chest 
Drive. 

The  President  read  a letter  addressed  to  Dr. 
A.  Clayton  McCarty,  Chairman  of  the  Public 
Relations  Committee,  from  the  office  of  Harry 
W.  Castleman,  Louisville,  offering  group  in- 
surance and  retirement  plan  for  members  of 
the  Society.  Mr.  William  Cooper  was  present 
to  answer  questions.  Motion  by  Dr.  McCarty 
that  a committee  study  the  plan  and  report 
back  at  next  meeting,  was  seconded  and  car- 
ried, and  the  President  referred  the  matter 
back  to  the  Public  Relations  Committee 


The  Secretary  read  the  minutes  of  the  last 
meeting  which  were  approved. 

Dr.  Bruce  Underwood  made  an  announce- 
ment regarding  the  program  of  the  annual 
meeting  of  the  Kentucky  State  Medical  Asso- 
ciation September  26-28. 

The  President  stated  that  a meeting  was 
held  recently  of  members  of  the  Society  who 
are  war  veterans,  at  the  request  of  the  State 
Society  of  Veterans,  and  a Resolution  was  a- 
dopted,  which  he  asked  Dr.  D.  M.  Cox  to  per- 
sent. 

Dr.  Cox  read  the  resolution  aloud,  after  cop- 
ies had  been  distributed  to  members.  Motion 
was  made  by  Dr.  Cox  that  the  Resolution  be 
adopted  by  the  Society  and  that  the  Jefferson 
County  Delegates  introduce  and  support  this 
Resolution  in  the  House  of  Delegates  of  the 
State  Medical  Society.  Seconded  by  Dr.  G.  W. 
Pedigo,  and  carried. 

Dr.  Ben  Hollis  made  an  announcement  of  the 
Diabetes  Detection  Drive,  and  motion  was  car- 
ried that  the  Society  endorse  the  program. 

Dr.  A.  J.  Miller,  Chairman,  Blood  Bank  Com- 
mittee, made  a report  of  the  committee’s  in- 
vestigation of  excessive  charges  made  by  var- 
ious hospitals  for  giving  Red  Cross  blood.  He 
offered  a motion  that  the  Committee  be  sup- 
ported in  their  efforts  to  standardize  the  $7.50 
charge  authorized  by  the  Red  Cross  Blood 
Bank.  Motion  seconded.  There  was  discussion 
by  Drs.  H.  M.  Weeter  and  Austin  Bloch,  and 
motion  was  carried. 

Dr.  A.  Clayton  McCarty,  Chairman,  Public 
Relations  Committee,  reported  further  on  two 
matters  previously  presented  to  the  Society: 
(1)  Cost  of  employing  professional  public  re- 
lations service,  which  the  committee  wished  to 
study  further;  (2)  Group  insurance  plans,  which 
the  committee  wish  to  study  further  before 
making  recommendations.  (3)  He  also  stated 
that  the  Public  Relations  Committee  and  the 
Executive  Committee  granted  the  Physicians 
Exchange  an  additional  $100  per  month  in  or- 
der to  compensate  it  for  the  increased  number 
of  physicians  it  serves.  (4)  He  urged  members 
to  hear  General  Armstrong  and  other  speakers 
of  special  interest  to  the  Society  at  the  Ken- 
tucky State  Medical  Association  annual  meet- 
ing. 

Dr.  Sam  Overstreet,  Chairman,  Executive 
Committee,  stated  that  committee  approved 
the  plan  of  increasing  the  salary  of  the  staff 
of  Physicians  Exchange.  Motion  carried  that  re- 
port of  Executive  Committee  be  approved. 

The  following  new  members  were  elected 
for  active  membership:  Drs.  Edward  E.  Bell, 
William  M.  Christopherson,  A.  George  Hoffer- 
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kamp,  G.  David  McClure,  Jarrett  Ringham,  R. 
Dietz  Wolfe,  and  Dr.  Isidore  S.  Meyer  for  asso- 
ciate membership. 

The  Secretary  read  the  following  communi- 
cations: (1)  The  Kentucky  Synthetic  Rubber 
Company,  who  are  in  need  of  a physician  to 
examine  their  employees.  (2”)  Invitation  from 
the  Kentucky  State  Association  of  Registered 
Nurses  to  attend  their  annual  meeting  October 
12-14  at  the  Seelbach  Hotel.  (3)  Notice  from 
the  Seelbach  Hotel  of  increase  in  cost  of  din- 
ners from  $2.00  to  $2.25.  (4)  Letter  from  the 
State  Headquarters  for  Selective  Service  re- 
garding the  need  for  additional  physicians  to 
assist  with  the  screening  of  draftees  at  the 
local  boards.  D'r.  Herbert  L.  Clay,  Jr.,  Louis- 
ville General  Hospital,  commented  on  this  com- 
munication, stating  that  Jefferson  County  was 
the  only  county  from  which  no  volunteers 
were  received,  and  that  the  screening  is  being 
done  temporarily  at  Louisville  General  Hos- 
pital until  volunteers  are  available. 

Scientific  Program  at  9:00  p.  m.  “Symposium 
on  Headache.”  by  Ben  H.  Hollis,  M.  D.,  Arthur 
T.  Hurst,  M.  D.,  Carlisle  Morse,  M.  D.,  and  H. 
Lester  Reed,  M.  D. 

Discussion  by  Drs.  Joseph  Ray  E.  Roseman, 
and  Colonel  R.  A.  Radke,  with  closing  remarks 
by  Dr.  Carlisle  Morse.  The  meeting  adjourned 
at  9:50  p.  m. 

Robert  Lich,  Jr.,  Secretary. 


McCRACKEN 

The  regular  meeting  of  the  McCracken  Coun- 
ty Medical  Society  was  held  October  18,  1950 
at  the  Ritz  Hotel,  with  Dr.  Charles  Billington 
presiding.  There  were  22  members  and  10 
guests  present. 

The  scientific  program  consisted  of  an  inter- 
esting paper  on  “Respiratory  Tract  Infections” 
by  Dr.  Lyle  Motley,  Memphis,  Tennessee. 

The  minutes  of  the  previous  meeting  were 
read  and  approved. 

Motion  was  made  by  Dr.  Eugene  Blake,  sec- 
onded by  Dr.  J.  E.  Dunn  and  passed  unani- 
mously that  the  meeting  in  November  be 
changed  to  the  29th  if  possible.  If  the  29th  is 
not  a convenient  date  for  the  speaker,  arrange- 
ments are  to  be  made  for  another  date  other 
than  the  15th. 

Motion  was  made  by  D'r.  L.  M.  Weaver,  sec- 
onded by  Dr.  George  H.  Widener  and  passed 
unanimously  that  Dr.  Weaver  be  instructed  to 
invite  the  Mobile  X-ray  unit  for  January,  1951. 

Drs.  W.  J.  Petway,  E.  W.  Jackson,  and  Eu- 
gene Blake  were  nominated  for  the  County 
Health  Board.  Motion  was  made  and  seconded 
that  these  be  elected  by  acclamation  and  the 
Secretary  instructed  to  cast  the  ballot.  Passed 
unanimously. 


Dr.  L.  M.  Weaver  urged  more  cooperation  in 
reporting  communicable  diseases  especially 
Lues,  and  ring  worm  infection  of  scalp. 

Dr.  Robert  L.  Reeves  presented  a plan  for 
emergency  call  when  a patient  was  unable  to 
contact  his  own  physician. 

Motion  was  made  by  Dr.  Eugene  Blake,  sec- 
onded by  Dr.  Robert  L.  Reeves  that  all  phy- 
sicians who  are  willing  to  cooperate  with  Dr. 
Reeves’  plan  for  emergency  medical  care  noti- 
fy him.  D'r.  Reeves  will  have  a meeting  for 
working  out  details  of  execution  of  plan  and 
will  report  at  next  meeting.  Passed  unanimous- 
ly- 

Motion  was  made  by  Dr.  Robert  L.  Reeves 
and  seconded  by  Dr.  J.  Vernon  Pace  that  public- 
ity by  County  Society  be  given  to  physician 
exchange  so  that  patients  contact  it  when  they 
are  unable  to  contact  a physician.  Passed  unan- 
imously. 

Motion  was  made  by  Dr.  Eugene  Blake  and 
seconded  by  Dr.  J.  Vernon  Pace  that  the  So- 
ciety have  an  advertisment  in  Sunday  paper 
for  six  weeks  to  cost  a maximum  of  $15.00  for 
each  insertion  publicizing  physician  exchange 
and  how  to  reach  a physician  in  .an  emergency. 
This  was  amended  that  the  committee  be  in- 
structed to  work  out  details  of  spending  the 
$90.00  for  the  greatest  results.  Passed  unani- 
mously. 

Dr.  Robert  L.  Reeves  was  appointed  Chair- 
man of  Medical  Care  to  serve  under  Public  Re- 
lations Committee. 

Errett  Pace,  Secretary. 


SHELBY-OLDHAM 

Dr.  H.  B.  Mack  entertained  the  Shelby-Old- 
ham  Medical  Society  at  dinner  at  the  Stone 
Inn  on  Thursday,  October  26th.  The  Ladies 
Auxiliary  met  at  the  same  time. 

The  following  members  and  guests  were 
present: 

Dr.  and  Mrs.  H.'  B.  Mack,  Dr.  and  Mrs.  L.  B. 
Sternberg,  Dr.  and  Mrs.  J.  T.  Walsh,  Dr.  and 
Mrs.  L.  A.  Wahle,  Dr.  and  Mrs.  B.  F.  Shields, 
Dr.  and  Mrs.  S.  B.  May,  Dr.  and  Mrs.  C.  O. 
Bruce,  Dr.  and  Mrs.  Chas.  Allen,  Dr.  and  Mrs. 
George  Perrine,  D'r.  and  Mrs.  A.  D.  Doak,  Dr. 
and  Mrs.  M.  D.  Klein,  Dr.  and  Mrs.  Bruce  Mit- 
chell and  Dr.  and  Mrs.  John  Harter,  Drs.  W.  H. 
Nash,  M.  F.  Beard,  H.  H.  Richeson,  M.  H. 
Skaggs,  B.  B.  Sleadd  and  C.  C.  Risk. 

After  the  dinner  the  ladies  retired  to  another 
room  for  their  meeting. 

Dr.  Mack  introduced  Dr.  Bruce  Mitchell  of 
Louisville  who  gave  a talk  on  “Pregnancy,” 
The  paper  was  well  discussed  by  all  present 
and  proved  one  of  the  most  interesting  papers 
of  the  year. 

C.  C.  Risk,  Secretary. 
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Hydrochloride  Crystalline 


Effective  against  many  bacterial  and  rickettsial  infections, 
as  well  as  certain  protozoal  and  large  viral  diseases. 


Surgeon . . . 

will  find  aureomycm  of  benefit  in  the  complications  of  pneumonias 
refractory  to  other  forms  of  therapy,  particularly  in  those  very  serious 
forms  caused  by  the  staphylococcus  or  by  Klebsiella  pneumoniae.  In  the 
pneumonic  involvements  of  psittacosis,  tularemia,  rickettsial  disease  or 
mucoviscidosis,  aureomycm  is  highly  effective.  It  is  also  very  useful 
in  the  ambulatory  or  surgical  management  of  bronchiectasis.  Multiple 
lung  abscesses  have  been  known  to  heal  with  aureomycm  treatment 
alone.  In  operative  thoracic  procedures,  aureomycm  is  invaluable. 

Packages 

Capsules:  Bottles  of  25  and  100,  50  mg.  eachcapsule.  Bottles  of  16and  100,  250mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 

American  Gfana/nid  company 

30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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North  Shore 
Health  Resort 


Winnetka,  Illinois 


on  the  Shores  of 
Lake  Michigan 


A completely  equipped  sanitarium  for  the  care  of 
nervous  and  menial  disorders,  alcoholism  and  drug  addiction 
offering  all  forms  of  treatment,  including  electric  shock. 

SAMUEL  LIEBMAN.  M.  S..  M.  D. 

225  Sheridan  Road  Medical  Director  Phone  Winnetka  6-0211 

FULLY  APPROVED  BY  THE  AME  RICAN  COLLEGE  OF  SURGEONS 


One  of  the  oldest  private  hospitals 
in  the  United  States  operated  for 
the  care  and  treatment  of  nervous 
and  mental  patients. 

Modernly  equipped  to  provide  the 
use  of  all  accepted  methods  of  treat- 
ment. Constant  medical  supervision 
with  registered  nurses  in  charge. 
Ample  classification  facilities. 

Conveniently  located,  twenty  nine 
acres  of  beautiful  grounds  assure 
complete  privacy. 

MEMBER  OF:  American  Hospital  As- 
sociation, Ohio  Hospital  Association, 
Central  Psychiatric  Hospital  Assoc. 
APPROVED  BY:  American  College  of 
Surgeons,  Council  of  Hospitals. 
LICENSED  BY  State  of  Ohio. 

D.  A.  JOHNSTON,  M.D.  . . Medical  Director 
W.  N.  WRIGHT,  M.D.  Resident  Psychiatrist 
HENRY  GRUENER,  M.D.  Resident  Physician 
ELLIOTT  OTTE Business  Administrator 

Rest  Cottage,  beautifully  furnished,  is 
a separate  department  devoted  to 
the  care  of  certain  psycho-neuroses, 
rest,  and  convalescent  cases. 


FOUNDED  IN  1873 


Write  for  descriptive  booklet 

THE  CINCINNATI  SANITARIUM 

5642  Hamilton  Avenge  Cincinnati  24,  Ohio 
Telephones:  Kirby  0135,  Kirby  0136 


